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IN  any  consideration  of  the  great 
increase  in  nervous  break-down 
among  Americans  it  may  be  in 
order  for  a  gynecologist  to  open  the 
discussion  concerning  the  sex  that 
suffers  most,  particularly  where  it  is 
his  stubborn  conviction  that  certain 
things  have  got  to  be  said,  even  at 
some  risk.  Passing  over  matters 
that  receive  a  meed  of  attention, 
such  as  simple  living,  domestic  ser- 
vice, capable  midwifery  or  occupa- 
tion neuroses,  this  paper  takes  up 
certain  important  neglected  factors 
in  the  chronic  nervous  troubles  of 
women. 

If  very  many  mothers  subject 
their  daughters  to  the  shock  of  a 
first  genital  hemorrhage,  unan- 
nounced ;  if  there  is  rarely  any  warn- 
ing concerning  self-abuse ;  if  normal 
curiosity,  at  proper  times,  concern- 
ing marriage  and  maternity  is 
evaded ;  if  engaged  couples  are  not 
guarded ;  if  lack  of  very  simple 
knowledge  on  nearly  every  wedding 
night  leaves  blind  fear  to  blunder- 
ing ignorance ;  if  no  single  cause  of 
mental  strain  in  married  women  is 
as  widespread  as  sex  fears  and  mal- 
adjustments, and  if  the  court  records 
show  that  in  most  divorces  the  in- 
itial source  of  friction  lies  in  a  real 

*Read  before  the  Associated  Physicians  of  Long 
Island,  June  22,  1907. 


or  fancied  physical  incompatibility 
— if  some  of  these  things  are  so, 
then  the  proper  agency  for  oversight 
has  failed  of  its  duty. 

That  duty  bristles  with  difficulties 
and  misunderstandings  and  aver- 
sions and  false  constructions  and 
temptations  to  evil-mindedness.  So, 
among  several  teachers,  each  passes 
it  along  to  another.  Books  must 
not  be  too  explicit,  lest  they  pander 
to  pruriency.  The  unmarried  priest 
is  disqualified.  The  parent  and  the 
Christian  Association  can  do  much, 
but  not  the  post-graduate  part.  The 
mother,  though  she  warn  her  daugh- 
ter of  the  onset  of  menstruation  and 
the  hygiene  of  the  earlier  years,  can 
not  be  other  than  vague  before  the 
wedding,  without  implying,  "This 
your  father  and  I  experienced." 
With  relative,  or  friend,  or  teacher, 
the  conditions  are  also  too  close 
and  too  personal.  It  appears,  there- 
fore, that  in  certain  matters  the  only 
proper,  qualified,  and  impersonal  in- 
structor (or  director  of  instruction) 
is  the  physician,  and  he,  to  qualify 
entirely,  should  be  clean  of  mind 
and  happy  in  his  marriage. 

Naturally  and  simply,  and  in  a 
detached  and  generalized  way,  with 
a  set  speech  to  meet  the  common 
need,  the  doctor  can  save  his  people 
from  their  ignorance.    The  clean  ap- 
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proach  is  met  cleanly.  Indeed,  the 
main  surprise  will  be  the  straight- 
forward naturalness  with  which  the 
good  woman  will  accept  the  occa- 
sion, unabashed,  possessed  as  she  is 
by  the  great  primal  instincts  of  love 
and  maternity — informed  by  that 
''clean  elemental  consciousness,  that 
innocence  and  purity  that  invest  all 
processes  with  holiness  and  dignity." 
Directness  begets  directness,  and 
constraint,  constraint.  One  learns  a 
few  simple  formulas  to  use.  One 
also  grows  alert  to  apprehend  the 
infrequent  resentment  or  the  rarer 
impossibility  of  understanding.  Thus 
the  need  may  be  met.  Thus  we  take 
up  the  unpleasant  burden  of  our 
responsibility — unless,  it  may  be, 
we  step  aside  for  some  wise — and 
happily  married — woman  doctor. 

One  must  expect  to  encounter  the 
life-long  habit  of  reticence.  Good 
people  possess  no  language  or  ter- 
minology either  for  their  feelings  or 
their  anatomy.  They  beat  about  the 
bush.  They  hint  or  imply.  The 
words  may  mean  much  or  little,  and 
such  statements  are  liable  to  all 
kinds  of  misconstruction.  Even 
those  whose  minds  are  much  occu- 
pied with  wondering  or  wishing 
cannot  formulate  their  thoughts. 
Indeed  I  have  never  met  utter  men- 
tal honesty  on  sex  matters.  What 
I  know  is  pieced  together  from  in- 
numerable fragments.  What  I  have 
learned  to  dare  to  say  is  from  those 
who  have  come  back  to  urge  me  to 
tell  others  what  has  been  told  to 
them.  What  I  teach  is  based,  each 
clause  of  it,  on  the  wreck  of  some 
marriage  or  some  mind. 

On  these  matters  I  speak  strongly 
because  1  feel  strongly.  Our  high 
function  as  confessors  and  advisers 
of  the  saintly  half  of  the  race,  and 
the  imperative  need,  at  times,  of  one 
Step  within  the  Holy  of  Holies  is 
impossible  without  intimate  speech, 
gentle,  reverent,  direct.  Shall  we 
say  to  these  two,  for  instance,  that 
a  further  pregnancy  means  jeopardy 
to  life  or  certainty  of  invalidism, 
and  then,  if  they  are  normal  in  ar- 
dent feeling,  tell  them  nothing  more? 
Shall  they  grope  along  blindly  at 


the  risk  of  incessant  strain  on 
health  and  nerves  and  temper,  of 
local  disturbances,  or  even  of  pos- 
sibilities of  outside  temptation,  be- 
cause a  doctor  has  not  the  courage 
of  his  convictions?  The  man  who 
uses  whiskey  to  save  life  and  mor- 
phia to  check  pain — aware  of  the 
hazard  of  a  habit — is  he  to  balk  at 
imparting  his  knowledge  of  the 
means  of  preventing  conception  be- 
cause he  fears  that  it  furnishes  in- 
formation giving  safety  to  sexual 
immorality  or  immunity  to  the  self- 
ish? The  clergyman  unites  man 
and  wife.  It  is  for  us  to  help  to 
keep  them  united,  inasmuch  as  the 
very  perfection  of  union  cannot  ex- 
ist without  physical  harmony.  I 
will  yield  to  no  man  in  raising  to 
the  highest  plane  all  exaltation  of 
the  spiritual  and  intellectual  sides 
of  love  between  man  and  woman. 
But  neither  will  I  suppress  frank 
acknowledgment  of  my  belief  in  the 
utterly  vital  import  and  breadth  and 
depth  of  this  foundation  and  base 
of  all  that  noble  building.  Smirched 
and  vilified  and  damned  by  its 
abuses,  it  is  for  us  to  see  that  this 
holy  thing,  this  sacrament,  gets  no 
hurt  where  it  is  meet  and  right — 
that  it  becomes  no  matter  of  mere 
shamed  acquiescence,  but  stands  in 
its  place  as  the  wonder  and  the 
splendor  of  ultimate  intimacy. 

The  sexual  danger  zones  might  be 
listed  for  convenience  somewhat  as 
follows : 

1.  Infancy — vulvitis  and  subpre- 
putial  accumulations  and  the  neu- 
rotic states  that  favor  friction  ; 

2.  After  puberty — the..four  years 
prone  to  self-abuse  ; 

3.  Business  and  social  life ; 

4.  Engagement — liberties  and  long 
duration  ; 

5.  Marriage — the  beginnings,  and 
the  later  adjustments; 

6.  Regulation  of  pregnancy; 

7.  Widowhood  or  neglecl  : 

8.  The  period  of  late  sexual  ac- 
tivity. 

The  earlier  dangers,  and  the  great 
problems  of  venereal  disease  and 
prostitution,  have  long  been  the  sub- 
ject of  study.    The  others  have  had 
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less  frank  consideration.  In  my 
mind  the  conviction  grows  that  one 
of  the  imperative  duties  of  every 
practitioner  is  neglected  in  most  in- 
stances, namely : 

INSTRUCTION  BEFORE  MARRIAGE. 

The  Engagement  Period.  —  With 
the  freedom  accorded  to  young 
people  in  this  country,  an  engage- 
ment may,  at  times,  present  certain 
dangers.  The  family  doctor  who 
knows  his  people  well  may  draw  a 
mother's  attention  to  the  fact  that  a 
long  engagement  tells  on  a  girl's 
nervous  system.  It  is  a  period  of 
unrest  and  much  emotion.  It  may 
not  be  altogether  free  from  other 
than  emotional  tension.  Often  it  is 
the  very  good  girl  who  has  not  an 
idea  that  normally  a  physical  under- 
current belongs  with  the  spiritual 
exaltation,  or  that,  under  certain 
conditions,  there  develops  a  par- 
ticular nerve  tension,  concerning  the 
meaning  of  which  she  may  be  ut- 
terly ignorant.  On  the  other  hand, 
in  women  of  consciously  strong 
physical  feeling,  there  is  need  of 
especial  restraint  in  demonstration 
of  affection.  Reasonably  early  hours 
and  limitation  of  caress  is  expedient 
in  every  case.  Without  the  man 
necessarily  knowing  it,  active  sensa- 
tions have  been  sometimes  developed, 
and  a  habit  of  self-relief  has  started 
during  the  engagement.  As  an  ex- 
treme instance,  one  can  report  inabil- 
ity, after  marriage,  to  react  to  the 
normal  embrace,  because,  during  a 
prolonged  engagement,  eroticism  or 
orgasm  has  often  occurred,  and  this 
imperfect  method  of  relief  has  set- 
tled itself  into  a  habit,  and  thus  that 
particular  individual's  mental  attitude 
toward  the  sex  act  has  set  like  plaster. 

The  whole  matter  should  be  taken 
up  very  carefully  wherever  one  sus- 
pects danger.  I  know  few  thinner 
places  in  the  ice. 

Before  the  Wedding. — I  have  said 
that  every  clause  of  the  set  speech 
that  it  has  been  my  custom,  for  years, 
to  make  to  the  prospective  bride  and 
groom,  is  based  on  the  wreck  of  the 
happiness  of  some  marriage.    Here  is 


the  best  I  know  how  to  do  with  two 
people  of  average  intelligence  and 
morality. 

An  offer  is  tendered,  directly  or 
through  the  mother,  to  give  certain 
instructions  a  day  or  two  before  the 
wedding.  If  a  relative  or  friend 
known  to  be  judicious  and  well  in- 
formed offers  to  undertake  the  telling, 
such  a  substitute  is  welcomed.  One 
states  that  the  doctor,  or  some  wise 
woman  physician  (whom  one  names), 
can  best  render  this  most  important 
service.  The  offer  is  rarely  refused. 
Then  a  line  is  sent  to  the  fiance  asking 
him  to  call  at  the  office  on  an  evening 
shortly  before  the  wedding,  in  order 
that  he  may  be  separately  advised. 
This  is  a  formula  one  may  use  with 
the  woman. 

"We  physicians  are  privileged  to 
know,  as  no  one  else  can,  the  very  in- 
wardness of  the  very  great  happiness 
of  many  rightly  adjusted  marriages. 
And  sometimes  there  is  brought  to  us 
very  bitter  trouble  from  entirely  pre- 
ventable misunderstanding.  This  is 
often  from  lack  of  the  simplest  knowl- 
edge, or,  perhaps,  because  of  some 
erroneous  idea  that  has  gotten  fixed 
in  the  mind.  This  is  my  reason  for 
asking  you  to  come,  and  for  touching 
on  some  very  intimate  matters.  When 
I  have  finished,  will  you  let  me  know 
what  I  have  failed  to  make  clear? 
You  see  the  doctor  can  say  some  gen- 
eralized things  most  fittingly,  because 
from  him  they  are  impersonal,  based 
on  his  encountering  many  people's  er- 
rors or  ignorances.  But  you  will  be 
relieved  and  surprised  to  find,  as  soon 
as  you  are  married,  how  natural  it  will 
be  to  speak  openly  with  your  husband 
on  matters  of  which  you  have  never 
talked,  or  talked  only  with  difficulty, 
to  any  one." 

"We  must  start  with  a  clear  under- 
standing that  the  great  elementary 
physical  side  of  love,  so  far  from  hav- 
ing about  it  anything  animal  or  debas- 
ing or  self-indulgent,  is  when  used  as 
not  abusing  it,  utterly  right — a  fair 
and  noble  meeting,  a  sacrament,  the 
intended  foundation  of  the  spiritual 
unity.  This  ultimate  surrender  and 
intimacy  is  not  alone  necessary  for  the 
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perpetuation  of  the  race,  but  is  one 
of  the  exalted  expressions  of  love 
between  husband  and  wife.  So  much 
has  it  been  dragged  in  the  mire  by 
wicked  misuse  that  it  is  not  easy  for 
one  to  think  of  it  without  the  good 
being  shadowed  by  the  evil,  nor  for 
sweet-minded  people  to  talk  cleanly 
and  simply  without  false  shame  and 
hesitations  and  ambiguous  expres- 
sions. Do  I  make  this  clear?  It  is, 
all  of  it,  good  and  right." 

"One  of  the  errors  some  good  wo- 
men fall  into  is  to  think  that  the  grat- 
ification is  altogether,  or  largely,  on 
the  side  of  the  husband.  With  this 
caress  it  is  as  with  any  other  caress. 
To  be  right,  both  the  desire  and  the 
happiness  must  be  mutual.  Something 
is  lacking,  or  as  yet  undeveloped,  or 
not  exactly  adjusted,  if  it  is  otherwise. 
It  is  all  wrong  if  just  ''submitted  to,'' 
or  "a  duty."  At  first,  perhaps,  through 
nervousness  and  fear  and  tire  and 
sensitiveness,  or  from  sheer  lack  of 
knowing,  the  wife  may  be  indifferent. 
But  time  and  tenderness  brings  all 
properly.  This  may  not  be  for  days 
or  weeks,  or  even  for  months.  But 
harmony  must  come,  or  a  reason 
found.  Otherwise,  you  see,  a  con- 
stantly recurring  cause  of  friction  ex- 
ists. This  always  increases,  in  time, 
however  considerate  the  husband  is. 
and  we  have  seen  it  end  in  bitterness 
and  estrangement." 

"Now  at  the  beginning  there  need 
not  be  pain  or  bleeding  or  roughness. 
In  your  reading  (as  in  the  laws  of  the 
Jews)  you  have  happened  on  customs 
that  are  archaic  and  brutal.  Let  me 
tell  you  how  a  woman  is  made.  At 
the  lower  opening  of  the  passage  to 
the  womb,  the  vagina,  and  only  partly 
closing  or  screening  it,  is  a  structure 
like  a  silken  curtain,  lying  in  folds, 
and  elastic.  This  is  the  maidenhead 
or  hymen.  The  smallness  of  its  open- 
ing was,  in  olden  times,  wrongly  made 
a  test  of  virginity.  But  in  size  and 
elasticity  it  varies  so  much  that  this 
test  is  absurd.  The  membrane  may 
be  stretched  or  pushed  aside,  or  it  may 
gd  a  little  nick.  The  development  of 
a  man,  as  to  size,  astonishes  a  woman. 
But  do  not  forget  that  the  structures. 


male  and  female,  are  entirely  adapted 
to  each  other.  What  sensitiveness  or 
smallness  or  holding  shut  there  is  or 
may  be  at  first,  patience  and  desire 
and  the  use  of  vaseline  will  overcome. 
A  little  distress  or  a  trifling  flow  will 
be  no  harm.  But  if  obstruction  per- 
sists, an  examination  is  needed." 

To  a  lady  longing  for  children,  who 
is  to  be  trusted  with  the  information, 
one  speaks  further:  "You  are  just 
twenty.  I  know  how  eagerly  you  look 
forward  to  a  family.  But  I  have  been 
sorry  to  see  you  worn  out  with  those 
abominably  elaborate  wedding  prep- 
arations. Your  new  house  is  to  be 
fitted  out.  Wait  six  months  till  you 
are  strong  and  have  become  adjusted 
to  these  new  conditions  in  your  hus- 
band's family.  For  the  best  health  of 
the  mother  and  the  children,  arrivals 
should  not  be  haphazard.  Regulation 
of  pregnancy  is  right  and  wise.  Be- 
cause certain  preventive  methods  are 
used  for  vicious  license  is  no  reason 
why  they  are  not  right  to  safeguard 
health,  and  just  abstinence  is  not  good 
for  either  husband  or  wife." 

In  this  matter  of  regulation  there  are 
two  consistent  stands — and  two  only. 
Either  this  function  is  for  the  purpose 
of  beginning  the  life  of  the  child,  and 
for  nothing  else — then  the  husband's 
visit  will  occur  about  once  every  two 
years,  and  not  oftener ;  or  else  it  is 
one  of  the  spontaneous  expressions  of 
affection.  In  the  latter  case  the  rule 
will  be  followed  that  is- found  to  con- 
duce to  health  and  serenity  and  better 
understanding  with  each  particular 
couple — one  a  week  or  oftener.  Con- 
cerning frequency  of  intercourse  and 
methods  of  regulation  of  pregnancy, 
however,  it  is  rather  better  to  be  speci- 
fic with  the  man,  but  it  is  desirable  to 
find  out  whether  the  wife-to-be  has 
any  undue  dread  of  childbirth,  such 
a-  some  tale  of  h.>rmr  that  is  a  night- 
mare to  her.  and  remove  it. 

Thus  a  woman  Marts  with  a  Strong 
mental  suggestion  in  the  right  direc- 
tion, on  a  road  where  right  direction 
and  first  impressions  may  affect  an 
entire  lifetime. 

'fhe  misconceptions  to  be  met  with 
on  the  part  of  the  man,  even  the  best 
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educated,  are  mainly  two.  First,  he 
utterly  lacks  understanding  of  the 
possible  extent  of  the  ignorance  of 
his  new  partner  on  sexual  matters, 
and,  second,  he  has  the  fixed  delusion 
that  some  barrier  must  be  broken 
through  forcibly,  pain  and  bleeding 
being  necessary  and  regular.  He  must 
be  taught  the  woman's  point  of  view; 
her  difference  in  training,  wherein,  if 
of  cultured  people,  there  may  never 
have  been  mention  of  the  most  ele- 
mental matters.  She  may  be  full  of 
vague  terrors,  and  so  ignorant  of  her 
own  anatomy  and  his  that  his  size  will 
greatly  shock  her.  Perhaps  her  moth- 
er has  said  only  enough  to  alarm  her, 
in  a  tone  of  anxious  apprehension, 
such  as,  "Remember  to  submit  to 
whatever  comes,"  or,  as  happened  in 


a  different  class  of  society,  one  of  my 
patients  has  never  gotten  over  the 
initial  mental  attitude  toward  a  rite 
about  which  a  friend  jeered,  "Oh. 
you're  going  to  be  murdered  to-night, 
all  right!" 

Thus  we  try  to  make  plain  to  the 
man  that  first  impressions  and  the 
mental  attitude  toward  the  early  ap- 
proaches will,  possibly,  make  or  mar 
this  relation  for  the  rest  of  married 
life.  We  warn  him  to  forestall  ap- 
prehension. For  instance,  her  first 
dread  will  be  undressing.  Let  him 
suddenly  recall  an  important  note  un- 
written, which  will  take  him  off  to 
the  writing  room  "just  fifteen  min- 
utes." Let  him  be  wary  of  exposures, 
and  gentleness  itself. 

(To  be  continued.) 


THE  SOURCES  OF  THE  CONTAMINATION  OF  THE  AIR 

IN  NEW  YORK  CITY.* 

By  D.  D.  JACKSON,  B.S. 


MUCH  interest  in  the  subject  of 
the  contamination  of  city  air 
has  been  aroused  in  recent 
years,  and  some  progress  has  been 
made  toward  improvement.  While  re- 
lief from  existing  conditions  is,  of  ne- 
cessity, gradual,  a  continued  agita- 
tion of  the  subject  tends  to  increase 
the  rate  of  progress  and  to  prevent 
the  establishment  of  new  sources  of 
contamination  or  an  increase  in  those 
which  already  exist. 

A  consideration  of  this  subject  in- 
volves : 

First — The  question  of  excessive 
dust  and  the  contamination  of  floating 
particles  by  bacteria. 

Second — The  nuisance  from  large 
volumes  of  smoke,  cinder,  and  from 
offensive  trades. 

Third — The  deposits  of  filth  and 
disease-laden  material  which  may  be 


*Read  before  the  Medical  Society  of  the  County 
of  Kings,  September  17,  1907. 


transmitted  through  the  air  by  means 
of  insects. 

THE    DANGERS    OF    EXCESSIVE  OR 
CONTAMINATED  DUST. 

It  is  undoubtedly  a  fact  that  dust, 
which  does  not  contain  the  germs  of 
disease,  may  be  of  such  a  nature  or 
so  large  in  amount  as  to  produce  ex- 
cessive irritation  of  the  membranes  of 
the  eyes,  nose,  throat,  Eustachian 
tubes,  bronchial  tubes  and  lungs.  Even 
if  specific  germs  are  absent,  the  ground 
is  now  thoroughly  plowed  and  ready 
for  such  germs  to  propagate.  If  the 
dust  be,  at  the  same  time,  contami- 
nated, any  one  of  the  following  dis- 
eases may  be  the  result:  Conjunctivi- 
tis, catarrh,  middle-ear  disease  (from 
irritation  of  the  Eustachian  tubes), 
tonsilitis,  quinsy,  laryngitis,  bronchi- 
tis, pneumonia,  influenza.  Other  dis- 
eases and  inflamed  conditions  than 
those  enumerated  may,  in  some  in- 
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stances,  be  transmitted  by  flying  dust 
particles. 

This  indictment  against  street  dirt 
and  filth  is  a  strong  one,  but  we  know 
that  after  gusty  winds  there  are 
usually  epidemics  of  acute  colds  and 
catarrh,  and  that  included  in  those  af- 
fected are  many  who  were  apparently 
in  previous  good  health.  From  these 
preliminary  conditions  it  is  only  a 
step  to  chronic  catarrhal  and  acute 
inhalation  diseases. 

It  is  true  that  the  contraction  of 
disease  must  usually  be  accompanied 
by  a  generally  run-down  physical  con- 
dition ;  if  this  were  not  the  case,  and 
powers  of  resistance  had  not  been 
provided,  the  city  would  rapidly  be- 
come depopulated.  While  there  are 
other  means  of  transmission  of  these 
diseases  than  through  the  dust  of  the 
air,  it  is  significant  that  most  of  the 
sickness  and  death  due  to  throat  and 
lung  troubles  occurs  during  the 
months  of  the  year  when  the  most 
dust  is  being  blown  about  by  the  wind. 
In  round  numbers  the  yearly  deaths 
in  New  York  City  from  the  four  prin- 
cipal diseases  in  this  list  are  as  fol- 
lows : 

YEARLY  DEATHS. 

Influenza   500 

Bronchitis   2,000 

Tuberculosis  8,500 

Pneumonia  10,000 

In  recent  years  New  York  City  has 
had  more  deaths  from  lobar-  and 
broncho-pneumonia  than  from  any 
other  source,  not  even  excepting  the 
great  white  plague,  and,  as  in  the  case 
of  the  other  inhalation  diseases,  most 
of  the  deaths  occur  between  December 
and  April.  A  reduction  in  the  quantity 
or  in  the  virulence  of  the  dust  of  our 
city  streets  will,  undoubtedly,  decid- 
edly reduce  the  enormous  death  rate 
from  this  source. 

THE  CONSTITUENTS  OF  STREET 
DUST. 

A  microscopical  examination  of  the 
constituents  of  street  dust  will  usually 
reveal  a  mixture  of  the  following  sub- 
stances : 

a.  Stone-dust,  plaster,  iron-rust  and 
cement  from  building  operations. 


b.  Dirt  from  excavations  or  from 
loosely  constructed  carts. 

c.  Ashes,  house  -  sweepings  and 
dried  garbage  blown  from  barrels 
and  cans. 

d.  Chimney-soot  and  cinder  from 
industrial  plants. 

e.  Excrement  of  horses,  dogs  and 
other  animals. 

/.  Dried  sputum  of  individuals  pos- 
sibly having  tuberculosis,  bronchitis, 
naso-pharyngeal  catarrh  or  the  first 
stages  of  pneumonia. 

If  this  latter  material  is  protected 
by  other  accumulations  or  does  not 
happen  to  be  exposed  to  direct  sun-' 
light  for  some  time,  the  germs  which 
it  contains  are  not  destroyed  and  the 
disease  may  be  contracted  by  inhala- 
tion. Cloudy  and  windy  days,  such  as 
are  frequent  in  December  and  March, 
are  most  productive  of  inhalation  dis- 
eases, a  fact  which  has  also  been  noted 
with  the  lower  animals,  as  well  as 
with  man.  The  composition  of  street 
dust  and  that  of  the  air  in  our  houses 
does  not  materially  differ.  It  is  large- 
ly a  question  of  amount.  When  the 
wind  is  blowing  eighteen  miles  per 
hour  there  are  five  times  as  many 
bacteria  in  the  air  as  when  it  is  blow- 
ing nine  miles  per  hour,  and  it  has 
been  noted  that  on  a  windy  day  in  the 
city  thousands  of  bacteria  settle  on 
each  square  foot  of  sidewalk  per  min- 
ute ;  they  may  also  settle  on  raw  foods 
exposed  for  sale. 

The  average  New  York  City  dust 
contains  about  500,000  bacteria  per 
gram,  but  the  number  varies  enor- 
mously in  different  portions  of  the 
city.  The  average  person  inhales  about 
nine  cubic  meters  of  air  in  twenty- 
four  hours.  The  dust  of  the  city  air 
has  been  computed  by  Dr.  Soper  to 
weigh  1.83  mg.  per  cubic  meter  of  air. 
Under  average  conditions  in  the 
streets  16.5  mg.  of  dust  will  be  in- 
haled by  a  single  individual  in  a  day, 
and  along  with  this  lie  will  have  in- 
haled 8.250  bacteria:  if  unsanitary 
conditions  prevail,  many  of  these  bac- 
teria will  be  germs  of  disease. 

Under  the  circumstances  we  should 
all  take  a  personal  interest  in  the  work 
of  the  Street  Cleaning  Department 
and   insist  that   the  streets  are  first 


CONTAMINATION  OF  THE  AIR. 


7 


sprinkled  and  then  thoroughly  swept; 
that  the  material  is  immediately  re- 
moved and  the  streets  then  flushed 
with  water  if  necessary;  also  that 
proper  appropriations  are  provided  to 
do  this  very  necessary  work  in  a 
thorough  manner.  From  a  purely 
financial  point  of  view,  considering 
the  actual  value  of  each  individual, 
the  city  could  not  spend  money  to  bet- 
ter advantage. 

THE  SMOKE  NUISANCE. 

The  large  volumes  of  smoke  and 
cinder  which  occur  in  certain  portions 
of  our  city  cannot  be  considered  a 
menace  to  health,  except  in  an  indirect 
manner ;  like  other  forms  of  dust,  they 
may  serve  as  a  mechanical  irritant.  In- 
haled, smoke  acts  injuriously  upon  the 
sensitive  mucous  membranes  of  the 
respiratory  passages,  and  in  this  way 
renders  them  liable  to  serious  infec- 
tion. 

Section  181  of  the  Sanitary  Code  states 
that :  "No  person  shall  cause,  suffer  or 
allow  dense  smoke  to  be  discharged  from 
any  building,  vessel,  stationary  or  locomo- 
tive engine,  place  or  premises  within  the 
City  of  New  York,  or  upon  the  waters 
adjacent  thereto,  within  the  jurisdiction  of 
said  City.  All  persons  participating  in 
any  violation  of  this  provision,  either  as 
proprietors,  owners,  tenants,  managers, 
superintendents,  captains,  engineers,  fire- 
men or  otherwise,  shall  be  severally  liable 
therefor." 

The  experience  in  Cleveland,  the 
smokiest  city  of  the  Middle  West,  has 
been  that  the  mechanical  stoker  causes 
a  permanent  condition  of  incandes- 
cense  and  prevents  cooling  and  clog- 
ging of  the  fires  when  fresh  coal  is 
added,  thereby  maintaining  greater 
economy  and  proper  combustion.  An- 
other device  in  common  use  in  that 
city  is  the  down-draft  furnace  having 
two  grates.  When  the  fresh  coal  is 
fed  to  the  upper  grate,  the  air  draft 
is  down  through  the  fire  upon  this 
grate ;  all  the  volatile  products  mixed 
with  the  air  are  then  obliged  to  pass 
on  their  way  to  the  chimney  through 
an  intensely  hot  fire  in  the  lower 
grate  and  are,  therefore,  completely 
burned.  Fire-brick  arches  and 
checker-work  maintained  at  a  white 
heat  are  also  used.    Where  ordinarv 


flat  grates  are  in  use  additional  air  in 
the  proper  amount  is  supplied  by 
blowers  above  the  grate  just  after  fir- 
ing; this  excess  air  is  afterwards 
automatically  shut  off.  Other  means 
of  smoke  prevention  have  been  suc- 
cessfully employed  to  fit  the  various 
cases  at  hand.  The  fact  that  a  change 
from  improper  to  proper  combustion 
means  a  saving  of  from  10  to  25  per 
cent,  in  fuel  will  help  to  expedite  many 
necessary  improvements. 

INFECTION  FROM  FLIES. 

We  are  spending  considerable  time 
and  money  in  a  war  on  mosquitoes. 
The  cases  of  malaria  reported  in 
Greater  New  York  in  1905  were  but 
359,  and  the  deaths  only  52. 

Much  more  to  be  feared  is  the  com- 
mon house-fly.  This  so-called  harm- 
less insect  is  one  of  the  chief  sources 
of  infection  which,  in  New  York  City, 
causes  annually  about  650  deaths  from 
typhoid  fever  and  about  7,000  deaths 
from  diarrhoea.  We  are  in  the  habit 
of  considering  the  fall  rise  in  typhoid 
deaths  as  an  established  institution; 
this  fall  rise,  if  set  back  two  months 
from  the  report  of  deaths  to  the  time 
of  the  contraction  of  the  disease,  will 
exactly  correspond  to  the  curve  of 
prevalence  of  flies  and  to  the  curve  of 
rise  in  deaths  from  diarrhoeal  diseases 
of  both  children  and  adults.  It  also 
corresponds  to  the  temperature  curve ; 
we  are,  therefore,  erroneously  inclined 
to  view  the  disease  as  due  to  the  hot 
weather.  While  climatic  conditions, 
by  reducing  the  vitality,  favor  the  con- 
traction of  the  disease,  they  are  not 
usually  the  real  cause  of  it;  tempera- 
ture does  not  produce  the  specific 
germ  which  invariably  accompanies 
the  disease.  The  activity  of  the 
house-fly  is  in  proportion  to  the  tem- 
perature, and  the  times  at  which  it  is 
most  active  and  most  numerous  corre- 
sponds exactly  with  the  time  of  con- 
traction of  diarrhoea  and  of  typhoid 
fever. 

A  large  amount  of  work  on  this 
subject  has  been  carried  on  by  the 
Pollution  Committee  of  the  Mer- 
chants' Association,  of  which  Mr.  Ed- 
ward Hatch,  Jr.,  is  chairman,  and 
their  report,  while  not  yet  complete, 
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will  give  facts  regarding  the  sanitary 
condition  of  our  water-front  and  the 
direct  transmission  of  diseases  by  flies, 
which,  it  is  to  be  hoped,  will  result  in 
radical  improvements. 

In  order  to  demonstrate  the  time 
and  extent  of  the  prevalence  of  flies 
in  New  York  City,  wire  cages  con- 
taining molasses  mixed  with  a  few 
drops  of  valerian  were  placed  in  var- 
ious parts  of  the  city  and  daily  counts 
of  the  number  of  flies  were  made.  The 
figures  were  collected  into  counts  by 
weeks  in  order  to  eliminate  variations 
due  to  rain  and  wind  and  to  make  them 
correspond  with  the  weekly  returns  on 
typhoid  fever  and  other  intestinal  dis- 
eases. 

Diagram  Xo.  I  gives  the  results  of 
representative  counts  made  in  this  way 
and  shows  the  highest  points  of  prev- 
alence of  flies  in  1907  lie  within  the 
two  weeks  of  July  and  August.  The 
diagram  also  shows  that  the  time  of 
extensive  prevalence  is  all  within  com- 
paratively few  weeks. 

Diagram  Xo.  2  gives  the  represen- 
tative fly  curve  for  Xew  York  City 
and  shows  that  it  corresponds  with  the 
temperature ;  with  the  deaths  from 
intestinal  diseases  both  in  Manhattan 
and  in  Brooklyn  ;  with  the  adult  deaths 
from  this  source  as  well  as  with  the 
children  and  also  with  the  time  of 
contraction  of  typhoid  fever  in  the 
greater  city.  The  latter  curve  shows 
the  number  of  deaths  from  typhoid 
fever  set  back  two  months  to  corre- 
spond with  the  time  when  the  infec- 
tion took  place. 

The  diagram  shows  that  a  large 
proportion  of  the  typhoid  fever  in 
the  city  as  well  as  practically  all  of 
the  intestinal  diseases  are  contracted 
during  the  time  of  the  greatest  prev- 
alence of  flies.  A  five-year  diagram 
has  also  been  prepared  which  shows 
that  year  after  year  the  time  of  infec- 
tion from  these  diseases  has  been  the 
same. 

Both  in  this  country  and  abroad, 
the  prevalence  of  infantile  diarrhoea  is 
noted  during  the  period  of  hot 
weather.  Epidemic  dysentery,  spora- 
dic dysentery  and  diarrhoeas  of  all 
kinds,  except  those  induced  by  111c- 
chanical  causes,  are  due  to  the  pres- 


ence of  a  specific  germ.  The  immu- 
nity from  diarrhoea  of  breast-fed 
babies  and  the  frequency  of  its  oc- 
currence among  artificially-fed  babies 
point  strongly  to  the  food  and  drink 
as  media  of  transmission.  Much  of 
the  actual  infection  is  undoubtedly 
due  to  flies. 

Several  epidemics  of  dysentery  of 
a  malignant  type  have  been  known  to 
radiate  from  a  single  point  and  to  en- 
tirely disappear  when  proper  disinfec- 
tion of  closets  was  enforced.  Ordi- 
narily, flies  travel  only  a  few  rods 
from  their  breeding  places,  but  when 
the  days  are  warm  and  sultry,  the  flies 
are  stimulated  to  extra  exertion ;  they 
extend  their  travels  in  the  day-time 
and  flock  in-doors  at  night.  They  are 
attracted  equally  by  food  and  filth,  and 
this  commingling  of  tastes  makes 
their  ominous  buzzing  in  the  pantry 
much  more  to  be  dreaded  than  the 
high-keyed  note  of  the  mosquito  in 
the  sleeping-room  above.  This  sum- 
mer I  captured  a  fly  on  South 
Street  which,  upon  examination,  was 
found  to  be  carrying  in  his  mouth 
and  on  his  legs  one  hundred  thou- 
sand fecal  bacteria !  He  had  been 
behind  the  large  packing  boxes  down 
by  the  wharf  and  was  on  his  way  to 
the  nearest  milk  pitcher!  There  is 
crying  need  for  better  sanitation  on 
our  dairy  farms — there  is  also  the 
same  need  for  it  right  in  our  own  city. 
Our  entire  water-front  is  without  de- 
cent sanitary  toilets,  and  most  of  the 
wharves  are  without  any  at  all. 

In  conclusion  I  would  like  to  state 
that  it  is  not  to  be  expected  that  the 
city's  air  shall  be  entirely  freed  from 
dust.  It  is  to  be  expected  that  it  shall 
not  contain  an  abnormal  amount  of 
dust,  and  that  this  dust  shall  not  be 
laden  with  the  germs  of  disease. 

It  is  not  to  be  expected  that  small 
amounts  of  smoke  and  offensive  or 
noxious  gases  shall  not  enter  the  at- 
mosphere. It  is  to  be  expected  that 
no  industrial  institution,  factory  or 
dwelling  shall  be  allowed  to  produce 
amounts  of  either  of  these  in  quanti- 
ties sufficient  to  vitiate  the  surround- 
ing air,  to  become  a  nuisance,  or  a 
menace  to  health. 

It  is  not  to  be  expected  that  the 
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flagrant  unsanitary  conditions  which  direction  shall  be  at  once  started,  and 

exist  in  many  portions  of  our  city,  es-  that  the  extensive  and  foul  breeding 

pecially  along  our  water-front,  will  all  places  of  that  very  dangerous  insect, 

be  immediately  abolished.    It  is  ex-  the  house-fly,  will,  in  due  time,  be 

pected  that  a  strong  movement  in  this  abolished. 


CHOLECYSTITIS  IN  TYPHOID  FEVER. 

By  MATHIAS  FIGUEIRA,  M.D., 

BOROUGH  OF  BROOKLYN. 


A MAX  40  years  old  had  recov- 
ered from  typhoid  fever ;  that 
is,  his  temperature  was  normal 
and  he  was  able  to  go  about.  Ten 
days  after  his  recovery  he  was  taken 
with  an  attack  of  indigestion  from 
improper  food.  The  next  day  he  suf- 
fered with  a  severe  pain  in  the  epi- 
gastric region,  extending  to  the  right 
and  up  toward  his  shoulder ;  was 
chilly  and  his  temperature  was  102 ; 
towards  night  he  commenced  to  vom- 
it, his  temperature  rose  to  104,  the 
pain  was  more  severe  and  the  vomit- 
ing constant ;  he  also  perspired  some. 
He  became  so  sick  that  a  consul- 
tation was  called  that  night,  the 
diagnosis  of  cholecystitis  made  and 
medical  treatment  advised.  The  next 
day  symptoms  became  worse,  and  the 
advice  of  a  surgeon  was  considered 
necessary,  and  I  was  called  in  consul- 
tation ;  I  saw  the  patient  about  nine 
o'clock  that  morning ;  I  was  informed 
that  he  had  had  a  severe  chill  a  few 
hours  before. 

I  found  a  man  fairly  well  nour- 
ished for  one  just  recovering  from 
typhoid  fever ;  he  was  drowsy,  with 
occasional  delirium  when  spoken  to ; 
was  moderately  jaundiced,  and  his 
skin  was  moist  with  perspiration. 
Tongue  was  heavily  coated,  respira- 
tions were  increased,  pulse  120,  tem- 
perature 104^°.  The  heart  and 
lungs  were  normal ;  the  liver  was  en- 
larged, the  border  being  felt  below 
the  margin  of  the  ribs ;  it  was  very 
tender,  especially  over  the  region  of 
the  gall  bladder. 

The  gall  bladder  could  be  felt  as 
an  indistinct  tumor,  the  tenderness  of 


the  parts  prevented  deep  pressure. 
His  abdomen  was  distended  and  tym- 
panitic ;  urine  was  dark  with  bile, 
and  bowels  constipated.  A  blood 
count  made  that  morning  showing  a 
leucocytosis  of  15,000. 

The  diagnosis  of  acute  cholecystitis 
was  made  and  an  immediate  opera- 
tion advised.  This  was  done  in  a  few 
hours  in  the  usual  manner,  and  the 
patient  made  an  uninterrupted  recov- 
ery. From  the  moment  the  gall  blad- 
der was  opened  and  drained,  all  the 
symptoms  abated  and  recovery  com- 
menced. This,  then,  is  a  fairly  good 
example  of  acute  cholecystitis,  with 
systemic  infection  following  typhoid 
fever. 

Of  all  the  various  fevers,  typhoid 
fever  is  certainly  the  one  in  which 
this  complication  occurs  with  any  de- 
gree of  frequency.  In  a  series  of 
cases  published  recently,  the  percent- 
age of  this  complication  was  2  per 
cent.,  and  this  is  accounted  for  by 
the  frequency  with  which  the  bacillus 
of  typhoid  is  found  in  the  gall  blad- 
der. In  almost  every  case  of  typhoid 
it  is  present  in  the  gall  bladder  in 
large  numbers,  not  only  during  the 
disease,  but  for  a  long  time  after  re- 
covery, when  it  has  disappeared  from 
every  other  organ  of  the  body.  It  has 
been  found  in  the  gall  bladder  of  pa- 
tients that  have  recovered  from  ty- 
phoid months  and  years  afterward, 
eighteen  years  being  the  longest  time 
in  a  case  recently  mentioned  in  Osier's 
Encyclopaedia.  Xot  only  is  this  the 
case,  but  the  bacillus  has  been  found 
in  the  gall  bladder  of  patients  that 
never  had  typhoid  fever.  Of  course, 
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the  long  time  the  bacillus  may  remain 
latent  in  the  gall  bladder  after  an  at- 
tack, may  explain  some  of  these  cases, 
when  the  disease  was  very  mild  or 
the  attack  was  forgotten,  yet  McCrae 
positively  states  that  the  bacillus  is 
present  in  cases  that  never  had  the 
disease. 

The  presence  of  the  bacillus  in  the 
gall  bladder  can  be  accounted  for  in 
two  ways :  It  may  enter  the  billiary 
passages  from  the  intestines,  and  so 
reach  the  gall  bladder.  Murphy,  in 
the  "Twentieth  Century  Practice," 
strongly  indorses  this  view.  On  the 
other  hand,  McCrae,  in  a  recent  pub- 
lication, considers  that  it  is  most 
probable  that  the  bacilli  reach  the 
gall  bladder  by  way  of  the  blood. 
Amongst  the  various  functions  the 
liver  performs,  there  is  a  most  im- 
portant one  that  Semmola  describes 
as  the  protective  function  of  the  liver. 
It  eliminates  from  the  blood  not  only 
substances,  such  as  alcohol  and  ser- 
pent venom,  but  toxins  and  the  dead 
and  living  bacteria  themselves.  In 
such  a  way  do  the  bacteria  reach  the 
gall  bladder,  and  in  such  a  way  do 
catarrhal  and  inflammatory  disturb- 
ances arise  in  the  liver,  of  which  I 
will  have  occasion  to  speak  later. 

Why  cholecystitis  only  takes  place 
in  2  per  cent,  of  typhoid  fever  pa- 
tients, when  the  bacillus  is  present  in 
the  gall  bladder  of  almost  every  case, 
is  not  easy  to  explain. 

In  a  number  of  cases  the  presence 
of  gall  stones  accounts  for  the  dis- 
ease. The  bacillus  causes  thickening 
of  the  bile  and  interferes  with  its  flow 
by  causing  catarrhal  changes,  and  un- 
der such  conditions  the  formation  of 
gall  stones  is  very  rapid.  This  only 
accounts  for  a  small  percentage  of 
cases,  however.  In  115  autopsies, 
made  in  cases  of  cholecystitis  compli- 
cating typhoid.  Camac  found  less 
than  4  per  cent,  caused  by  gall  stones. 
In  a  great  number  of  cases  the  pres- 
ence of  the  bacillus  is  the  only  cause 
to  be  assigned. 

The  time  at  which  this  complica- 
tion takes  place  in  the  course  of  ty- 
phoid is  very  variable.  In  the  Camac 
series  the  earliest  case  was  on  the 
eighth  day  of  the  fever,  and  the  lat- 


est on  the  fiftieth  day ;  the  third  week 
presents  the  largest  number  of  cases. 
Some  of  the  late  cases,  as  the  one 
here  reported,  are  sequelae,  rather 
than  complications. 

The  extent  of  the  process  may  be 
very  variable.  Some  cases  are  so 
mild  as  hardly  to  be  noticed,  while 
others  jeopardize  life  in  a  short  time. 
Between  these  extremes  there  is 
great  variation,  and  the  symptoms  by 
which  these  different  forms  manifest 
themselves  to  the  physician  are  some- 
times very  obscure  and  puzzling. 

In  well-marked  cases  the  symp- 
toms are  distinct  and  well  defined. 
The  chill,  the  fever,  the  vomiting,  the 
tenderness  over  the  gall  bladder,  in 
the  course  of  typhoid  fever,  all  point 
to  the  nature  of  the  complication. 
There  are,  however,  many  things  to 
be  remembered,  many  doubts  to  be 
settled,  many  other  complications  to 
be  considered  before  a  positive  con- 
clusion can  be  reached.  In  cases  tak- 
ing place  in  the  second  or  third  wreek 
of  a  severe  case  of  typhoid  fever,  one 
is  very  gravely  handicapped,  indeed, 
in  making  a  diagnosis.  The  patient 
is  dull ;  sometimes  comatose ;  the  belly 
is  distended  and  tender,  and  no  satis- 
factory examination  of  the  liver  can 
be  made.  Variations  in  pulse  and 
temperature  and  blood  count  may 
arise  from  other  complications;  jaun- 
dice, of  course,  points  to  the  liver, 
but  is  a  symptom  of  various  other 
diseases.  When  once  the  trouble  has 
been  located  in  the  liver,  then  one 
must  consider  the  various  conditions 
that  may  be  present.  Abscess  of  the 
liver,  though  rare,  does  sometimes 
complicate  typhoid  fever,  and  in  the 
more  or  less  acute  forms  resembles 
cholecystitis.  The  more  marked  en- 
largement, the  longer  duration  and 
the  less  acute  symptoms  may  help  in 
the  diagnosis.  Repeated  blood  counts 
arc  said  to  help  in  the  differential  di- 
agnosis. Jaundice,  of  course,  at  once 
directs  attention  to  the  liver  and, 
when  coupled  with  other  symptoms, 
is  a  great  help  in  diagnosis.  This 
symptom  was  present  in  six  of  the 
nineteen  cases  reported  bv  McCrae. 

But  jaundice  is  seen  in  the  course 
of   typhoid    fever   in   various  condi- 
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tions.  In  septic  cases,  according  to 
Charcot  and  Leggs,  as  the  result  of 
the  elimination  by  the  liver  of  poison- 
ous substances  from  the  blood,  the 
secretion  of  bile  is  not  only  increased, 
but  the  bile  becomes  richer  in  pig- 
ment, and  its  thickness  and  viscidity 
increased,  leading  in  this  way  to  sta- 
sis in  the  small  bile  passage  and  jaun- 
dice from  obstruction.  Then,  again, 
there  are  cases  of  typhoid  fever  char- 
acterized by  jaundice  at  the  first  out- 
set of  the  disease,  occurring  more  or 
less  in  an  epidemic  form.  Ogilvie 
and  Weils  have  reported  a  number  of 
such  cases.  Rarely  acute  yellow  atro- 
phy of  the  liver,  with  the  local  and 
nervous   symptoms   characteristic  of 


the  disease,  is  seen  in  typhoid  fever, 
as  stated  by  McCrae. 

Once  the  diagnosis  is  established, 
the  treatment  is  to  be  in  accordance 
with  the  severity  of  the  case.  In  mild 
or  moderately  severe  cases,  proper 
medical  and  hygienic  treatment  may 
be  sufficient,  but  in  severe  cases,  with 
marked  inflammatory  symptoms,  and, 
above  all,  if  any  septic  tendency  is 
noticed,  immediate  operation  is  im- 
perative. 

Hesitation  and  delay  only  lead  to 
disaster.  Perforation,  septic  peritoni- 
tis, gangrene  of  gall  bladder,  abscess 
of  the  liver  are  some  of  the  results 
to  be  expected  from  procrastination. 
Here,  verily,  "he  who  hesitates  is 
lost." 
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SUDDEN  death  is  a  term  which 
does  not  convey  the  same  mean- 
ing to  all  people.  From  a  purely 
technical  standpoint,  sudden  death 
means  a  very  different  thing  from 
any  death  which  takes  place  suddenly. 
The  term  sudden  death,  for  this  rea- 
son, is  really  not  a  good  one,  for  it 
does  not  convey  to  the  mind  what  it 
should.  To  the  term  sudden  should 
be  added  the  word  unforseen,  so  that 
to  properly  designate  such  a  death, 
we  would  say  a  sudden  unforseen 
death.  Death  not  infrequently  comes 
very  suddenly,  in  fact,  it  is  a  very 
common  mode  of  dying.  This  is,  of 
course,  not  really  sudden  death,  but 
death  under  ordinary  circumstances. 
For  example,  there  is  a  very  decided 
difference  between  death  occurring 
in  an  obviously  ill  person,  suffering, 
we  may  say,  from  pulmonary  tuber- 
culosis, whose  death,  though  ex- 
pected at  almost  any  time,  comes 
very  suddenly,  and  the  death  of  a 
person  who  is  supposed  to  have  been 
in  perfect  health  when  so  stricken. 


The  post-mortem  examination  of  the 
cases  of  the  latter  class  often  reveal 
lesions  that  one  wonders  how  per- 
sons in  such  a  state  of  health  could 
have  lived  as  long  as  they  did. 
Many  such  persons  had  never  been 
really  ill  in  their  lives. 

Sudden  death,  then,  may  be  defined, 
according  to  Brouardel  of  the  Paris 
morgue,  as  "The  rapid  and  unforseen 
termination  of  an  acute  or  chronic 
disease  which  has  in  most  cases  de- 
veloped in  a  latent  manner."  In  mak- 
ing this  definition,  all  reference  to 
death  by  violence  and  chemical  poison 
is  excluded.  It  is  held,  that  with  the 
exception  of  sudden  death  from  vio- 
lence and  by  poison,  and  with  some 
few  other  exceptions,  which  will  be 
noted  later,  death,  sudden  or  other- 
wise, is  due  to  lesions  which  may  or 
may  not  be  recognized  at  the  post- 
mortem table. 

The  great  majority  of  cases  of  sud- 
den death  come  under  the  observation 
of  those  connected  with  Hospitals,  or 
those  occupying  positions  in  the  mu- 
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nicipal  service  as  Coroner's  physi- 
cians. It  is  a  matter  for  universal 
regret  on  the  part  of  the  medical  pro- 
fession that  so  few  autopsies  are  ob- 
tainable in  these  days,  both  in  private 
practice  and  in  hospitals.  The  pro- 
fession is  thus  deprived  of  one  of 
the  most  important,  if  indeed  not  the 
most  important  factor  in  its  educa- 
tion. I  regard  gross  pathology  as  the 
foundation  of  all  medicine  and  sur- 
gery, and  of  the  various  experiences 
I  have  had  in  the  past  twenty  years, 
I  consider  the  continuous  service  of 
fifteen  years  as  a  post-mortem  exam- 
iner, far  and  away  the  most  valuable 
of  all  the  other  factors  combined. 
This  experience  cannot  be  gotten 
secondhand.  It  cannot  be  read  out 
of  books.  It  has  to  be  seen  with  the 
eyes,  and  felt  with  the  hands,  and, 
as  some  would  doubtless  say,  also 
smelled  with  the  nose. 

The  autopsy,  however,  is  not  the 
final  court,  in  all  cases.  Xot  by  any 
means,  it  is  stated  upon  the  very 
best  authority  that  from  8  to  10  per 
cent,  of  all  deaths  cannot  be  explained 
by  autopsy  alone.  "There  are  many 
deaths  for  which  the  skilled  post- 
mortem examiner  can  find  no  cause, 
and  he  freely  admits  it.  Sudden 
death  in  many  cases  cannot  be  ac- 
counted for  at  the  autopsy  table,  and 
even  the  Courts  do  not  demand  that 
you  shall  find  the  cause  of  such  a 
death.  The  Courts  do  demand,  how- 
ever, that  you  shall  find  if  the  death 
has  been  caused  by  violence  or  by 
chemical  poison.  This  is  usually  not 
difficult,  although  many  cases  have 
been  reported  where  it  was  next  to 
impossible." 

Man\-  post-mortem  examinations 
are  most  superficial  and  absolutely  of 
no  scientific  value.  If  the  cause  of 
death  be  apparent  at  once  upon  ex- 
amining the  body,  the  procedure  is 
simple,  but  where  the  explanation  for 
the  death  is  less  readily  found,  one 
must  look  for  a  so-called  fatal  lesion. 
This  may  require  not  only  careful 
gross  examination,  but  exhaustive 
microscopic  tests  and  often  the  ex- 
amination of  serial  sections. 

Tt  is  often  startling  to  observe  the 


ease  with  which  the  novice  finds  the 
cause  of  death,  often,  very  often,  mis- 
taking organic  changes  consequent 
upon  age  for  lesions  sufficient  in 
themselves  to  have  caused  the  death 
of  the  patient.  In  the  making  of  a 
post-mortem  examination,  as  in  all 
other  lines  of  practical  medicine, 
truth  is  the  only  standard.  Bluff  does 
not  go,  although  many  times  at- 
tempted. No  man  should  ever  be 
ashamed  to  say  he  does  not  know.  It 
is  better  to  take  no  position  than  to 
take  a  false  one. 

Sudden  death  is  not  only  of  inter- 
est to  the  Hospital  man  and  the  man 
in  official  life,  but  is  of  equal,  if  not 
indeed  greater  importance  to  the  gen- 
eral man  in  practice.  Accidents  of 
this  kind  are  liable  to  happen  to  any 
one  of  us  at  any  time,  and  not  infre- 
quently the  circumstances  are  most 
distressing.  The  general  practitioner 
has  to  stand  up  at  such  times  and 
bear  what  is  sent  to  him  with  all  the 
fortitude  that  he  possesses.  The 
Hospital  man  may  have  the  institu- 
tion back  of  him  to  take  up  some  of 
the  criticism  and  censure  that  may 
follow.  The  physician  in  private  may 
have  to  bear  a  wrong  that  he  cannot 
live  down.  I  know  that  some  of  you 
think  this  rather  an  extravagant  state- 
ment to  make,  mainly  because  you 
have  practised  for  twenty  years  or 
more  and  have  chanced  to  escape  such 
an  experience.  I  have  been  in  prac- 
tice myself  over  twenty  years  and 
have  never  had  any  such  experience, 
I  am  glad  to  say.  One  never  knows 
when  it  may  come. 

Patients  have  died  in  physicians' 
offices  during  the  simplest  kinds  of 
treatment,  such  as  the  opening  of  a 
small  abscess,  the  pulling  of  a  tooth, 
and  other  trifling  manipulations. 
Women  have  come  into  physicians' 
offices  apparently  in  perfect  health 
and  have  died  in  five  minute-  in  the 
office  while  undergoing  a  simple  va- 
ginal examination.  Suppose  the  pa- 
tient happened  to  be  pregnant  and  it 
was  known  by  her  friends  that  her 
condition  was  most  unwelcome  to  her. 
All  you  have  to  do  is  to  think  how 
valuable  an  advertisement  it  would  be 
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for  you  to  have  this  happen  in  your 
office,  and  think  what  a  delightful 
headliner  it  would  furnish  some  of 
the  sensation-loving  newspapers  of 
the  present  day.  One  need  never  fear 
stating  his  position  at  such  a  time, 
for  the  old  motto,  "Truth  is  mighty 
and  will  prevail,"  holds  good  at  all 
times,  and  yet  such  an  experience  is 
not  desirable,  and  certainly  no  physi- 
cian cares  to  figure  in  the  newspapers 
under  such  circumstances. 

Sudden  deaths  occur  in  surgery, 
medicine,  dentistry,  obstetrics  and  in 
diseases  of  children.  The  lesions 
which  occur  as  a  contributing  or  ac- 
companying factor  in  this  state  are 
practically  without  limit.  As  before 
stated,  the  difficulty  is  to  determine 
if  the  conditions  found  post-mortem 
may  be  properly  regarded  as  the  cause 
of  the  sudden  death.  In  all  cases  of 
sudden  death  the  history,  the  mode 
of  dying,  and  the  post-mortem  find- 
ings must  all  be  given  their  proper 
value  in  coming  to  any  conclusions. 
In  cases  of  those  found  dead  in  which 
no  history  is  known,  the  mode  of 
death  not  seen,  the  post-mortem  ex- 
amination can  only  reveal  the  condi- 
tions actually  found,  the  signs  of  vio- 
lence, present  or  absent,  the  same  as 
to  the  evidences  of  poisoning,  and  we 
must  consider  the  presumable  rela- 
tion of  the  lesions  found  to  the  death 
of  the  individual. 

The  old  classic  explanation  of  the 
modes  of  death,  dating  back  to 
Bichat,  was  that  death  occurred  in 
one  of  three  ways :  at  the  heart,  at 
the  lungs,  or  at  the  brain.  The  mod- 
ern, exhaustive  study  of  the  relation 
of  the  various  organs  and  tissues  of 
the  body  to  each  other  has  done  a 
good  deal  to  throw  light  on  the  sub- 
ject of  death,  and  we  know  that  such 
an  intimate  relation  exists,  for  ex- 
ample, between  the  heart  and  the 
kidneys  that  it  is  almost,  if  not  indeed 
impossible,  for  the  one  to  be  the  seat 
of  organic  disease  without  the  other 
sharing  in  the  process.  This,  of 
course,  would  discredit  to  some  extent 
the  classic  explanation  of  the  modes 
of  death,  because  there  can  be  no  hard 
and  fast  lines  drawn  between  the 
various  organs  of  the  body  and  their 


supposed  independent  functions  as  to 
make  proper  a  scientific  explanation 
of  the  modes  of  death  in  any  such 
manner. 

Now,  therefore,  it  would  seem 
proper  for  us  to  consider  those  re- 
gions of  the  body  in  which  definite 
lesions  have  been  found  post-mortem, 
which  lesions  are  assumed  to  have 
been  responsible,  in  a  measure  at 
least,  in  the  production  of  sudden 
death. 

Life  is  a  most  uncertain  thing. 
Just  what  it  is,  does  not  seem  to  be 
entirely  clear.  Just  when  does  it  be- 
gin, and  just  when  does  it  end?  I 
have  been  reading  a  translation  of 
MetchnikofFs  "Nature  of  Man"  and 
the  "Scientific  Study  of  Death,"  but 
I  fear  my  grey  matter  is  not  grey 
enough,  or  perhaps  too  grey  to  fur- 
nish fertile  soil  for  such  seed. 

From  the  ethereal  to  the  more  prac- 
tical, we,  as  physicians,  know  that 
life  is  full  of  uncertainties.  The  pa- 
tient who  seems  to  be  doing  the  best 
and  whose  chances  for  recovery  seem 
the  brightest,  suddenly  takes  a  change 
for  the  worse,  and,  in  spite  of  all  we 
can  do,  he  dies.  We  cannot  under- 
stand it.  On  the  other  hand,  some 
poor,  aged,  emaciated,  frail  individual 
whose  life  has  been  spent  as  a  hot- 
house plant,  under  glass,  for  fear  that 
he  might  die  of  acute  ozone  poison- 
ing, is  taken  down  with  what  seems 
a  mortal  illness.  It  would  seem  as 
though  nothing  could  save  him,  and 
yet  he  makes  a  complete  recovery,  in 
spite  of  medical  skill,  consultations, 
nursing,  and  anxious  relatives.  Can 
you  explain  it?  Nobody  can.  If 
you  could,  the  problem  would  not  be 
as  interesting  as  it  is,  and  as  it  is 
likely  to  be,  in  my  opinion,  for  many 
years  after  we  are  all  dead  and  the 
worms  have  eaten  us. 

"Most  of  the  processes  of  living  are 
through  reflex  actions.  As  long  as 
they  are  stimulated,  all  goes  well,  but 
when  they  are  paralyzed,  all  goes 
wrong.  This  paralyzation  of  the  re- 
flexes constitutes  the  so-called  Brown- 
Sequard  inhibition,  with  a  long  train 
of  evils.  If  the  Pneumogastric  be 
excited  the  heart  slows  down ;  if  the 
excitation    be    carried    beyond  this 
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point,  the  heart  may  stop  and  stop  for 
all  time."  The  susceptibility  of  indi- 
viduals differs  very  materially.  The 
nervous  balance  is  very  finely  ad- 
justed in  some,  hence  the  sudden 
deaths  from  slight  causes  and  hence 
the  most  unsatisfactory  post-mor- 
tem findings  in  some  of  these  cases. 

But  I  have  taken  up  enough  of 
your  time  with  what  might  be  termed 
glittering  generalities.  I  must  get 
down  to  the  enumeration  of  some  of 
the  principal  causes  of  sudden  death. 
In  this  classification  there  will  be  but 
brief  mention  made  of  sudden  death 
following  injury,  surgical  procedure, 
or  the  effects  of  any  substance  or 
agent  introduced  to  the  body  from 
without,  such  as  anesthetics,  alcohol, 
lightning,  illuminating  gas,  immer- 
sion and  the  like.  These  subjects  will 
be  presented  at  another  time,  or  will 
be  considered  in  the  discussion. 

The  causes  of  sudden  death  which 
I  will  consider  are  those  which  oc- 
cur in  deaths  from  within  the  body, 
or  the  so-called  natural  deaths.  My 
reason  for  excluding  the  sudden 
deaths  caused  by  agents  outside  the 
body  is  to  limit  my  remarks  to  a  suit- 
able length.  To  discuss  the  thousand 
and  one  possible  causes  of  sudden 
death  would  be  to  talk  forever.  Death 
is  the  result  of  the  failure  of  one  of 
the  three  great  vital  functions,  circu- 
lation, respiration  or  innervation. 

In  London  the  coroner  for  the 
Middlesex  district  investigated  1,000 
consecutive  deaths.  Of  these  303 
were  sudden  deaths  from  natural 
causes.  It  was  found  that  nearly 
one-half  were  from  various  cardiac 
disabilities,  one-fifth  from  brain  af- 
fections, and  one-ninth  referable  to 
the  respiratory  organs.  The  re- 
mainder were  explained  as  hiemata- 
mesis,  uterine  bleeding.  Blight's  dis- 
ease, excitement,  anger,  etc. 

Among  the  conditions  which  may 
cause  sudden  death  referable  to  the 
heart  may  be  mentioned  : 

Interstitial  or  fatty  myocarditis. 
Increase  of  subpericardial  fat. 
Cardiac  thrombi  and  emboli. 
Tuberculosis  of  the  myocardium. 
Syphilid  of  the  heart. 
Stenosis  of  the  coronary  arteries. 


Valvular  lesions  of  the  heart,  especially 
aortic  stenosis  and  insufficiency. 

Rupture  of  the  heart  wall. 

Dilatation  of  the  heart. 

Rupture  of  the  valves,  or  of  a  chorda 
tendinae. 

Adherent  pericardium. 

Angina  pectoris. 

Neoplasms  of  the  heart. 

Functional  disturbances  of  the  heart's 
action. 

As  illustrative  of  these  causes  may 
be  recited  briefly  the  outlines  of  the 
following  cases  which  have  been 
selected  for  me. 

/.  B.  S.  (1750).  Female,  age  29  Always 
well  up  to  the  present  time.  No  rheuma- 
tism. Eight  months  ago  had  a  "spasm  in 
the  throat"  in  which  she  turned  black 
(?)  Was  unconscious.  Examination 
showed  eyes  bulging,  face  puffy,  anemic, 
lips  livid,  tongue  coated,  pulse  rapid,  poor 
quality,  irregular.  Heart  showed  double 
murmur  at  apex.  Systolic  murmur  trans- 
mitted to  left.  Urine  1,010  trace  of  albu- 
min, trace  of  pus. 

Third  day  after  admission  became  rest- 
less :  pulse  irregular  and  intermittent;  res- 
piration labored.  Suddenly  the  pulse  be- 
came very  rapid  and  weak  and  the  patient 
died. 

Autopsy  showed  sclerosis  and  calcareous 
deposits  in  mitral  valve.  Advanced  myo- 
carditis.    Chronic  interstitial  nephritis. 

/.  G.  (3403).  Male,  age  65.  Has  always 
enjoyed  excellent  health.  Six  weeks  ago 
abdominal  cramps,  more  marked  on  right 
side.  Improving  until  10  days  ago.  Since 
then  dull  pain  has  persisted  in  right  abdo- 
men. Examination ;  tenderness  and  rigid- 
ity near  right  costal  margin.  Heart  sounds 
not  strong.  Xo  murmurs.  Urine  showed 
a  few  hyaline  casts.  Hepatic  abscess  was 
opened  and  drained  under  ether-chloro- 
form anesthesia.  Steady  improvement  until 
the  18th  day.  when  pulse  and  temperature 
began  to  rise.  226  day  patient  suddenly 
uttered  a  groan,  face  became  purple  and  he 
died. 

Autopsy  showed  local  peritonitis  about 
wound.  Acute  pericarditis.  Heart  en- 
larged, cavities  dilated,  muscle  pale  and 
fatty.  Beginning  atheroma  at  mitral  and 
coronary  orifices.  Beginning  ulcerative 
endocarditis.  Kidneys  cystic.  Brain  nor- 
mal. 

G.  H.  D.  (2803).  Male,  age  60.  Admit- 
ted for  hemorrhoids.  Heart  showed  systo- 
lic murmur  heard  at  3d  space,  right  of 
sternum.  Urine  negative.  Operation : 
ether,  for  hemorrhoids.  Good  recovery  and 
doing  well  up  to  the  tenth  day  when  he 
had  an  attack  of  vomiting  and  died  sud- 
denly. Autopsy  showed  heart  much  en- 
larged, soft  and  flabby.  Hypertrophy. 
Mitral  valve  thickened,  and  margin  irreg- 
ular. Incompetent'.  Also  tricuspid  and 
aortic  enormously  dilated.    Some  atheroma. 
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Kidneys  showed  chronic  interstitial  nephri- 
tis. 

V.  M.  N.  (4809).  Female,  age  33.  Ad- 
mitted for  recurrent  appendicitis.  Pulse 
small,  thready.  Urine  1,030  trace  of  albu- 
min, and  showed  hyaline  and  epithelial 
casts.  Operation  for  removal  of  appendix. 
Took  anesthetic  (ether)  badly.  2d  day 
vomiting,  pulse  continued  poor,  abdomen 
tense  but  not  tender.  Urine  showed  in- 
crease of  trouble.  Collapse  and  sudden 
death. 

Autopsy  showed  large,  flabby,  yellow 
heart,  right  ventricle  double  normal  size, 
fatty.    Kidneys  negative. 

E.  J.  N.  (4996).    Age  27.    Always  well 
and  robust.     Came  to  hospital  for  opera-  ' 
tion  for  old  inguinal  hernia.    Physical  ex- 
amination showed  normal  heart,  lungs  and 
kidneys.    Patient  in  robust  health. 

Operation.  Ethel-bromide  and  ether. 
Left  inguinal  herniotomy.  Good  recovery. 
9th  day  in  good  condition.  Wound  nearly 
closed  by  primary  union.  10th  day  sleep- 
ing well  until  3.45  A.  M.  when  patient 
awoke  and  said  he  felt  faint.  Face  became 
ghastly  and  respirations  labored.  Rallied 
some  but  short  of  breath.  Pulse  weak, 
120,  bounding.  Heaving  impulse  over  pre- 
cordium  and  a  loud  blowing  systolic  mur- 
mur from  sternum  to  left  nipple.  Patient 
did  not  respond  to  stimulation  and  died  in 
a  few  minutes. 

Autopsy.  Head  not  examined.  Lungs 
small  infarct  near  left  lower  base.  Same 
on  right.  Pericardium  negative.  Heart 
large.  Right  side  much  dilated.  Wall  of 
ventricle  %  inch  thick.  Tricuspid  ring 
much  dilated.  Valve  normal.  No  micro- 
scopic signs  of  myocardial  degeneration. 
Balance  of  heart  normal,  including  coro- 
naries.    No  thrombi. 

Wm.  B.  (1806).  Male,  age  42.  Moder- 
ate alcoholic.  One  year  ago  began  to  have 
edema  of  legs,  shortness  of  breath,  pain  in 
the  small  of  the  back  and  cardiac  palpita- 
tion. This  lasted  two  weeks.  Well  from 
that  time  up  to  two  weeks  ago  when  legs 
began  again  to  swell,  had  smothering  feel- 
ing and  cough.    Urine  small  in  amount. 

Examination — Anxious  appearance.  Skin 
cold  and  clammy.  Dyspnoea  on  exertion. 
Lungs  hyperresonant  in  front.  Dulness 
over  left  base.  Fremitus  absent  over  base. 
Breath  sounds  indistinct.  Heart  enlarged, 
apex  in  nipple  line,  6th  space.  Apex 
sounds  muffled  and  weak.  Soft  double 
murmur.  In  pulmonic  area  soft  systolic. 
No  fluid  in  abdomen.  Legs  and  scrotum 
edematous.  Pulse  fair  volume,  low  ten- 
sion, force  weak.  Urine  1,012,  albumin, 
and  casts.  Did  well  up  to  the  7th  day 
when  respirations  suddenly  became  labored, 
deep  cyanosis  developed  and  he  died. 

Autopsy  showed  hypostatic  congestion  of 
lungs.  Heart  enlarged.  Right  ventricle 
hypertrophied  slightly  and  tricuspid  valves 
thickened.  Left  ventricle  and  auricle  hyper- 
trophied and  the  mitral  valves  thickened* 
and  retracted.  Aorta  atheromatous.  Fluid 
in  abdomen.    Kidneys  large  granular. 
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"In  all  reasonable  probability  the 
integrity  of  the  cardiac  muscle  is  one 
of  the  most  important  factors  in  the 
consideration  of  the  cause  of  sudden 
death.  In  sudden  death  from  aortic 
lesions  the  factors  at  fault  are 
anaemia  of  the  heart,  anaemia  of  the 
brain  and  myocardial  changes." 

Among  the  diseases  of  the  blood 
vessels  which  may  be  responsible  for 
sudden  death  we  have : 

Lesions  of  the  arteries. 
Arterio-sclerosis. 
Rupture  of  the  aorta. 
Arterial  inflammation  with  throm- 
bosis and  embolism. 
Fat  embolus. 

Congenital  lesion  in  the  arteries. 

Lesions  of  the  z'eius. 
Rupture. 
Thrombus. 
Embolus. 
Air  in  the  veins. 

Lesions  of  the  capillaries. 
Miliary  aneurisms. 
Capillary  embolus. 
Meningeal  haemorrhage. 
Local  disturbances  of  the  capillary 
circulation. 

"The  intimate  relation  between 
changes  in  the  blood  vessels  and 
changes  in  the  heart  makes  it  proper 
to  include  them  all  under  the  heading 
of  lesions  of  the  circulatory  appa- 
ratus. The  occurrence  of  sudden 
death  in  arterio-sclerosis  is  usually  ac- 
counted for  by  the  associated  lesions 
in  the  heart  and  kidneys.  Sudden 
death  referable  to  the  arterial  system 
as  such  is  often  the  result  of  the 
rupture  of  a  thoracic  or  abdominal 
aneurism.  Many  cases  of  aneurism 
exist  and  become  far  advanced  with- 
out their  existence  being  suspected. 
Very  often  these  aneurismal  tumors 
rupture  internally,  that  is,  without  the 
outward  escape  of  blood.  This  rup- 
ture is  usually  accompanied  by  sud- 
den death." 

Among  the  respiratory  diseases 
may  be  mentioned  lesions  of  the 
larynx,  trachea,  thyroid  body,  media- 
stinum. Pulmonary  congestion,  pneu- 
monia, pulmonary,  phthisis,  cancer  of 
the  lung,  emphysema,  pleurisy,  em- 
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pyaema,  rupture  of  the  diaphragm, 
laryngismus  stridulus,  haemoptysis, 
edema  glotidis,  pulmonary  embolus. 

One  of  the  most  common  causes  of 
sudden  death  referable  to  the  respira- 
tory system  is  pleurisy  with  effusion. 
Many  of  these  cases  die  while  the 
fluid  is  being  withdrawn.  The  exact 
cause  of  the  death  has  never  been 
satisfactorily  explained.  In  some 
cases  it  is  due  to  pulmonary  embolus, 
in  others  a  sudden  pulmonary  edema 
from  relief  of  the  pressure  of  the 
fluid.  In  others  this  accident  doubtless 
has  a  direct  effect  upon  the  cardiac 
mechanism.  Occasionally  an  em- 
pyema will  rupture  into  a  bronchus 
and  the  patient  will  choke  to  death 
from  pus.  In  this  classification  I 
have  made  no  mention  of  foreign 
bodies  in  the  air  passages.  These  re- 
quire no  explanation.  Sometimes 
patients  walk  into  hospitals  and  die 
very  suddenly  while  being  put  to  bed. 
Autopsy  reveals  extensive  lobar  pneu- 
monia. Of  course  the  pneumococic 
infection  is  but  a  causative  factor, 
the  real  cause  of  the  sudden  death  is 
to  be  looked  for  in  the  heart.  The  re- 
lation is  so  close  that  it  is  extremely 
difficult  often  to  know  just  where  to 
properly  place  the  causative  factor. 

I  can  cite  here  one  case  of  sudden, 
unexpected  death,  referable  to  some 
extent  to  the  respiratory  system. 

P.  C.  (4161).  Male,  age  67.  Moderate 
alcoholic.  Inflammatory  rheumatism  years 
ago.  Has  had  milder  attacks  somewhat 
similar  to  present  trouble  twenty  years  ago, 
and  at  intervals  since.  These  attacks  have 
been  more  frequent  during  the  past  year. 
Each  attack  began  with  sudden  cramps  in 
the  epigastrium,  nausea  and  vomiting. 
During  the  past  few  weeks  the  attacks 
have  heen  as  often  as  two  or  three  each 
day.  The  stools  have  been  pale  and  puttv- 
like. 

The  patient  is  slightly  jaundiced.  Heart 
and  lungs  negative.  Slight  tenderness  over 
gall  bladder.  Urine  shows  trace  of  albu- 
min, some  hyaline  and  granular  casts,  and 
bile  pigment 

Operation  on  fifth  day.  under  spinal  an- 
esthesia. Stone  removed  from  the  gall 
bladder.  Patient  made  slight  improvement, 
although  urine  lessened  in  amount  and 
urea  ran  down  to  \Y\  per  cent.  Stools  be- 
came yellow,  but  jaundice,  restlessness,  and 
headache  persist.  On  the  twelfth  day  the 
patient  suddenly  died  Autopsy  showed 
Consolidation  of  left  lung  at  base  quite  ex- 


tensive, with  congestion  and  edema  above, 
myocardial  changes,  and  a  diffuse  nephritis. 

Among  the  conditions  referable  to 
the  nervous  system  we  have  apoplexy, 
epileptic  convulsions,  cerebral  abscess, 
cerebral  tumors,  hysteria,  and  spinal 
lesions.  The  Brown-Sequard  inhibi- 
tion (apparently  trifling  causes)  not 
properly  belonging  in  this  classifica- 
tion. 

In  the  digestive  system  we  have 
various  lesions  which  may  accompany 
sudden  death.  Notable  among  them 
we  have  hemorrhage  from  gastric 
ulcer,  concealed  or  apparent.  Hemor- 
rhage from  gastric  carcinoma.  In 
the  tropics  acute  congestion  of  the 
spleen  has  caused  a  fatal  rupture  of 
that  organ.  We  may  have  intestinal 
perforation  in  typhoid  with  sudden 
unexpected  death.  Intestinal  hemor- 
rhage also  occasions  sudden  death. 
"We  may  have  apoplexy  of  the  pan- 
creas from  which  patients  often  die 
very  suddenly.  These  cases  often 
present  no  symptoms  other  than  those 
of  a  sharp  attack  of  intestinal  indi- 
gestion with  the  symptoms  of  shock, 
and  death  follows  very  promptly. 
The  explanation  offered  for  the  death 
is  the  pressure  caused  by  the  swollen 
hemorrhagic  gland  upon  the  semilunar 
ganglion."  I  recall  making  an  autopsy 
over  ten  years  ago  on  as  fine  a  speci- 
men of  physical  manhood  as  I  ever 
saw.  This  man  was  about  thirty 
years  old,  and  had  never  been  sick. 
He  had  been  out  of  town  and  upon 
getting  off  the  train  he  felt  nauseated 
but  did  not  vomit.  He  went  home 
and  to  bed  at  his  usual  time,  about 
an  hour  later.  He  woke  up  in  the 
night  and  felt  faint.  A  physician  was 
sent  for  and  a  few  minutes  after  his 
arrival  the  patient  died  suddenly. 
The  autopsy  found  his  stomach  sim- 
ply filled  to  its  limit  with  fluid  and 
clotted  blood  from  an  ulcer  that  had 
been  bleeding  for  hours.  It  never 
gave  a  symptom. 

In  the  pelvis  we  have  lesions  which 
have  been  found  to  accompany  sud- 
den death,  such  as  extra-uterine  preg- 
nancy, retro-uterine  hematocele,  rup- 
ture  of  the  uterus,  vulvo-vagina 
varices  and  other  lesions  which  we 
cannot  enumerate. 
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In  the  kidney,  of  course,  we  find  le- 
sions almost  invariably  accompanying 
sudden  death.  The  various  forms  of 
nephritis  and  their  intimate  relation 
to  vascular  changes  bring  up  causes 
without  further  explanation.  I  may 
cite  two  or  three  illustrative  cases. 

M.  J.  U.  (980).  Female.  Patient  sent  in 
from  dispensary  for  uncontrollable  epis- 
taxis.  Found  to  be  pale,  sallow,  high  ten- 
sion pulse.  Urine  1,024.  Alumbinous.  Urea 
264  grains.  No  casts.  Nose  bled  for  three 
days  when  it  was  finally  controlled.  In 
the  4th  week  of  her  stay  in  the  hospital 
she  had  an  attack  of  vomiting  with  abdom- 
inal pains.  She  died  suddenly  a  few  days 
after.  Autopsy  found  small  kidneys  full 
of  fibrous  tissue,  adherent  capsules,  etc., 
thin  cortex.  Heart  hypertrophied  but  not 
dilated. 

C.  D.  (2504).  Female,  age  64.  Admitted 
for  operation  for  recurrent  carcinoma  in 
abdomen.  Operation.  Ether.  Uneventful 
recovery.  Six  days  after  operation  had 
marked  restlessness  and  on  the  8th  day 
had  a  convulsion.  On  the  18th  day  several 
convulsions,  followed  by  a  condition  of 
uremia  and  death.  Autopsy  showed  chronic 
diffuse  nephritis,  cerebral  edema. 

S.  J.  (2486).  Age  32;  female.  Always 
well  until  8  years  previous  to  admission  to 
hospital  for  removal  of  kidney  for  pyelitis. 
Operation.  Chloroform.  Good  recovery. 
Doing  well  until  6th  day  when  she  had 
a  sudden  collapse  and  died.  Autopsy 
showed  chronic  diffuse  nephritis  with  con- 
gestion.   Nutmeg  liver. 

Although  I  have  thus  far  declined 
to  put  into  this  classification  the  cases 
of  sudden  death  from  outside  causes, 
such  as  anesthetics,  alcohol,  poisons, 
etc.,  I  am  constrained  to  mention 
two  cases,  one  of  death  from  chloro- 
form narcosis  and  one  from  acute 
alcoholism. 

A.  R.  (2521).  Male,  age  25.  Brought  to 
hospital  for  gun  shot  wound  of  neck  and 
fracture  of  lower  jaw.  Also  injury  to 
posterior  pharynx  with  hematoma  of  glot- 
tis. Progress  satisfactory  until  the  third 
day  when  the  temperature  began  to  rise 
and  the  patient  had  throbbing  pain  in  cheek 
and  some  bloody  expectoration. 

Operation.  Chloroform.  Before  the  op- 
eration could  be  begun  the  patient  stopped 
breathing  and  died  without  regaining  con- 
sciousness. Autopsy  showed  congestion  of 
all  viscera  and  submucous  hemorrhage  in 
larynx  following  bullet  wound,  with  slight 
obstruction  of  larynx. 

M.  C.  (1778).  Male,  age  27.  Always 
well.  Moderate  alcoholic.  Last  night 
drank  a  pint  of  whiskey  and  went  to  sleep. 
Nausea,  vomiting  and  headache  in  the 
morning.      When    admitted    showed  the 


usual  signs  of  a  previous  debauch.  T.  101.5, 
P.  120,  R.  35.  Mind  clear.  The  follow- 
ing day  had  a  sudden  convulsion,  profuse 
sweat,  became  cyanotic,  respirations  labored. 
Patient  died  in  one  hour. 

Autopsy — heart  normal.  Kidneys  nor- 
mal in  appearance.  Liver  slightly  fatty. 
Stomach  congested.  Cause  of  death — Al- 
coholism. 

By  some  authorities  chronic  alco- 
holism is  said  to  be  the  most  com- 
mon cause  of  sudden  death.  There 
can  be  little  doubt  that  alcohol  is  the 
most  certain  and  constant  poison  in 
existence.  The  cause  of  death  is  a 
trifle  different  in  acute  alcoholic  poi- 
soning than  in  chronic  alcoholism.  In 
the  former  death  is  often  caused  by 
vasor-motor  paralysis  from  excessive 
lowering  of  body  temperature,  as- 
suming that  the  person  so  poisoned 
is  in  a  fair  state  of  health.  These 
cases  are  seen  where  people  who  are 
are  not  accustomed  to  the  use  of  al- 
cohol take  an  excessive  amount  at  one 
time  and  very  promptly  die.  This  is 
seen  in  the  case  of  young  children  who 
drink  heavily  of  whiskey  by  mistake 
or  are  forced  to  partake  for  the 
amusement  of  their  drunken  parents 
or  friends.  The  other  type,  the  more 
usual  one,  is  where  the  old  chronic 
alcoholic  with  his  damaged  heart, 
liver,  kidneys  and  all  the  factors  in  a 
generally  broken-down  physiology, 
and  with  no  resistance,  dies  from  de- 
lirium tremens  or  from  simple  ex- 
haustion with  cardiac  failure. 

As  before  stated,  we  find  cases  of 
sudden  death  in  which  the  autopsy 
does  not  help  us  very  much.  I  will 
cite  one : 

Mary  H.  (2766).  Age  73.  Entered  hos- 
pital for  amputation  of  upper  end  of  arm, 
for  growth,  said  to  be  sarcoma.  Operation, 
A.  C.  E.  mixture.  Amputation.  Made  a 
good  recovery  and  at  the  end  of  two  weeks 
left  the  hospital  to  return  home.  Walked 
out  to  carriage  and  fell  dead  on  the  seat. 
Autopsy  failed  to  reveal  the  cause  of  death. 

As  general  causes  for  sudden 
death  we  have  shock  and  syncope 
which  may  occur  with  any  external 
or  internal  bleeding,  rupture  of  ty- 
phoid ulcers,  concealed  intestinal  hem- 
orrhage, gastric  ulcer,  epistaxis,  hem- 
optysis, hematemesis.  Hematophilia 
may  also  be  added. 
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Shock  may  be  explained  as  an  es- 
sential vasomotor  and  cardiac  paraly- 
sis, while  syncope  is  cardiac  weakness 
with  cerebral  enemia,  occurring  large- 
ly in  organic  disease  of  the  heart  and 
arteries. 

We  have  also  sudden  death  in  the 
newly  born,  which  according  to  Holt, 
is  most  commonly  caused  by  malfor- 
mations, internal  hemorrhage,  as- 
phyxia from  overlying;  asphyxia 
from  aspiration  of  food  into  the 
larynx  and  trachea;  asphyxia  associ- 
ated with  enlargement  of  the  thymus ; 
atelectasis ;  marasmis,  and  convulsion 
in  children  previously  showing  no 
signs  of  disease. 

Although  not  properly  belonging 
here,  I  may  briefly  refer  to  a  condition 
which  is  said  to  be  a  frequent  cause  of 
sudden  death.  This  condition  is 
known  as  fat  embolism. 

The  surgeon  and  the  obstetrician 
will  appreciate  what  this  condition  is. 
for  it  is  supposed  to  be  caused  by  in- 
jury to  the  pelvic  viscera  or  to  the 
bones  in  which  portions  of  fat  are  dis- 
lodged and  carried  to  the  lungs  and 
there  deposited  in  the  capillaries. 
"Extensive  fat  emboli  with  a  large  de- 
posit may  cause  paralysis  of  respira- 
tion and  sudden  death  (Ewing).  It 
is  not  fair  to  conclude  because  fat  is 
found  in  the  lungs  by  the  microscope 
that  fat  embolism  exists.  It  must  be 
found  in  considerable  amount ;  there 
must  have  been  a  history  of  injury, 
and  death  must  have  taken  place  by 
obstruction  to  the  pulmonary  circula- 
tion." 

Another  constitutional  condition 
that  is  said  by  some  to  predispose  to 
sudden  death  is  a  condition  known  as 
the  constitution  lymphatica,  which  is 
characterized  by  organic  changes  in 
the  spleen,  lymph  glands,  and  at  the 
same  time  in  the  heart  and  blood  ves- 
sels. "This  condition  is  a  general  hy- 
perplasia of  these  tissues  with  a  con- 
sequent degeneration.  These  patients, 
more  especially  children,  often  die 
suddenly  from  very  slight  causes. 
Two  children  of  this  type  died  sud- 
denly after  being  put  into  an  ordinary 
bath,  and  many  such  children  have 
been  found  dead  in  their  cribs,  no  his- 


tory of  illness  or  injury  being  obtain- 
able. Some  writers  ascribe  a  number 
of  sudden  deaths  from  chloroform 
anesthesia  to  this  condition  of  the  sys- 
tem." 

It  would  be  interesting  to  go  on 
and  talk  of  the  sudden  and  unexpected 
deaths  that  occur  in  pregnancy,  in  la- 
bor and  in  the  puerperium,  of  the 
deaths  which  follow  surgical  opera- 
tions, many  of  which  are  most  unex- 
pected and  difficult  of  explanation, 
with  autopsy  or  without.  It  would 
likewise  be  of  value  to  take  up  the 
subject  of  sudden  death  following  the 
administration  of  anesthetics,  both 
general  and  local.  There  is  also  much 
to  be  said  about  alcoholism,  acute  and 
chronic  in  the  causation  of  sudden 
death,  but  these  subjects  have  no  end., 
and  my  paper  must  have 

The  conclusions,  then,  to  be  arrived 
at,  after  a  consideration  of  these  va- 
rious factors  are  briefly: 

ist.  Sudden  death  is  of  frequent 
occurrence ;  too  frequent. 

2d.  Changes  and  conditions  in  the 
vascular  system  are  responsible  for 
nearly  ninety  per  cent,  of  all  sudden 
deaths  from  natural  causes.  No  mat- 
ter where  we  trace  the  source  of  the 
trouble,  we  come  back  to  the  vascular 
system  as  the  responsible  factor. 

3d.  That  sudden  death  can  be  ex- 
plained in  many  cases.  In  others  it  is 
very  largely  a  matter  of  conjecture; 
and  in  none  can  it  ever  be  satisfacto- 
rily explained  without  autopsy. 

4th.  That  many  of  these  sudden 
deaths,  although  absolutely  unavoida- 
ble, are  often  thought  to  be  preventa- 
ble by  the  great  non-medical  public. 

5th.  That  it  is  the  duty  of  the  phy- 
sician to  safeguard  his  patient,  so  far 
as  may  be  possible,  against  this  acci- 
dent, by  a  careful  estimate  of  the  case 
at  hand  by  every  known  method  of 
diagnostic  procedure. 

6th.  That  so-called  sentiment  should 
never  be  allowed  to  stand  in  the  way 
of  the  investigation  into  the  cause  of 
death,  by  post-mortem  examination, 
of  all  cases  whose  death  is  sudden  and 
wholly  unexpected. 
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VENEREAL  diseases  have  been 
known,  recognized,  and  studied 
in  a  desultory  manner  as  far 
back  as  the  history  of  medicine  car- 
ries us ;  but  it  is  only  within  the  last 
thirty  or  forty  years  that  they  have 
been  studied,  in  anything  like  a  scien- 
tific manner,  by  a  few  interested  ob- 
servers, and  only  within  the  last  ten 
or  fifteen  years  that  gonorrheal  ure- 
thritis in  the  male  has  received  much 
of  any  attention  from  the  general 
medical  profession,  and  even  at  the 
present  time,  notwithstanding  the  fact 
that  much  has  been  said  and  done  on 
the  subject  in  the  last  three  or  four 
years,  there  is  still,  I  believe,  an  ap- 
palling apathy  on  the  part  of  the  pro- 
fession in  proportion  to  the  import- 
ance of  the  subject  and  the  vast  and 
far-reaching  effect  of  the  disease  in 
question. 

I  am  sure  that  it  is  within  the  mem- 
ory of  many  of  us  when  the  average 
doctor  dismissed  the  gonorrhea  pa- 
tient, whom  he  looked  upon  as  a  con- 
temptible wretch  who  had  gotten  only 
his  just  deserts,  with  a  very  cursory 
examination  or  no  examination  at  all, 
a  prescription  for  Lafayette  mixture, 
no  instruction  to  return  and  no  warn- 
ing as  to  the  serious  consequences 
which  might  accrue  to  himself  and  to 
others.  And  yet  I  do  not  think  I  ex- 
aggerate when  I  say  that  there  is  no 
disease  in  the  whole  category  of  dis- 
eases which  afflict  mankind  which  ap- 
proaches in  importance,  from  an  indi- 
vidual, a  social  or  an  economic  stand- 
point, gonorrheal  urethritis,  not  ex- 
cepting even  tuberculosis.  And  for 
two  very  obvious  reasons — its  preva- 
lence, and  its  far-reaching  effects 
upon  the  individual  and  the  commu- 
nity. 

Several  years  ago  Xoeggerath  esti- 
mated that  80  per  cent,  of  all  men 
either  have  or  have  had,  at  some  time, 
gonorrhea :  other  observers  have 
made    different    estimates,  ranging 


from  60  to  90  per  cent. ;  probably  80 
per  cent,  is  about  right.  This  in  it- 
self might  not  be  so  serious  a  matter 
if  the  disease  were  readily  cured  and 
there  were  no  serious  sequellse — no 
more  so  than  measles  with  about  the 
same  degree  of  prevalence ;  but  it  is 
the  combination  of  prevalence  and 
malignancy  that  makes  it  serious. 

A  committee,  appointed  by  the 
American  Medical  Association  a  few 
years  ago,  after  corresponding  with 
many  prominent  genito-urinary  spec- 
ialists all  over  the  country,  reported 
that  5  per  cent,  of  all  cases  of  chronic 
gonorrhea  were  absolutely  incurable. 
If  this  is  true  of  the  cases  that  are 
under  the  best  possible  treatment, 
then  what  percentage  of  uncured 
cases  are  there  among  the  very  large 
majority  who  receive  indifferent 
treatment  or  no  treatment  at  all  ?  Cer- 
tainly it  must  be  very  considerable. 
And  of  those  cases  who  are  cured,  I 
mean  cured  beyond  the  point  of  trans- 
missibility  to  others,  how  many  are 
left  permanently  damaged,  impotent 
or  sterile? 

An  average  of  statistics  compiled 
by  various  competent  observers  would 
tend  to  show  that  18  per  cent,  of  all 
the  sterile  marriages  in  this  country 
are  due  to  sterility  on  the  part  of  the 
husband,  as  the  result  of  a  former 
gonorrhea ;  add  to  this  the  number 
of  cases  of  sterility  due  to  gonorrhea 
in  the  female,  and  we  have  70  per 
cent,  of  all  the  childless  marriages  in 
this  country  traced  to  the  gonococcus 
of  Xeisser.  Certainly  here  is  a  mat- 
ter for  thoughtful  consideration  when 
we  are  concerned  over  the  possibilities 
of  race  suicide. 

AYilliams  estimates  (to  use  his  ex- 
act words)  that  "75  per  cent,  of  all 
abortions  are  due  to  endometritis, 
which  is,  without  doubt,  chiefly 
caused  by  gonorrhea,  when  not 
caused  by  sepsis." 

It  is  conservativelv  estimated  that 
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two-thirds  of  all  the  abdominal  op- 
erations performed  upon  women  are 
necessitated  by  gonorrhea,  usually 
acquired  from  the  husband. 

Edgar  says  that  30  per  cent,  of  all 
blindness  in  this  country  can  be  traced 
to  this  disease;  and  another  observer 
tells  us  that  there  are  30,000  indigent 
blind  in  Germany  who  were  made 
blind  by  gonorrhea  acquired  at  birth. 
These  statistics  are,  of  course,  being 
rapidly  modified  by  the  prophylactic 
treatment  of  the  eyes  of  new-born 
babes.  I  will  not  bore  you  with  fur- 
ther statistics ;  we  could  go  on  in  this 
same  vein  almost  indefinitely. 

I  have  said  nothing  at  all  about 
syphilis,  partly  because  I  believe,  with 
Janet,  that  gonorrhea  is  more  im- 
portant than  syphilis  in  the  ratio  of 
100-1.  A  diametrically  opposite  view 
is  taken  by  practically  all  the  laity 
and,  unfortunately  I  fear,  by  some 
members  of  the  profession.  Perhaps 
some  of  these  figures  are  exaggerated, 
but,  even  if  they  are,  divide  them  by 
two  if  you  like — even  then,  .certainly 
any  disease  which  afflicts  nearly  half 
the  population  of  the  world,  that  is 
responsible  for  over  a  third  of  all 
the  sterile  marriages,  with  the  result- 
ing depopulation,  that  is  the  funda- 
mental cause  of  one-third  of  all  the 
major  operations  with  all  their  result- 
ing mutilation  upon  the  female  sex, 
and  that  produces  a  quarter  of  all  the 
total  blindness  in  the  world,  com- 
mands the  very  serious  consideration 
of  every  physician,  not  only  as  a  pro- 
fessional man,  but  as  a  good  citizen. 

And  now  the  question  arises  as  to 
what  can  be  done  to  mitigate  these 
conditions  and  limit  the  spread  of 
these  diseases.  Isolation  and  segre- 
gation of  prostitutes  will  not  do  it; 
France  and  other  countries  have  tried 
that,  certainly  with  no  resulting  im- 
provement in  the  moral  tone  of  the 
country  and  no  apparent  diminution 
of  sexual  diseases.  As  Morrow  lias 
aptly  put  it :  "  The  male  factor  is  the 
chief  malefactor,  and  he  is  entirely 
neglected  in  this  arraignment."  Li- 
censing and  a  routine  examination  of 
prostitutes  is  absolutely  useless,  for 
we  all  know  that  a  cursory  examina- 
tion,  and  often   even   a  careful  and 


painstaking  examination,  cannot  ex- 
clude venereal  disease,  and,  further- 
more, the  fees  paid  to  men  who  have 
done  this  work  are  not  of  a  character 
to  command  the  ability  which  is  es- 
sential to  perform  it  in  anything  like 
a  satisfactory  manner. 

Making  gonorrhea  and  syphilis  re- 
portable diseases  would,  I  believe,  do 
harm,  for  the  simple  reason  that  men 
would,  not  submit  to  treatment,  know- 
ing that  publicity  was  the  penalty 
thereof.  Requiring  a  physician's  cer- 
tificate as  a  preliminary  to  the  mar- 
riage license,  I  do  not  believe  is  prac- 
tical. In  fact,  I  do  not  think  that  any 
possible  form  of  legislation  can  have 
any  great  effect  upon  the  spread  of 
these  diseases. 

While  I  appreciate  that  there  are 
innumerable  forces  behind  the  great 
social  evil,  yet,  in  my  opinion,  there 
is  one  predominating  factor,  and  that 
is  ignorance ;  and  for  ignorance  there 
can  be  only  one  remedy — education — 
and  education  in  its  broadest  and  most 
liberal  sense.  This  would  fall,  natu- 
rally, under  three  headings  :  Educa- 
tion of  the  medical  profession,  educa- 
tion of  the  young  American  boy  and 
girl  and  man  and  woman,  education 
of  the  general  public,  particularly  that 
very  large  majority  who  are  afflicted 
with  some  form  of  social  disease  and 
are  potential  distributers. 

Under  the  first  heading  great  prog- 
ress has  been  made  in  recent  years ; 
whereas  a  few-  years  ago  the  whole 
subject  of  venereal  disease  was 
touched  upon  in  a  very  cursory  man- 
ner by  the  professor  of  surgery  in  one 
or  two  lectures,  to-day  every  medical 
college  has  a  special  chair  for  this  de- 
partment, an  adequate  course  of  lec- 
tures and  clinical  demonstrations,  and 
the  student  is  required  to  pass  an  ex- 
amination before  securing  hi>  degree. 
But  this  is  not  enough.  The  medical 
student  and  the  medical  man  should 
be  impressed  with  the  importance  <>f 
the  conditions  and  the  responsibility 
assumed  in  treating  cases  of  tin's  kind. 
These  matters  should  be  taken  up  and 
discussed  more  frequently  and  freely 
at  our  medical  society  meetings,  in 
this  way  stimulating  interest  and  en- 
thusiasm, and  all  of  us  should  pause 
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from  time  to  time  in  our  day's  work 
and  consider  some  of  the  figures  such 
as  I  have  quoted,  feel  that  our  respon- 
sibility does  not  cease  after  prescrib- 
ing the  proper  treatment  for  a  cast 
of  gonorrheal  urethritis,  but  that  we 
owe  it  to  ourselves,  to  our  patients, 
and  to  society  at  large  to  explain  to 
him  the  serious  nature  of  his  disease 
with  its  possible  consequences,  and 
the  importance  of  a  thorough  and 
radical  cure.  More  than  this,  many 
of  us  who  are  looked  up  to  by  fami- 
lies as  an  adviser-general  on  matters 
of  health,  and  in  practically  all  other 
matters,  should  act  as  missionaries 
here  and  tell  fathers  and  mothers  of 
growing  sons  and  daughters  some  of 
the  essential  facts  about  these  condi- 
tions, advising  them  to  sit  down  for  a 
few  moments  with  their  children  who 
are  about  to  go  away  to  college  or  to 
engage  in  some  life  work,  and  explain 
to  them  the  temptations  that  may  be 
placed  before  them  and  the  evil  con- 
sequences which  may  result.  There 
is  too  much  reticence  on  the  part  of 
parents  in  matters  of  this  sort,  and 
many  a  young  man  could  be  saved 
from  subsequent  disease  and  degrada- 
tion by  a  few  minutes  of  paternal 
counsel,  frankly  and  openly  given ; 
and  this  brings  us  naturally  to  our 
next  heading:  the  education  of  the 
young  American. 

Much  may  be  done  here.  Some 
very  effective  work  is  being  done; 
several  lectures  on  this  subject  being 
given  last  year  before  branches  of  the 
Y.  M.  C.  A.  in  New  York.  It  is  a 
great  work,  and  should  be  encouraged 
and  expanded.  Hygiene  should  be 
made  a  compulsory  course  in  the  first 
year  of  all  our  high  schools,  acad- 
emies and  colleges,  and  sexual  hy- 
giene should  occupy  a  prominent 
place  in  the  course ;  all  matters  per- 
taining to  this  should  be  taken  up  by 
a  competent  lecturer  and  discussed 
freely  and  openly — without  gloves — 
for  it  is  at  just  this  time  that  these 
diseases  are  most  frequently  acquired, 
and  often  through  ignorance.  I  be- 
lieve that,  in  some  of  the  German  cit- 
ies, pamphlets  of  instruction  along  the 
lines  of  sexual  hygiene  are  issued  to 
all  the    employees  of    factories  and 


other  industrial  institutions.  This 
might  be  done  to  advantage  in  our 
American  cities ;  the  work  could  be 
carried  on  by  the  local  health  depart- 
ment in  co-operation  perhaps  with  the 
county  society.  A  similar  pamphlet 
might  well  be  placed  in  the  hands  of 
all  the  men  in  the  Army  and  Navy, 
particularly  the  new  recruits ;  this  is 
a  notoriously  prolific  field  of  venereal 
disease,  and  is  a  good  field  for  pro- 
phylactic work. 

Under  the  third  heading — educa- 
tion of  the  great  majority — many  of 
us  can  do  our  best  work,  particularly 
in  our  hospital  and  dispensary  prac- 
tice. I  do  not  believe  the  average 
man  with  chronic  gonorrhea  goes 
about  distributing  his  disease  through 
any  motive  of  wilful  viciousness,  but 
because  he  is  ignorant ;  the  average 
gonorrheic  thinks  himself  cured  when 
he  no  longer  has  a  profuse  dis- 
charge, and  he  goes  about  dissemi- 
nating the  virus  in  blissful  ignorance 
of  the  crime  that  he  is  committing, 
and  consequently  it  is  just  here  that  a 
liberal  dose  of  education  is  bound  to 
be  productive  of  some  good  results. 
For  several  months  past  I  have  been 
distributing  to  my  patients  in  the 
clinic  at  the  Brooklyn  Hospital  a  lit- 
tle pamphlet,  couched  in  simple  lan- 
guage, short  and  made  readable  by 
short  paragraphs  with  free  use  of 
capitals,  containing  a  few  salient  facts 
that  seemed  to  me  most  likely  to  im- 
press, and  perhaps  frighten  the  patient, 
and  a  few  words  of  advice.  I  believe 
that  it  has  already  done  some  good. 
Patients  who,  I  think,  would  ordina- 
rily have  discontinued  treatment  with 
the  cessation  of  a  discharge  have  re- 
mained under  treatment  until  they 
were  well ;  the  clinic  has  increased 
perceptibly  in  size,  so  that  I  feel  that 
my  patients  have  been  doing  some 
missionary  work  among  their  friends. 
In  the  last  month  my  associate,  Dr. 
A.  N.  Thomson,  has  prepared  a  simi- 
lar pamphlet  for  distribution  to  syphi- 
litic patients ;  this,  too,  I  am  sure,  will 
be  productive  of  equally  good  results. 
While,  if  we  are  willing  to  take  the 
time,  we  can,  of  course,  explain  all 
these  things  verbally,  yet  I  feel  that 
the    printed    pamphlet    does  better 
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work,  for  the  simple  reason  that  the 
patient  takes  it  home,  reads  it  over 
several  times,  shows  it  to  his  friends, 
and  slowly,  but  surely,  assimilates  the 
facts  that  we  wish  to  place  before 
him. 

In  conclusion,  I  do  not  pretend  to 
offer  anything  that  is  new.  I  have 
simply  tried  to  state  a  few  facts  plain- 
ly and  to  emphasize  the  importance  of 
education  as  a  factor  in  the  control  of 
social  diseases,  nor  do  I  think  that 
education,  even  if  carried  to  a  millen- 
nium, will  ever  eradicate  this  plague. 
The  gynecologist  will  still  be  busy 
with  pus  tubes,  the  neurologist  will 
get  his  share  of  cerebral  gumma,  the 
eye-man  will  continue  to  have  his 
innings  with  ophthalmia  neonatorum, 
and  the  genito-urinary  surgeon  will 
never  grow  stale  in  the  diagnosis  and 
treatment  of  gonorrheal  prostatis ; 
but  I  do  think  that  a  sincere,  earnest 
campaign  of  education  on  the  part  of 
the  medical  profession  will  go  a  long 
way  toward  modifying  some  of  the 
statistics  which  I  have  qu6ted  here 
to-night. 

The  phamplet  reads  as  follows : 

SOME  FACTS  WHICH  SHOULD 
BE  GENERALLY  KNOWN. 

GONORRHEA,  or  Clap,  as  it  is  com- 
monly called,  is  a  disease  which  is  caused 
by  a  specific  germ  or  microbe ;  wherever 
these  germs  are  deposited  upon  a  mucous 
membrane,  as  for  example,  the  genital 
organs,  gonorrhea  results. 

The  disease  usually  is  conveyed  from 
one  sex  to  the  other  by  means  of  illicit 
intercourse.  It  is  posstole  to  contract  it 
by  contamination  from  a  water-closet,  pro- 
viding the  water-closet  has  been  previous- 
ly infected  by  some  other  person  who  has 
the  disease. 

It  usually  manifests  itself  from  three  to 
ten  days  after  exposure ;  the  first  symp- 
toms are  a  stinging  pain  on  urination,  fol- 
lowed by  a  discharge  of  pus  from  the 
urethra  or  urinary  canal.  This  pus  con- 
tains tn  ill  ions  of  germs  to  every  drop  and  is 
highly  contagious.  A  small  drop  placed  in 
the  eye  would  completely  destroy  the  eye 
in  one  or  two  days. 

The  disease,  if  properly  cared  for,  may 
be  entirely  cured  in  from  four  to  six  weeks 
(so-called  cures  covering  a  shorter  period 
of  time  are  fakes). 

When  neglected,  Of  improperly  treated,  it 
becomes  one  of  the  most  dreadful  diseases 
which  afflicts  mankind — and  one  of  the  most 
difficult  t<>  (lire. 


It  occasionally  results  in  complete  loss  of 
sexual  power,  and  sometimes,  when  too 
long  neglected,  is  absolutely  incurable. 

Many  times  men  believe  they  are  cured 
because  they  have  no  running  or  discharge, 
but  a  close  examination  on  arising  in  the 
morning  will  often  show  a  slight  drop,  or, 
if  there  is  no  drop,  the  urine,  when  passed 
in  a  small  glass,  will  show  a  cloudiness  or 
numbers  of  little  shreds  or  particles 
(urine,  when  first  passed  should  be  per- 
fectly clear)  ;  these  particles  often  contain 
large  numbers  of  germs  and  cases  at  this 
stage  are  as  contagious  as  when  there  is  an 
abundant  discharge. 

It  is  just  through  this  class  of  cases 
among  men  who  think  they  are  cured,  but 
arc  not,  that  the  disease  is  spread  about, 
or  the  newly  married  man  may  infect  his 
wife.  She  may  have  very  little  or  no 
trouble  at  the  time,  but  later  on  she  be- 
comes a  chronic  invalid  and  gets  relief  only 
by  the  most  serious  form  of  surgical  op- 
eration, ocasionally  involving  the  removal 
of  the  entire  womb.  Nearly  a  third  of  all 
the  grave  operations  performed  upon 
women  in  the  hospital  are  from  just  such  a 
cause.  If  there  are  children  resulting  from 
the  marriage,  there  is  a  possibility  of  their 
being  blind  from  birth.  Practically  all  chil- 
dren who  are  blind  from  birth,  and  there 
are  thousands  of  such  cases,  are  made  blind 
by  gonorrhea. 

Now  as  to  the  methods  of  avoiding  this 
disease  and  its  many  dire  results.  Of 
course  the  safest  and  best  plan  is  to 
avoid  illicit  intercourse.  Sexual  intercourse 
is  by  no  )neans  essential  to  perfect  health. 
The  healthiest  and  best-developed  men  are 
those  who  have  never  had  intercourse  until 
they  are  married. 

However,  when  a  man  is  so  unfortunate 
as  to  acquire  this  disease,  he  should  at 
one  place  himself  under  the  care  of  a  com- 
petent physician,  or,  if  this  is  impossible 
through  lack  of  funds  or  other  causes,  ap- 
ply for  treatment  at  the  nearest  dispensary 
and  remain  under  treatment,  not  only  until 
the  discharge  has  stopped,  for  the  disease 
is  not  necessarily  cured  at  this  time,  but 
until  the  doctor  discharges  him  as  cured. 

SOME  IMPORTANT  DONT'S. 

I.  Don't  attempt  to  treat  yourself.  You 
would  not  attempt  to  treat  yourself  for 
consumption ;  it  is  no  easier  to  treat 
gonorrhea. 

TI.  Don't  be  treated  by  your  friend  or 
the  druggist.  No  two  cases  of  gonorrhea 
are  just  alike,  and  what  cured  your  friend 
may  not  cure  you. 

III.  Pon't — and  this  is  the  most  im- 
portant don't  of  all — allo:e  yourself  to  be 
treated  and  humbugged  by  the  so-called 
doctors  who  advertise  in  the  newspapers. 
They  are  the  worst  kind  of  quacks  and 
fakirs  and  never  cure  the  disease.  They 
may  stop  the  discharge  temporarily,  but  the 
disease,  not  being  properly  cured,  comes 
back  a  few  weeks  <>r  months  later. 


CONTROL  OF  SOCIAL  DISEASE. 


-55 


IV.  Don't  neglect  it  until  it  becomes 
chronic.  It  may  take  months,  and  even 
years,  of  treatment  to  cure  it  if  you  do. 

V.  Don't  marry  if  you  have  ever  had 
gonorrhea  until  you  have  been  examined  by 
a  physician  and  told  that  you  are  Well.  The 
disease  may  lurk  in  the  system  for  years, 
long  after  you  think  you  are  cured. 

SOME  FACTS  ABOUT 
SYPHILIS. 

SYPHILIS,  blood  poison,  pox,  is  a 
chronic,  highly  infectious  disease  due  to  a 
poison  circulating  through  the  body,  prob- 
ably caused  by  a  germ. 

It  is  most  often  transmitted  by  sexual 
intercourse.  It  may  be  contracted  by  using 
towels,  soap,  dishes,  pipes,  water-closets, 
bedding,  clothing  and  other  articles'  in- 
fected by  a  person  having  the  disease. 

When  the  poison  first  gets  beneath  the 
skin  (or  mucous  membrane)  it  is  not 
strong  enough  to  set  up  any  inflammation. 
About  three  weeks  after  the  infection  the 
poison  has  increased  and  accumulated  to 
such  an  extent  that  the  first  sign  of  the 
disease  appears.  This  is  a  Chancre,  also 
known  as  the  initial  sore,  first  sore,  hard 
chancre. 

The  poison  is  now  absorbed  by  the  ves- 
sels of  the  body  (blood  and  lymph).  In 
about  two  months  there  is  enough  in  the 
body  to  cause  other  symptoms — skin 
rashes,  headaches,  sore  throat,  swelling  of 
glands,  body  and  bone  pains  and  general 
weakness. 

This  is  the  time  for  treatment! 

Can  syphilis  be  cured ? 

The  answer  is — yes!  But  not  in  a  week, 
a  month,  or  a  year.  Treatment  must  be 
persisted  in  for  a  period  of  two  or  three 
years ! 

After  a  month  of  treatment  you  may  be 
well  as  far  as  you  can  see.  But  you  are 
not.  Not  only  are  you  still  suffering  with 
the  disease,  but  you  can  infect  others  in 
many  ways.  You  must  not  marry  or  have 
sexual  intercourse  until  your  doctor  con- 
sents. You  must  protect  other  people  until 
the  doctor  says  you  are  no  longer  a  source 
of  danger  to  your  family  and  the  public. 

You  must  use  separate  towel,  soap, 
dishes,  clothing,  bedding,  etc. 

Syphilis  may  show  itself  at  different 
times  for  a  year  or  more  and,  without 
much  treatment,  seem  to  be  cured  at  each 
attack.  It  is  still  in  the  system.  After 
a  time  the  poison  becomes  partly  exhaust- 
ed. It  then  begins  to  work  upon  the  deep- 
seated  organs  of  the  body.  Ten  years  or 
more  may  elapse  before  it  again  shows  it- 
self. Then  abscesses,  bone  disease,  brain 
trouble  and  other  conditions  of  the  internal 
organs  appear. 


In  the  first  stage  (chancre)  the  disease 
is  developing  and  there  is  no  loss  of  tissue. 

In  the  second  stage  (rash,  sore  mouth, 
etc.)  the  disease  is  at  its  height  and  may 
cause  loss  of  tissue. 

In  the  third  stage  (abscesses,  disease  of 
internal  organs)  there  is  loss  of  tissue 
or  inflammatory  change  which  destroys 
the  functions  of  the  organs. 

The  first  stage  is  highly  infectious. 

The  second  stage  is  the  same.  Prop- 
er treatment  makes  you  less  of  a  danger  to 
other  people. 

The  third  stage  is  very  slightly  infec- 
tious, but  is  the  most  dangerous  to  you. 
There  should  be  no  third  stage  if  you  stick 
to  your  treatment. 

Still  another  type  of  the  disease  is 
hereditary  syphilis.  If  you  marry  before 
a  complete  cure,  not  only  will  you  infect 
your  wife,  but  the  children  born  to  you 
will  have  the  disease. 

THINGS  TO  DO. 

Consult  a  reputable  doctor  as  soon 
as  you  notice  any  sore  on  the  penis — or 
any  very  hard  sore  that  does  not  heal  read- 
ily— on  any  part  of  the  body.  A  chancre 
may  stay  but  a  few  days,  and  as  it  leaves 
no  scar,  should  be  seen  by  a  doctor  for 
identification. 

See  a  doctor  as  soon  as  you  notice 
any  second  stage  symptoms  as  rash,  head- 
ache, weakness,  sore  throat,  body  or  bone 
pains,  etc.  Go  to  a  dispensary  if  you  can- 
not afford  to  pay  a  doctor's  fee. 

Remain  under  treatment  until  pronounced 
cured.  Remember  that  it  will  take  two  or 
three  years  of  constant  treatment  to  effect 
a  cure. 

Consider  your  family,  friends  and  public. 
Do  not  in  any  way  expose  them  to  your 
disease. 

THINGS  NOT  TO  DO. 

Do  not  use  dishes,,  glasses,  tozvels,  bed- 
ding, clothing,  etc.,  that  will  be  used  by  an- 
other person  before  they  have  been  well 
cleaned  and  boiled. 

Do  not  have  sexual  intercourse  while 
you  have  the  disease  in  an  infectious  form. 

Do  not  kiss  while  your  mouth  is  sore. 

Do  not  get  married  until  you  have  your 
doctor's  consent.  One  who  has  had  syph- 
ilis should  not  marry  until  two  years  have 
elapsed  after  cure  seems  complete.  Allow- 
ing two  years  for  treatment,  this  makes 
four  years  from  time  of  infection. 

Do  not  neglect  your  treatment.  If  you 
do,  it  is  time  lost.  When  the  disease  again 
produces  symptoms  it  will  mean  a  new  be- 
ginning of  treatment  with  all  past  treat- 
ment of  no  avail  and  time  wasted. 

A  last  don't,  an  important  don't. 

Do  not  go  to  a  fakir  that  advertises! 
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JANUARY,  1908. 


ASSOCIATED  PHYSICIANS  OF 
LONG   ISLAND;  TENTH 
ANNUAL  MEETING. 

THE  Report  of  the  Superintend- 
ent of  the  Hospital  shows  a 
year  of  considerable  advance 
Library  Building  of  the  Medical  So- 
ciety of  the  County  of  Kings,  in 
Brooklyn,  Saturday  afternoori,  Janu- 
ary 25,  1908.  The  meeting  will  be 
called  to  order  at  3  o'clock.  The 
Chairman  of  the  Scientific  Committee 
has  arranged  a  Symposium  on  "The 
Results  of  Operative  Treatment  of  the 
Upper  Abdominal  Digestive  Tract." 
The  papers  presented  will  be  as  fol- 
lows : 

1.  "In  Benign  Disease  of  the 
Stomach  and  Duodenum,"  by  A.  T. 
Bristow,  M.D. 

2.  "In  Malignant  Disease  of  the 
Stomach,"  by  II.  B.  Delatour,  M.D. 

3.  "In  Disease  of  the  Gail-Bladder 
and  Bile  Ducts,"  by  R.  W.  Westbrook, 
M.D. 

4.  "In  Disease  of  the  Pancreas,"  by 
W.  C.  Wood,  M.D. 

An  election  of  officers  for  the  year 
1908  will  take  place  at  this  meeting. 
A  -  a  rule,  the  Annual  Meeting  is,  from 
a  scientific  standpoint,  one  of  the  best 
meeting  of  the  year,  and  certainly 
such  a  Symposium  as  is  outlined 
above  should  attract  a  large  attend- 
ance.   The  dinner,  which  will  follow 


the  meeting,  is  informal,  and  gives  an 
opportunity  for  the  men  from  out  of 
town  to  become  acquainted  with  their 
colleagues  in  Brooklyn.  • 

The  year  has  been  a  prosperous 
one  with  the  Association ;  its  new 
Journal,  which  has  completed  its 
first  volume,  has  been  a  success ;  the 
meetings  which  have  been  held  during 
the  year  have  been  well  attended; 
and  the  subjects  which  have  been 
brought  up  before  the  members  have 
been  widely  commented  upon  in  other 
sections  of  the  country. 

A  new  topic  which  will  come  before 
the  Association  for  discussion  is 
"Shell-Fish  as  Carriers  of  Disease"; 
and  methods  will  be  devised  for  the 
proper  protection  of  the  public. 

During  the  year,  the  Long  Island 
Railroad  found  it  necessary  to  with- 
draw its  special  train  for  the  members 
of  the  Association,  but  this  has  made 
no  difference  in  the  attendance  at  the 
meetings. 

Attempts  have  been  made  to  con- 
nect the  Society  with  the  State  So- 
ciety, making  it  practically  a  district 
branch,  but  those  who  have  been  in- 
fluential in  guiding  the  policy  of  the 
Association  have  seen  the  fallacy  of 
such  a  procedure,  and  we  have  re- 
tained our  absolute  independence. 


WILLI  AMSBURGH  HOSPITAL 
REPORT  FOR  1906. 

THE  Report  of  the  Superintend- 
ent of  the  Hospital  shows  a 
year  of  considerable  advance 
and  prosperity  in  the  affairs  of  the 
Williamsburgh  Hospital.  In  the 
wards  and  private  rooms.  300  more 
patients  were  treated  than  in  1 005 . 
and  the  number  of  ambulance  calls 
was  greater  by  about  400.  The  num- 
ber of  nurses  was  likewise  increased, 
a  permanent  pharmacist  was  added, 
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the  House  Staff  was  increased  from 
three  to  four,  and  a  large  frame 
house  adjoining  the  Hospital  on 
South  Third  Street  was  bought  for  a 
Home  for  Nurses.  It  is  rather  re- 
markable to  learn_that  the  current  ex- 
penses of  the  Hospital  have  been 
successfully  met  when  we  know  that 
there  have  been  such  few  sources  from 
which  to  draw  funds.  The  event  of 
the  year  in  the  affairs  of  the  Hospital 
occurred  in  December,  1906,  when  a 
close  association  was  made  by  it  with 
the  Brooklyn  Post-Graduate  Medical 
School ;  as  a  result  of  this,  the  scien- 
tific prestige  of  the  institution  is 
greatly  increased. 

In  looking  over  the  Medical  and 
Surgical  Report,  one  is  impressed 
with  the  large  amount  of  surgical 
work  which  is  done  in  the  Hospital 


and  especially  with  the  number  of 
accident  cases  which  are  treated ;  for 
example,  during  the  year  there  were 
21  cases  of  dislocation  and  152  cases 
of  fractures.  Under  the  heading  of 
peritonitis,  there  occurred  7  cases  of 
plastic  peritonitis,  26  cases  of  diffuse 
peritonitis,  1 1  cases  of  tubercular  peri- 
tonitis and  13  cases  of  gonorrheal 
peritonitis,  making  a  total  of  57  cases, 
with  only  8  deaths.  Possibly,  a  closer 
search  into  the  diagnosis  of  these 
cases  might  change  the  Report,  at 
least  the  13  cases  of  gonorrheal  peri- 
tonitis, although  it  very  frequently 
occurs,  yet  in  such  a  ratio  it  is  at  least 
unusual.  The  pictures  which  appear 
of  some  of  the  departments  of  the 
Hospital  add  attractiveness  to  the  Re- 
port. 
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Mosquito  Fever  —  According  to 
reports  of  recent  date,  the  Interna- 
tional Sanitary  Congress  in  session  at 
Mexico  City  have  voted  to  designate 
Malarial  Fever  as  "Mosquito  Fever." 
This  has  been  done  in  order  to  force 
upon  the  public  a  knowledge  of  the 
etiology  of  the  disease.  It  certainly 
seems  to  be  a  step  in  advance. 

Dr.  William  Francis  Campbell  has 

removed  his  office  to  394  Clinton  Ave- 
nue. His  new  telephone  number  is 
4200  Prospect. 

Dr.  James  T.  Pilcher  has  estab- 
lished his  office  with  Dr.  Charles  East- 
mond  at  Adelphi  Street  and  Greene 
Avenue.  Office  telephone  number  is 
3844  Prospect. 

Long  Island  Society  of  Anesthet- 
ists held  their  regular  meeting  on 
December  5,  1907,  at  the  Williams- 
burgh  Hospital ;  papers  were  read  by 
Dr.  Watt  and  Dr.  Erdmann ;  there 
was  also  an  exhibition  of  apparatus. 

Memorial  Meeting  —  The  Section 
of  General  Medicine  of  the  Medical 
Society  of  the  County  of  Kings  held 
a  Memorial  Meeting  in  the  Library 
Building,  to  pay  a  tribute  to  Dr.  Wil- 


liam Nathan  Belcher,  who  died  No- 
vember 20,  1907.  Papers  were  read 
by  Drs.  Frank  West,  John  McCorkle 
and  John  Harrington. 

Memorial  Service  —  On  Sunday 
afternoon,  December  15,  1907,  a  Me- 
morial Service  was  held  at  the  Metho- 
dist Episcopal  Hospital,  to  honor  the 
late  Dr.  Belcher. 

Dr.  William  G.  Russell  died  at 
his  home,  27  McDonough  Street, 
Brooklyn,  on  Tuesday.  He  was  a 
graduate  of  the  Long  Island  College 
Hospital,  and  had  been  practicing  for 
about  thirty  years.  Dr.  Russell  was 
a  native  of  Manhattan.  He  was  a 
member  of  the  Kings  County  Medi- 
cal Society  and  the  New  York  State 
Medical  Association.  His  wife  and  a 
son  survive  him. 

Brooklyn  Pathological  Society — 

The  following  men  have  completed 
membership : 

Dr.  Jerome  L.  Moore,  175  Sixth 
Avenue,  Brooklyn. 

Dr.  R.  M.  Rome,  226  Clermont 
Avenue,  Brooklyn. 

Dr.  E.  T.  D.~  Howell,  Seney  Hos- 
pital, Brooklyn. 
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Dr.  Wm.  H.  Lohman,  1938  Bergen 
Street,  Brooklyn. 

Dr.  Cassius  H.  Watson,  203  Greene 
Avenue,  Brooklyn. 

Dr.  S.  L.  Taylor,  644  St.  Mark's 
Avenue,  Brooklyn. 

Dr.  Francis  A.  Hulst,  1038  Bergen 
Street,  Brooklyn. 

Dr.  L.  M.  Cornelius,  1433  55th 
Street,  Brooklyn. 

Dr.  Joseph  W.  Goldsmith,  250  Em- 
erson Place,  Brooklyn. 

Psychiatrical  Clinic— Dr.  O.  M. 
Dewing,  Superintendent  of  the  Long 
Island  State  Hospital,  desires  to  an- 
nounce to  the  medical  profession  that 
a  psychiatrical  clinic  will  be  held  at 
hospital,  corner  of  Clarkson  Street 
.and  Albany  Avenue,  Borough  of 
Brooklyn,  at  9  A.  M.  every  Friday. 
At  this  clinic  interesting  cases  will  be 
presented  by  members  of  the  medical 
staff  and  an  opportunity  given  for  the 
personal  examination  of  these  cases, 
and  for  general  discussion  of  them. 

All  physicians  are  cordially  invited 
to  attend. 

College  of  Physicians  and  Sur- 
geons, Decennial  Reunion — The  Re- 
union Banquet  of  the  Class  of  '98, 
College  of  Physicians  and  Surgeons, 
will  be  held  on  Saturday  evening, 
February  29.  Notification  of  the 
place  of  meeting  will  be  given  later. 
It  has  been  decided  to  lower  the  as- 
sessment of  each  member  of  the  class 
to  six  dollars. 

If  you  are  among  the  few  who  have 
failed  to  answer  the  questions  for  the 
Class  book,  kindly  do  so  at  once.  In 
mentioning  any  article  you  have  writ- 
ten, please  give  the  name  and  date  of 
the  jounral  in  which  it  appeared. 

Clinical  Lectures  on  Orthopedic 
Surgery — Dr.  Russell  A.  TTibbs  gave 
a  free  course  of  clinical  lectures  on 
orthopedic  surgery  at  the  New  York 
Orthopedic  Dispensary  and  Hospital, 
Otl  Tuesday  and  Friday  afternoons 
during  December.  The  course  will 
probably  be  repeated  next  year. 

Anesthetic  Clinic  Whenever 
there  is  opportunity  during  the  Col- 
lege year.  Dr.  Frdmann  will  demon- 
strate the  use  of  the  hyper-volatile 
anesthetics  on  Wednesdays  and 
Thursdays,  from  1  to  2  P.  M.,  in  the 


Dental  Room  of  the  Polhemus  Clinic. 
The  profession  is  invited  to  be  present. 

Dr.  De  Witt  C.  McClymont  has 

resigned  his  position  on  the  Medical 
Staff  of  the  State  Hospital  for  the 
Insane,  at  King's  Park,  and  is  now 
practicing  medicine  at  Northport,  re- 
siding in  the  house  occupied  for  many 
years  by  the  late  Dr.  H.  H.  Davidson. 

Long   Island    Medical    Society — 

The  Annual  Meeting  of  the  Long 
Island  Medical  Society  was  held  on 
December  2,  at  13 13  Bedford  Avenue, 
the  President,  Dr.  W.  Carl  Schoeni- 
jahn,  in  the  chair.  The  reports  made 
by  the  various  officers  showed  the  So- 
ciety to  be  in  a  prosperous  condition. 
The  scientific  programme  of  the  even- 
ing was  as  follows: 

1.  ''Surgical  Treatment  of  Otor- 
rhcea,"  by  Dr.  Wm.  C.  Braislin. 

2.  "Diagnosis  of  Ectopic  Gestation," 
by  Dr.  John  O.  Polak. 

3.  "Report  of  Case  of  Rupture  of 
Uterus,  with  Recovery,"  by  Dr.  Wm. 
E.  Butler. 

4.  "A  New  Operation  for  Enlarged 
Prostate,"  by  G.  M.  Muren. 

The  following  officers  were  elected 
for  the  ensuing  year: 

President,  Dr.  Le  Grand  Kerr. 
Vice-President,  Dr.  J.  E.  Jennings. 
Secretary,  Dr.  James  Pullman. 
Treasurer,  Dr.  James  Watt. 
Trustee,  Dr.  W.  C.  Schoenijahn. 
Editor,  Dr.  John  R.  Stivers. 

Milk  Dealers'  Union  of  Paris — 

Baron  Henri  de  Rothschild  has  been 
attacked  by  the  Milk  Dealers'  Union 
of  Paris  on  the  ground  that  the  philan- 
thropic work  of  supplying  milk  to  the 
poor  at  cheaper  rates  and  in  purer 
condition  than  that  obtained  in  the 
ordinary  shops  is  injuring  their  busi- 
ness :  the  traders  claim  that  he  only 
gives  away  a  small  amount  to  the 
poor,  and  in  this  way  avoiding  the  tax 
he  makes  a  large  profit.  Tt  is  an  at- 
tempt on  the  part  of  the  Union  to 
force  the  people  to  buy  impure  milk. 

Proprietary  Medicines  in  Aus- 
tralia— The  Montreal  Medical  Jour- 
nal summarizes  the  recommendations 
<»f  the  Australian  Commission  on  Pro- 
prietary Medicines  as  follows: 

1.  That  the  formulae  of  all  pro- 
prietary remedies  shall  be  printed  on 
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the  labels,  the  quantities  of  the  in- 
gredients as  well  as  their  names  to  be 
given. 

2.  That  no  advertisement  or  recom- 
mendation be  permitted  upon  the  pack- 
age. 

3.  That  all  advertisements  of  pro- 
prietary remedies  in  any  form  what- 
ever be  prohibited. 

4.  That  the  transmission  by  post  of 
any  literature  relating  to  proprietary 
remedies  be  prohibited. 

5.  That  letters  patent  be  granted  as 
now  for  any  approved  and  novel  for- 
mulae for  the  prevention,  alleviation, 
or  cure  of  human  ailments.  Provided 
that  no  patent  be  granted  for  any 
single  drug  or  agent  which  is  not 
compounded,  and  that  every  proprie- 
tary name  which  is  applied  to  the 
patented  combination  be  registered. 

6.  That  the  quality,  nature,  and 
properties  of  the  composition  shall  be 
such  as  may,  in  the  opinion  of  the 
Health  Office,  justify  the  claims  of  the 
inventor. 

7.  That  in  the  cases  of  articles  im- 
ported into  Australia  the  same  restric- 
tions shall  apply  as  in  the  country  of 
origin. 

8.  That  no  anti-conceptional  prep- 
arations of  articles  expressly  for  that 
purpose,  be  held  for  sale  or  sold. 

9.  That  for  the  purpose  of  effective 
control  a  bureau  of  chemistry  should 
be  established  with  branches  in  the 
various  ports  of  the  Commonwealth. 

It  is  interesting  to  note  the  similar- 
ity of  purpose  in  the  aims  of  this 
Commission  and  that  of  the  American 
Medical  Association. 

Dr.  Robert  M.  Elliott,  Superin- 
tendent of  the  Willard  State  Hospital, 
has  been  appointed  Adjunct  Professor 
of  Mental  Diseases  at  the  Long  Island 
College  Hospital.  In  this  hospital  for 
a  number  of  years  it  has  been  Dr.  El- 
liott's custom  to  conduct  certain  clin- 
ics, and  this  recognition  of  his  services 
is  most  deserving.  His  work  in  men- 
tal diseases  is  becoming  more  and 
more  widely  known,  and  the  Faculty 
of  the  Long  Island  College  Hospital 
are  to  be  congratulated  upon  their 
choice  to  fill  this  office. 

Death  of  Dr.  Henry  P.  Loomis 
— On  Sunday,  December  22,  1907,  Dr. 
Henry  P.  Loomis  died  of  pneumonia 


at  his  home  in  New  York  City.  His 
father  died  in  1895  of  the  same  disease. 
Both  father  and  son  have  been  widely 
known  as  expert  diagnosticians  in 
diseases  of  the  heart  and  lungs.  Dr. 
Loomis  was  graduated  from  the  Medi- 
cal Department  of  the  University  of 
New  York  in  1883,  and  later  on 
studied  in  Berlin,  Heidelberg  and 
Vienna.  To  the  "American  System 
of  Practical  Medicine"  he  contributed 
the  chapters  on  Bright's  Disease ;  in 
''American  Jurisprudence  and  Toxi- 
cology" he  contributed  the  chapters 
on  "Post- Mortem  Examinations."  His 
pathological  work  and  his  connection 
with  the  New  York  Board  of  Health 
and  the  Cornell  Medical  College  have 
kept  him  prominently  before  the  pro- 
fession. 

Death  of  Dr.  George  F.  Shrady 

— Dr.  Shrady  died  November  30, 
1907.  The  cause  of  death  is  given  as 
pyemia  following  an  attack  of  gall- 
stones, impacted  in  the  gall-bladder. 
Those  who  saw  him  in  consultation 
decided  against  operation.  He  was 
born  in  New  York  January  14,  1837, 
and  received  his  education  in  the 
schools  of  New  York  City,  graduating 
from  the  College  of  Physicians  and 
Surgeons  in  1858.  He  served  in  the 
United  States  Army  during  the  Civil 
War.  During  the  course  of  his  prac- 
tice, his  attendance  upon  a  number  of 
patients  of  national  reputation  brought 
him  prominently  before  the  public. 
He  was  Visiting  Surgeon  of  St.  Fran- 
cis' Hospital  for  twenty  years  and  was 
Consulting  Surgeon  to  many  New 
York  hospitals.  As  editor,  first,  of  the 
M edical  Times  and,  later,  of  the  M ed- 
ical  Record,  he  established  for  himself 
an  enviable  reputation  in  the  literary 
world.  He  is  survived  by  his  wife 
and  five  children. 

The  Anglo-American  Medical  As- 
sociation of  Berlin — This  Associa- 
tion has  just  publshed  its  Year  Book 
for  1907.  It  contains  the  programme 
of  its  meetings  during  1906-7,  and 
much  information  concerning  the 
courses  which  are  most  sought  for  by 
American  and  English  students  in 
Berlin  ;  to  any  one  who  is  anticipating 
a  course  of  study  in  that  city  the  in- 
formation which  this  book  gives  is 
indispensable. 
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Twenty-eighth    Stated  Meeting, 

held  at  Patchogue,  L.  I.,  Saturday, 
June  22,  1907. 


The  Technic  of  Office  Gynecology. 

A  paper  with  the  above  title  was 
read  by  Dr.  George  McNaughton, 
of  Brooklyn. 

Some    Points    in    the  Preventive 
Gynecology  of  the  General 
Practitioner. 

A  paper  with  the  above  title  was 
read  by  Dr.  Robert  L.  Dickinson, 
of  Brooklyn. 

Discussion. 

DR.  CHARLES  JEWETT  said 
that  in  the  time  allotted  he  could 
do  no  more  than  mention  a  few 
points,  and  those  very  much  after  the 
fashion  of  a  telegram.  Referring  to 
Dr.  McXaughton's  paper  one  or  two 
things  occurred  to  him,  not  so  much  in 
comment  on  what  the  doctor  had  said 
as  in  the  line  of  further  suggestions. 

In  a  properly  appointed  examining 
room  it  is  hardly  possible  to  have  too 
much  light.  Top  light  as  well  as  side 
light  should  be  had,  yet  shades  were 
needed  to  make  the  room  compara- 
tively dark  when  necessary  for  cystos- 
copy. It  is  fortunate  if  the  room  is 
situated  so  that  direct  sunlight  can 
sometimes  be  used. 

An  electric  power-plant  for  light  as 
well  as  cautery  is  indispensable.  For 
artificial  light  the  electric  head  lamp 
is  for  many  purposes  better  than  the 
head  mirror,  and  the  best  of  the  head 
lamps  is  the  Soucky  lamp.  An  objec- 
tion to  it  is  that  it  falls  partly  in  the 
axis  of  vision.  A  good  diagnostic 
lamp  on  the  end  of  a  staff  held  in  the 
hand  is  often  the  best. 

For  holding  appliances  that  must  be 
within  easy  reach,  a  scries  of  swing- 
ing trays  like  those  used  by  laryngol- 
OglStS  18  convenient. 


Very  important  is  the  examining 
table.  Many  of  the  common  patterns 
are  crude  and  clumsy.  He  had  de- 
vised a  modification  of  the  counter- 
balanced operating  table  of  Kny- 
Scheerer.  It  serves  for  the  horizontal, 
the  dorsal-recumbent  and  the  Pryor. 
as  well  as  the  Sims  and  dorsal-ele- 
vated positions.  The  Pryor  position, 
that  is  a  combined  Trendelenburg  and 
lithotomy  position,  is  most  convenient 
for  cystoscopic  examination  with  the 
Kelly  instruments. 

Dr.  McNaughton  had  spoken  of  la- 
boratory examinations.  Much  of  the 
urinary  examinations  the  office  nurse 
should  be  taught  to  make ;  so  too  of 
hemoglobin  estimates.  Blood  counts, 
secretions  and  tissues  must  go  to  the 
laboratory  as  a  rule.  Yet  a  competent 
nurse  can  learn  to  make  smears  and 
stain  them. 

Case-records,  the  speaker  thought, 
are  best  kept  in  book  form.  While 
for  many  purposes  the  card  index  is 
ideal,  case-records  in  books  are  safer 
against  loss  and  confusion. 

A  very  important  matter  especially 
in  cases  likely  to  come  to  operation  is 
the  general  examination  of  the  pa- 
tient. No  such  patient  should  be 
passed  without  an  examination  of  the 
thoracic  and  abdominal  organs  as 
complete  as  the  skilled  internist  can 
make  it.  For  this  the  aid  of  the  spe- 
cialist in  general  medicine  must  some- 
times be  invoked. 

With  reference  to  unmarried  wo- 
men in  whom  a  vaginal  examination 
may  be  undesirable  the  plan  suggest- 
ed by  Dr.  Kelly  frequently  helps.  The 
patient  is  placed  in  the  knee-chest  po- 
sition and  a  proctoscope  passed  into 
the  bowel,  ballooning  the  rectum.  The 
patient  again  lies  on  the  back.  It  is 
then  usually  possible  by  the  abdomino- 
rectal  method  to  palpate  uterus,  tubes 
and  ovaries  satisfactorily.  This  same 
method  is  sometimes  of  use  in  other 
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cases,  especially  if  the  uterus  is  drawn 
down  with  traction  forceps. 

The  urinary  system  and  rectum 
must  of  necessity  be  included  in  the 
province  of  the  gynecologist. 

The  speaker  understood  Dr.  Mc- 
Naughton  to  say  that  uterine  fibroma 
occurs  more  frequently  in  the  unmar- 
ried ;  he  did  not  think  statistics  would 
sustain  that  statement. 

The  pessary  the  speaker  thought  an 
instrument  of  definite  value  within 
certain  limits,  especially  in  inoperable 
cases,  and  in  others  in  which  an  op- 
eration must  be  deferred  for  any 
length  of  time,  as  well  as  for  the  cor- 
rection of  certain  displacements  dur- 
ing the  latter  part  of  the  puerperal 
period. 

Dr.  Jewett  exhibited  anatomical 
preparations  mounted  in  a  solid  me- 
dium as  of  interest  for  the  demonstra- 
tion of  normal  and  pathological  con- 
ditions of  the  pelvic  organs. 

With  the  general  object  of  Dr. 
Dickinson's  paper  he  was  in  entire 
sympathy,  but  not  so  with  his  meth- 
ods. Better  leave  such  matters  main- 
ly to  judiciously  written  books. 

Dr.  L.  G.  Baldwin  said  that  one 
important  matter  in  regard  to  office 
diagnosis  is  the  dress  of  the  patient, 
which  many  general  practitioners 
overlook.  No  woman  should  be  ex- 
amined unless  her  entire  clothing  is 
loosened.  Many  demur  to  having 
their  clothes  loosened,  but  it  is  abso- 
lutely essential. 

In  his  experience  anesthetics,  in  a 
majority  of  instances,  retard  rather 
than  aid  in  making  a  diagnosis.  The 
ability  of  a  patient  to  tell  us  what  she 
feels  and  does  not  feel  is,  in  his  ex- 
perience, of  more  use  than  an  an- 
esthetic except  in  unusual  cases. 

As  to  pessaries,  he  wanted  to  sup- 
port Dr.  Polak  in  his  contention,  that 
pessaries  are  of  the  greatest  possible 
use  to  the  practicing  gynecologist. 
The  remark  was  made  by  the  essayist 
that  the  existence  of  so  large  a  num- 
ber of  pessaries  was  proof  that  no 
one  of  them  was  satisfactory.  This 
argued  nothing,  the  speaker  said. 
There  are  a  thousand  different  kinds 


of  needle  holders,  yet  who  would  say 
that  none  of  them  are  of  any  use? 

As  to  Dr.  Dickinson's  paper,  cer- 
tainly the  subject  was  one  which  no 
one  could  make  light  of.  It  is  a  sub- 
ject in  which  the  whole  world  is  con- 
cerned. Xobody  could  deny  that. 
When  we  come  to  consider  this  mat- 
ter, however,  it  is  necessary  to  realize 
that  those  cases  the  doctor  spoke  of 
are  in  the  minority  and  not  the  ma- 
jority. That  a  lack  of  co-operation 
and  harmony  is  responsible  for  the 
greatest  number  of  divorces  there  is 
no  question.  He  should  not  feel,  how- 
ever, that  he  was  justified  in  putting 
into  the  hands  of  a  patient  means  to 
prevent  pregnancy  simply  because  she 
was  going  to  settle  her  house,  or  get 
acquainted  with  her  new  family,  or 
on  account  of  hard  work  in  the  prep- 
aration of  her  outfit.  This  should  be 
reserved  for  conditions  absolutely  en- 
dangering her  life.  He  felt  any  other 
teaching  would  be  against  the  prin- 
ciples of  the  practice  of  medicine. 

In  cases  of  women  upon  whom  phy- 
sicians perform  abortions,  every  one 
of  them  promises  not  to  divulge  the 
name  of  the  doctor.  Invariably  they 
tell  when  they  get  in  trouble  the  name 
of  the  doctor  who  did  the  abortion, 
and  for  that  lack  of  confidence  he 
should  hesitate  to  put  the  knowledge 
of  the  prevention  of  conception  in  the 
hands  of  his  patients,  lest  they  tell  all 
their  friends. 

Dr.  G.  McNaughton  said  he 
thought  he  was  misunderstood  in 
two  or  three  instances,  and  it  was 
merely  to  correct  these  that  he  arose. 
He  did  not  say  that  fibroids  of  the 
uterus  were  more  frequent  in  un- 
married women.  He  did  say  that 
sterile  women  give  a  distinct  his- 
tory, dysmenorrhea,  metrorrhagia 
after  26  or  27  years  of  age,  sterility, 
fibroids. 

As  to  the  use  of  soap  lubricant,  he 
made  a  distinct  point  against  the  use 
of  a  soap  lubricant,  or  any  lubricant 
that  is  soluble  in  water  or  watery 
secretions,  because  it  simply  serves 
the  purpose  of  a  lubricant,  and  pro- 
tects neither  the  patient  nor  the  ex- 
aminer.   The  idea  of  using  a  lubri- 
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cant  like  vaseline  was  with  the  ex- 
pectation that  it  would  to  a  certain 
extent  protect  the  finger,  and  the 
woman  from  contamination  by  the 
finger. 

As  to  the  use  of  pessaries,  he  tried 
to  be  very  fair.  He  quoted  from 
those  he  mentioned,  and  every  one 
of  them  had  something  to  say 
against  the  use  of  pessaries,  but 
every  one  of  them  made  use  of  pes- 
saries, and  he  had  not  the  slightest 
doubt  but  that  every  man  in  the 
room  used  pessaries  and  succeeded 
in  getting  very  good  results  and 
cures.  It  was  still,  however,  a 
mooted  point  as  to  when  they  should 
be  introduced. 

There  is  a  pessary  made  in  Ger- 
many of  a  metal  which  can  be 
moulded  in  your  hand  and  drawn 
into  different  shapes,  until  you  suc- 
ceed in  adjusting  them  until  they 
will  fit.  He  had  forgotten  the  name 
of  them.  They  have  the  appear- 
ance of  aluminum,  are  easily  mould- 
ed and  are  very  valuable. 

Dr.  C.  R.  Hyde  said  that  with  re- 
gard to  speculums,  there  are  those 
doing  office  practice  who  employ  no 
office  nurse.  There  are  times  when 
we  need  the  Sims  position,  for  the 
proper  exposure  of  the  vagina,  and 
this  can  be  done  only  with  the  aid 
of  a  proper  speculum.  The  self  re- 
taining speculum  of  Hanks  will 
overcome  this  difficulty. 

We  cannot  treat  satisfactorily,  he 
said,  certain  conditions,  unless  we 
have  a  Sims  position.  Those  who 
apply  tampons  with  the  patient  in 
the  dorsal  position  do  not  treat 
scientifically,  and  without  the  office 
nurse  there  is  only  one  way  to  over- 
come this  difficulty,  namely,  by  the 
use  of  a  self-retaining  speculum. 

With  regard  to  tampons,  most 
men  use  too  large  tampons.  Small 
ones,  only,  are  necessary.  Many 
large  tampons  are  shoved  into  the 
vagina  in  any  position,  thus  stretch- 
ing the  vagina,  a  condition  which 
should  be  avoided.  Too  large  tam- 
pons, improperly  placed,  simply 
pnll  on  the  posterior  vaginal  wall, 
and  tend  to  cause  retroversion.  He 
had  pictures  to  show  these  patients  the 
different  examining  positions.  One 


has  to  instruct  patients  regarding 
these  positions,  and  the  best  way  is 
to  have  a  photograph  of  the  knee 
chest,  dorsal  and  Sims  to  show  the 
patient.  They  then  get  the  idea 
very  readily. 

As  regards  pessaries,  he  believed 
that  these  are  necessary  in  office 
treatment.  He  had  used  pessaries 
in  adherent  retroversions,  and  had 
gotten  results.  In  a  case  recently 
of  an  adherent  retroverted  uterus, 
he  put  in  a  pessary,  and  the  woman 
was  relieved.  For  the  time  being 
she  is  comfortable.  Without  a  pes- 
sary she  would  not  be  comfortable, 
and  she  will  not  submit  to  opera- 
tion. The  pessary  should  be  ac- 
curately fitted.  We  need  to  measure 
the  length  and  width  of  the  vagina. 
Sometimes  it  takes  three  or  four 
weeks  to  fit  a  pessary  properly. 
The  pessaries  should  be  moulded  to 
fit  the  individual  case.  He  thought 
pessaries  are  not  used  enough.  A 
great  many  simple  non-adherent  re- 
troversions can  be  cured  by  the  use 
of  a  pessary,  instead  of  resorting  to 
an  operation. 

Never  hesitate  to  examine  an  un- 
married woman,  the  speaker  said. 
If  you  are  not  sure,  examine.  Do 
not  let  her  go  simply  because  you 
are  afraid  to  rupture  the  hymen. 
Make  an  ether  examination  to  thor- 
oughly satisfy  yourself,  if  necessary. 

As  regards  Dr.  Dickinson's  paper, 
it  seemed  to  the  speaker  that  he  was 
very  courageous.  He  certainly  was 
a  pioneer  in  this  work,  but  it  was 
hard  to  say  what  position  to  take. 
It  was  only  recently  a  married 
woman  with  three  unmarried  daugh- 
ters said,  "My  three  daughters  will 
not  be  married  without  knowing 
more  of  the  marriage  life  than  I  did. 
I  knew  nothing,  and  I  confess  it  was 
a  distinct  shock  to  me  what  I  ex- 
perienced on  my  marriage  night."' 
There  are  many  girls  who  have 
never  heard  anything  of  the  mar- 
riage relation.  It  may  be  surprising, 
but  it  is  a  fact.  He  thought  we 
should  instruct  these  girls  what  to 
expect  rather  than  to  go  into  details. 
Tell  their  mothers  when  they  begin 
to  menstruate  to  instruct  them  what 
the  menstrual  life  means. 
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SUDDEN  DEATH. 

A  paper  with  the  above  title  was 
read  by  Dr.  William  N.  Belcher,  of 
Brooklyn  (for  which  see  page  13). 

From  the  Surgical  Aspect. 

Dr.  Walter  C.  Wood  said  that  to 
discuss  this  paper  in  full  required  a 
survey  of  most  of  the  subjects  of 
medicine  and  surgery.  He  stated 
that  his  views  on  the  subject  of  sud- 
den death  in  surgical  cases  would 
probably  not  agree  with  that  of 
many  present. 

In  the  first  place,  the  speaker 
said,  deaths  from  surgical  causes, 
contrary  to  the  usual  belief  of  the 
laity,  and,  to  a  certain  extent,  to  the 
belief  of  the  profession,  average, 
according  to  our  hospital  statistics, 
about  5  per  cent.,  while  the  cases  on 
the  medical  side  average  18  per  cent. 
That  fact  is  generally  not  well  rec- 
ognized. 

When  we  have  a  death  after  a 
surgical  operation,  the  laity,  at  all 
events,  believe  it  is  because  of  the 
surgical  operation.  Dr.  Belcher  re- 
ported a  case  of  hernia  that  died  of 
a  dilated  heart;  he  reported  a  case 
of  recurrent  appendicitis  that  died 
of  a  cardiac  lesion,  also  a  case  of 
hemorrhoids  that  died  of  a  cardiac 
lesion.  These  are  three  conditions 
not  absolutely  requiring  surgery  for 
their  relief,  and  would  not  have  had 
it  if  the  exact  knowledge  of  the  car- 
diac condition  of  the  patient  had 
been  in  the  hands  of  the  person  who 
was  called  on  to  do  the  operation. 
That  was  an  illustration  of  his  firm 
belief,  that  when  deaths  occur  after 
surgical  operations  and  are  sudden 
and  unexpected,  they  are  due  to  our 
ignorance,     either     from  careless 


methods  of  examination  or  the 
limitations  of  our  diagnostic  ability, 
which  is  present  to  a  greater  extent 
than  we  would  like  to  acknowledge. 

We  do  get  sudden  deaths  in  sur- 
gery, Dr.  Wood  said,  but  they  are 
not  always  unexpected.  If  a  person 
comes  to  us  with  a  fulminating, 
extensive  peritonitis  and  dies,  that 
death  in  one  sense  is  sudden,  but  it 
is  not  unexpected.  A  death  from 
the  general  effects  of  the  fulminat- 
ing type  of  a  disease,  which  gives  a 
mortality  of  over  80  per  cent.,  can 
not  be  considered  sudden  or  unex- 
pected. A  case  of  perforating 
wound  of  the  neck  dying  with  an 
anesthetic,  where  the  autopsy  does 
not  show  a  congestion  of  the  glottis 
some  time  after  death,  does  not  ex- 
clude that  fact,  because  we  know  in 
lacerated  wounds  of  the  neck  when 
patients  are  given  a  general  anes- 
thetic they  are  apt  to  die  of  edema 
of  the  glottis.  A  death  that  occurs 
suddenly  with  Ludwig's  angina  is 
expected,  although  it  is  sudden. 
The  speaker  thought  we  should 
make  a  distinction  in  those  deaths 
which  occur  where  the  prognosis  is 
against  recovery,  and  those  cases 
that  occur  from  causes  which  are 
absolutely  unknown  at  the  time. 

Deaths  in  surgery  occur  sometimes 
after  hemorrhage,  from  the  slip- 
ping of  a  ligature.  That,  Dawbarn 
does  not  call  an  accidental  death ; 
he  calls  it  a  criminal  death;  but  yet 
ligatures  will  slip  occasionally  and 
patients  will  die  of  intra-abdominal 
hemorrhage,  and  the  deaths  will  cer- 
tainly be  sudden  and  unexpected. 

Deaths  do  occur  after  sepsis  when 
not  expected,  but  they  will  not  be  sud- 
den.   He  lost  a  case  with  a  general 
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pyemia  a  month  after  amputation  of 
the  breast.  That  woman  received 
Christian  Science  attention  from 
start  to  finish,  but  he  thought  he  would 
take  the  blame  for  the  death.  He  had 
seen  a  case  die  from  pyemia  following 
a  simple  osteotomy  of  the  tibia.  He 
had  seen  a  death  from  pyemia  in  a 
case  of  radical  cure  for  hernia.  These 
deaths  were  unexpected ;  they  all  oc- 
curred one  to  four  weeks  after  the 
operation.  But  these  were  not  cases 
of  acute  and  sudden  death ;  they  were 
unexpected,  but  not  sudden. 

He  related  a  typical  case  of  surgical 
death,  saying  that  within  a  year  a 
woman  was  admitted  to  the  hospital 
with  an  indefinite  history  qi  two  days' 
vomiting.  She  was  examined  that 
evening  in  a  superficial  way  by  a  man 
who  failed  to  make  a  diagnosis.  The 
autopsy  done  the  following  morning 
disclosed  a  ruptured  gangrenous  her- 
nia as  the  cause  of  death.  We  call 
acute,  sudden  and  unexpeected  a 
death  in  a  case  of  that  kind;  it  is  not 
mysterious.  It  is  due  to  lack  of  abil- 
ity to  interpret  the  exact  conditions. 
He  believed  a  great  many  cases  of 
hemorrhoids  are  done,  when  the  hem- 
orrhoids are  an  indication  of  cardiac 
conditions  and  not  primary  lesions. 
He  believed  that  many  a  man  is  op- 
erated on  under  a  general  anesthesia, 
and  dies  as  a  result  of  a  combination 
of  the  anesthesia  and  the  surgery,  who 
would  recover  if  he  was  operated  on 
under  local  anesthesia  or  not  operated 
on  at  all.  He  thought  we  fail  in  our 
careful  methods  of  examination.  He 
thought  our  failures  are  due  in  part 
to  ignorance,  in  part  to  carelessness, 
in  part  to  certain  inherent  difficulties 
in  reference  to  making  the  examina- 
tion, that  are  beyond  our  control,  and 
he  believed  those  who  do  surgery  are 
prone  to  be  careless  in  regard  to  pre- 
liminary examinations. 

Whether  patients  die  of  a  sudden 
and  unexpected  death  depends  a  good 
deal  on  the  mental  condition  of  the 
physician  in  charge.  He  is  sometimes 
surprised  at  patients  when  they  re- 
cover and  sometimes  when  they 
die.     lie  stated  that  he  was  perhaps 


too  pessimistic,  and  might  not  be  a 
fair  person  to  discuss  the  subject 
from  the  surgical  standpoint. 

Dr.  Richard  W.  Westbrook  said 
there  were  two  conditions  in  surgery 
which  he  had  met  with  repeatedly,  and 
which  produce  both  sudden  and  un- 
expected death ;  one  was  embolus, 
which  he  thought  was  more  common 
than  we  suppose.  He  had  seen  sev- 
eral cases  of  death  which  he  thought 
were  explained  in  that  way;  and 
just  recently  had  an  unusual  experi- 
ence, not  a  fatal  one,  but  it  shows 
what  might  possibly  have  been  the 
cause  of  a  fatal  happening.  He  had 
a  patient,  a  man  of  forty  years,  with 
a  considerable  infection  of  the  right 
iliac  fossa  secondary  to  appendicitis. 
The  abdomen  had  been  opened  and 
drained  freely,  when,  after  a  fort- 
night, he  suddenly  developed  a  left- 
sided  hemiplegia.  The  following  day 
it  began  to  clear  up  slightly  and  there 
became  apparent  a  marked  edema  of 
the  right  leg,  showing  he  had  evident- 
ly an  iliac  thrombosis.  As  there  were 
no  cardiac  or  other  symptoms  to  ex- 
plain the  hemiplegia,  he  thought  that 
it  might  in  some  manner  be  secondary 
to  the  septic  process.  The  speaker 
had  had  one  or  two  experiences  with 
sudden  death,  which  he  felt  were  due 
to  pulmonary  embolus,  or  embolus  in 
one  form  or  another. 

The  other  class  of  cases  are  those 
of  myocarditis,  which  a  careful  exam- 
ination, prior  to  operation,  has  not  de- 
termined. It  may  be  that  prolonged 
anemia  has  its  effects  on  the  heart 
muscle  so  as  to  cause  sudden  death, 
especially  after  hemorrhage  from  rup- 
tured ectopic,  or  after  persistent  ooz- 
ing, secondary  to  jaundice,  nephritis 
or  hemophilia.  He  had  had  post-op- 
erative cases  of  ruptured  ectopic  preg- 
nancy w  here  the  patients  w  ere  getting 
on  well,  and  w  here  no  heart  lesion  was 
determined,  hut  they  were  in  a  state 
of  profound  anemia.  He  thought  they 
were  getting  well  out  of  danger,  when 
in  each  case  the  patient  suddenly  died, 
lie  had  had  that  experience  twice  in 
the  last  few  months,  and  had  put 
down    these    deaths    to  myocarditis. 
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There  was  a  high  degree  of  anemia 
present,  and  it  seemed  to  him  that  the 
prolonged  effect  of  the  anemia  on  the 
heart  muscle  was  the  cause  of  the  final 
going  out,  usually  under  some  slight 
muscular  exertion. 

The  speaker  said  he  had  never  seen 
a  case  of  fat  embolism.  He  thought 
it  must  be  extremely  rare.  Cases  of 
air  embolism  are  readily  explained. 

From  the  Obstetrical  Standpoint. 

Dr.  Ralph  H.  Pomeroy  said  he 
had  nothing  particularly  new  to  offer 
in  regard  to  the  relation  of  the  sub- 
ject to  obstetrics.  It  might  be  well 
to  summarize  the  conditions  in  which 
sudden  or  unexpected  death  occurs  in 
pregnancy.  In  the  early  months  such 
death  occurs  most  often  from  ectopic 
gestation.  Later  in  pregnancy 
eclampsia  may  be  a  cause  of  sudden 
death  from  pulmonary  edema  or  apo- 
plexy before  any  labor  has  taken 
place.  Of  course,  due  thought  must 
be  given  to  all  the  causes  of  sudden 
death  that  Dr.  Belcher  referred  to, 
which  may  be  incident  to  the  fact  that 
the  patient  is  pregnant. 

In  the  early  counse  of  labor  certain 
antecedent  conditions  may  precipitate 
the  sudden  death,  being  aggravated 
by  the  strain  of  the  exertion  of  labor 
or  the  general  stress  of  operative  in- 
terference. We  may  have  an  acci- 
dent to  an  aneurism,  or  cardiac  dis- 
ease may  produce  the  fatality,  or 
there  may  be  cerebral  apoplexy  or 
pulmonary  edema.  The  most  com- 
mon causes  of  sudden  death  in  labor 
are  associated  with  the  hemorrhages, 
either  concealed  or  due  to  placenta 
praevia  or  to  post-partum  hemorrhage. 

During  the  puerperal  period,  the 
most  common  cause  of  sudden  and 
unexpected  death  is  undoubtedly  the 
occurrence  of  a  pulmonary  embolism, 
presumably  from  septic  thrombi  in 
the  pelvic  region.  It  is  to  be  noted 
in  considering  the  causes  for  sudden 
deaths  in  pregnancy,  that  the  circu- 
latory system  is  usually  the  one  at 
fault'. 

From  the  Medical  Viewpoint. 
Dr.  Henry  G.  Webster  said  that 
it  seemed  to  him  that  there  were  two 


aspects  of  sudden  death  that  the  doctor 
brought  out,  one  the  unpreventable 
cases,  and  the  other  those  that  may  be 
foreseen  and  possibly  postponed,  and 
it  was  about  this  latter  class  of  cases 
that  he  would  like  to  speak. 

He  could  not  help  but  feel  that,  per- 
sonally, he  had  often  been  careless  in 
not  giving  due  weight  to  certain  com- 
mon diseases  and  rather  dismissing 
them  from  his  mind  after  the  patient 
had  shown  recovery.  One  of  those 
was  grippe,  and  the  others  a  variety 
of  pulmonary  affections  ranging  from 
bronchitis  to  lobar  pneumonia.  He 
could  not  but  feel  that  there  is  a  de- 
gree of  intoxication  in  both  of  these 
conditions,  that  undoubtedly  produces 
in  a  number  of  cases  some  degree  of 
myocarditis,  and  that  the  heart  often 
becomes  permanently  crippled  as  the 
result  of  a  comparatively  trifling  in- 
fection, the  symptoms  of  which  may 
not  develop  until  the  stress  of  some 
subsequent  disease  brings  them  out ; 
and  it  is  possible  that  some  of  the 
cases  Dr.  Westbrook  had  spoken  of, 
and  other  cases  of  a  similar  nature, 
where  there  is  a  sudden  or  unexpected 
death  in  the  course  of  a  surgical  op- 
eration, or  coming  on  in  the  course  of 
an  apparently  satisfactory  convales- 
cence, are  due  to  undetected  myocar- 
ditis. Many  of  these  cases  could  un- 
doubtedly be  detected  if  one  were 
more  careful  and  conscientious  in 
looking  into  the  condition  of  the  pa- 
tient's cardio-vascular  system. 

The  symptoms  of  myocarditis  are 
not  such  as  to  attract  attention  until  it 
becomes  well  developed,  but  there  are 
a  number  of  little  things  that  will  at- 
tract attention  toward  a  crippled 
heart,  and  he  thought  we  ought  al- 
ways to  be  on  the  lookout  for  them. 
Among  other  things  the  variations 
from  the  normal  in  blood  pressure 
can  always  be  determined,  and  if  they 
are  very  decided,  aid  us  in  making 
the  diagnosis  of  myocardial  affection, 
and  he  would  like  to  emphasize  that 
particular  point. 

There  are  one  or  two  other  diseases 
that  the  doctor  touched  on  that  bring- 
about  unexpected  death,  and  one  class 
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of  them  appealed  to  him  particularly 
because  he  had  seen  two  cases  of  it  re- 
cently :  disease  of  the  pancreas.  He 
had  never  seen  a  case  of  apoplexy  of 
the  pancreas,  although  there  was  one 
history  that  recalled  such  a  condition 
to  him,  but  he  had  seen  two  cases  re- 
cently of  chronic  interstitial  pancrea- 
titis that  were  not  recognized  until 
autopsy.  When  the  case  once  gets 
started  it  is  practically  hopeless,  but 
we  can  do  something  toward  clearing 
up  the  diagnosis  of  it.  It  is  apt  to  be 
associated  with  symptoms  pointing  di- 
rectly to  the  liver,  and  one  case  was  so 
suggestive  of  a  low  grade  of  malarial 
poisoning  that  that  diagnosis  was 
made.  There  were  chills  and  fever 
on  alternate  days,  which  went  on  in 
spite  of  treatment,  and  finally  the 
patient  succumbed  to  the  prolonged 
illness,  and  on  autopsy  the  head  of 
the  pancreas  was  found  enlarged  to 
double  the  normal  size  and  as  hard 
and  firm  as  leather. 

A  case  which  the  speaker  saw  quite 
recently  and  followed  for  upward  of 
a  month,  died  without  any  apparent 
reason,  and  here  the  autopsy  revealed 
thickening  and  the  presence  of  large 
amounts  of  abnormal  connective  tis- 
sue in  the  pancreas. 

There  is  still  another  class  of  cases 
that  are  interesting,  and  those  are 
cases  of  sudden  uremic  convulsions 
coming  on  in  apparently  healthy  peo- 
ple. He  recalled  one  case  of  a  man 
33  years  of  age  who  left  the  house  in 
the  morning  apparently  well,  came 
back  to  noon  lunch,  and  on  leaving 
the  house  suddenly  became  maniacal. 
He  was  catheterized,  and  there  was 
only  a  small  trace  of  albumin  found 
in  the  urine.  The  pulse  was  very 
hard,  the  arteries  enormously  dis- 
tended, and  it  seemed  to  be  a  case  of 
acute  renal  affection.  He  died  in  a 
few  hours,  and  on  examining  the  kid- 
neys the  speaker  was  surprised  to  find 
that  there  was  present  only  a  very 
moderate  congestion.  There  was  no 
evidence  of  chronic  change  or  any  re- 
cent destructive  change  in  the  paren- 
chyma of  the  kidneys,  but  there  \va> 
hemorrhage  into  the  medullary  por- 


tion of  both  adrenal  glands  and  death 
was  due  apparently  to  adrenal  apo- 
plexy. He  had  seen  two  such  cases 
where  the  findings  in  the  kidney 
were  inadequate  in  explaining  the  de- 
gree of  poisoning. 

While  such  observations  as  the  lat- 
ter are,  in  our  present  ignorance,  more 
curious  than  practical,  there  can  be  no 
question  of  the  value  to  patient  and 
practitioner  of  careful  examination  of 
the  cardio-vascular  renal  system,  nor 
can  too  much  emphasis  be  placed  on 
the  systematic  use  of  the  sphygmo- 
manometer as  an  aid  in  recognizing 
early  myocardial  degeneration. 

From  the  Anesthetist's  Standpoint. 

Dr.  George  L.  Buist  speaking  of 
sudden  death  from  the  standpoint  of 
the  anesthetic,  said  that  it  was  too 
common  for  the  comfort  of  both  the 
surgeon  and  the  anesthetist.  He 
stated  that  it  would  be  merely  aca- 
demic to  rehearse  the  general  details 
of  the  causes.  One  practical  point  to 
emphasize  is  that  sudden  death  is 
too  frequently  due  to  the  anesthetic. 
A  prominent  surgeon  once  remarked 
that  if  it  was  not  for  fear  of  the 
anesthetic  he  would  enjoy  operating. 

Taking  up  the  various  anesthetics 
in  use,  he  thought  he  voiced  the  gen- 
eral opinion  of  most  surgeons  in  this 
part  of  the  country  when  he  said 
that,  when  we  wished  to  obtain  a 
general  relaxation,  the  least  dangerous 
anesthetic  was  ether.  That  the  ni- 
trous oxide  gas  and  oxygen  combina- 
tion was  undoubtedly  the  least  dan- 
gerous anesthetic  of  which  we  know. 
It,  however,  at  times  fails  to  give 
general  relaxation.  Dr.  Hewitt  has 
given  over  17,000  administrations  of 
nitrous  oxide  with  oxygen,  and  has 
it  >t  had  a  death. 

He  had  seen  a  case  where  chloro- 
form was  given,  a  case  where  curet- 
tage was  done  subsequent  to  miscar- 
riage. The  patient  took  the  chloro- 
form nicely  and  all  went  well.  The 
next  year  for  the  same  operation  and 
apparently  under  the  same  condi- 
tions, with  the  same  patient,  the  same 
anesthetist  and  operator,  the  patient's 
pulse  and  respiration  stopped,  and  it 
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was  with  the  greatest  amount  of  dif- 
ficulty that  the  patient  was  restored. 

Ethyl  chloride  has  been  brought 
forward  recently.  On  that  subject  he 
was  not  able  to  give  personal  infor- 
mation of  any  great  value.  Hewitt 
has  done  a  great  deal  of  work  in  this 
line.  Granting  that  ethyl  chloride 
has  improved  in  purity  and  may 
therefore  be  less  dangerous  than  for- 
merly supposed,  yet  there  are  some 
things  which  make  us  Question  the 
safety  of  it  as  compared  to  that  of 
nitrous  oxide  and  oxygen.  You  can 
scarcely  follow  the  changes  from  con- 
sciousness to  unconsciousness  dur- 
ing the  stages  of  ethyl  chloride  anes- 
thesia. You  do  not  have  the  advan- 
tage of  the  cyanosis  of  the  gas,  nor 
the  pallor  of  an  overdose  of  chloro- 
form. 

Somnoform  is  a  mixture  of  ethyl 
chloride,  methyl  chloride,  and  ethyl 
bromide.  He  had  personally  had  lit- 
tle experience  with  it.  It  contains 
ethyl  bromide,  and  he  said  he  knew 
of  several  cases  of  sudden  death 
where  it  had  been  used  as  a  prelimi- 
nary anesthetic. 

He  knew  of  one  case  that  died 
under  straight  nitrous-oxide  gas  anes- 
thesia— a  case  of  empyema.  Death 
took  place  before  the  incision  was 
made.  His  object  was  to  call  atten- 
tion to  the  safety  of  gas  and  oxygen 
in  suitable  minor  operations,  and  to 
again  emphasize  the  fact  that,  unless 
contra-indicated,  ether  was  un- 
doubtedly five  times  safer  than  chlo- 
roform, and  should  therefore  be  the 
anesthetic  of  choice  in  cases  where 
general  relaxation  is  required. 

Dr.  William  C.  Woolsey  said 
that  though  the  surgeon  is  usually 


able  to  escape  the  responsibility  for 
sudden  death,  and  the  medical  man 
possibly  is  better  able  to  do  so  if 
there  is  the  slightest  suspicion  that 
he  may  have  been  at  fault,  the  anes- 
thetist never  escapes ;  cause  and  effect 
are  caught  hand  in  hand.  Relative 
to  the  recommendation  that  more 
careful  medical  examination  of  all 
patients  be  instituted,  prior  to  the  ad- 
ministration of  a  general  anesthetic, 
it  is  worthy  of  note  that  seldom  does 
the  patient  with  recognizable  cardiac 
lesion  succumb  to  the  anesthetic,  but 
it  is  the  one  in  apparently  perfect 
health  and  who  is  operated  upon  for 
the  most  trivial  condition. 

In  answer  to  Dr.  Westbrook's 
query  concerning  post-operative  sud- 
den death  and  severe  anemia,  one 
should  recall  that  ether  is  directly  a 
disintegrator  of  hemaglobin  and  that 
the  possibility  of  fatal  result  from  the 
use  of  this  anesthetic  has  placed 
anemia  of  50  per  cent,  hemaglobin 
or  less  in  the  list  of  those  conditions 
which  contraindicate  the  use  of  a 
general  anesthetic. 

Dr.  Buist  has  cited  as  a  case  of  sud- 
den death,  one  of  empyema  in  which 
nitrous  oxide  was  administered.  Such 
a  case  should  be  placed  under  Dr. 
Belcher's  heading,  "Preventable  Sud- 
den Death,"  for  to  administer  nitrous 
oxide,  with  its  marked  degree  of  as- 
phyxia, to  a  patient  who  is  already 
deprived  of  half  his  oxygenating  pul- 
monary surface,  closely  approaches 
criminal  neglect  in  the  selection  of 
a  general  anesthetic,  and  makes  its 
own  appeal  for  the  exercise  of  more 
intelligence  in  the  selection  of  the 
agent  which  shall  suit  the  conditions 
of  the  case. 
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Regular  Meeting,  October  3,  1907. 
The  President,  A.  H.  Bogart,  M.D.,    in  the  Chair. 


SPLENECTOMY. 

Dr.  E.  H.  Fiske  reported  the  case 
of  an  Italian  bartender,  age  25,  who 
was  admitted  to  Kings  County  Hos- 
pital at  6.30  P.  M.,  August  28,  1907, 
with  the  following  history :  One  hour 
before  admission  to  hospital  patient 
was  shot  in  the  back  during  an  alter- 
cation. Examination  showed  a  wound 
about  Y%  inch  in  diameter  in  left  pos- 
terior axillary  line  at  ninth  intercostal 
space.  General  condition  fair ;  con- 
scious, but  restless ;  face  somewhat 
blanched,  expression  anxious ;  res- 
pirations rapid  but  regular,  26  per 
minute.  He  complained  only  of  pain 
beginning  posteriorly  over  subscapu- 
lar region  and  extending  into  left  epi- 
gastric and  left  hypochondriac  regions. 
Pulse  108,  regular,  of  only  fair  vol- 
ume. Temperature  normal.  Xo  dull- 
ness at  base  of  left  lung.  Abdomen 
somewhat  distended,  tenderness  gen- 
eral, but  marked  in  left  epigastric  re- 
gion, and  particularly  so  on  deep  pres- 
sure under  chondral  borders  over 
splenic  area.  Slight  rigidity  of  left 
rectus ;  no  tumefaction.  Percussion 
showed  flatness  in  left  loin  in  recum- 
bent position,  in  lateral  recumbent, 
flatness  gave  place  to  tympany.  Dur- 
ing examination  patient  complained  of 
thirst,  pulse  increased  to  115  and 
seemed  of  less  volume.  A  diagnosis 
of  intra-abdominal  hemorrhage  with 
possible  splenic  injury  was  made.  The 
patient  was  quickly  prepared  for 
operation. 

Under  ether  narcosis,  with  large- 
pointed  probe  the  wound  of  entrance 
wa^  explored  ;  the  course  was  directed 
downward  and  forward  and  inward  to 
upper  border  of  eleventh  rib  where  the 
probe  was  arrested;  the  wound  was 
not  investigated  further.  An  incision 
over  the  outer  border  of  the  left  rectus 


was  made,  extending  from  the  costal 
margin  down  to  a  point  midway  be- 
tween the  umbilicus  and  symphysis ; 
on  opening  the  peritoneum  about  iy2 
pints  of  blood  escaped,  followed  by 
several  small  clots,  but  without  gas, 
feces  or  gastric  contents.  The  stom- 
ach and  intestines  were  carefully  ex- 
amined without  disclosing  any  per- 
foration, excepting  a  punctured 
wound  of  the  transverse  meso-colon, 
running  outward  at  right  angles  to 
the  one  parallel  to  the  left  linea  semi- 
lunaris from  about  its  centre. 

The  hand  was  then  able  to  grasp 
the  spleen,  in  which  a  wound  admit- 
ting two  fingers  could  be  felt.  It  was 
impossible  to  expose  the  spleen  to 
field  of  vision,  because  of  incomplete 
anesthesia  and  intestinal  distention, 
but  the  ligaments  of  the  spleen  were 
separated  by  dissection  with  the  fin- 
gers, until  the  spleen  could  be  brought 
up  into  the  wound  without  great  ten- 
sion upon  the  pedicle.  It  was  now  evi- 
dent that  the  injury  was  one  necessi- 
tating exsection  of  the  organ.  The 
pedicle,  being  previously  clamped,  was 
ligated  en  masse  with  silk  and  the 
spleen  removed,  the  individual  vessels 
in  the  pedicle  were  then  ligated  sepa- 
rately with  silk,  and  the  bleeding 
having  ceased,  the  stump  was  returned 
and  the  abdomen  flushed  with  normal 
saline  solution ;  a  small  iodoform 
drain  was  inserted  down  to  the  pedicle, 
and  the  wound  closed  by  through-and- 
through  silk  worm  gut  sutures,  ex- 
cepting at  the  upper  end  where  only 
enough  space  was  left  to  allow  the 
exit  of  the  drain.  The  patient  was 
given  a  pint  of  normal  saline  solution 
with  a  drachm  of  adrenalin  intraven- 
ously :  the  wound  was  dressed  and  the 
patient  returned  to  the  ward  in  good 
condition. 
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The  following  day  the  patient  com- 
plained of  slight  pain  in  the  operative 
region  ;  no  other  abdominal  tenderness, 
no  rigidity,  no  vomiting;  pulse  115, 
but  of  good  volume ;  temperature 
100;  respiration  30.  The  patient 
made  an  uneventful  recovery. 

Radiograph  taken  shortly  before 
discharge  from  the  hospital  showed 
that  the  bullet  was  in  the  pelvis. 

H  YOSCI NE-MORPH  I N  E-CACTI NE 
ANESTHESIA. 

Dr.  Paul  Pilcher  presented  the 
history  of  the  following  case : 

Mrs.  C,  aged  66,  was  subjected,  at 
the  Jewish  Hospital,  August  1,  1907, 
to  a  series  of  operations  for  the  ex- 
cision of  carcinomatous  nodules  which 
had  appeared  at  widely  different  points 
in  the  skin,  eighteen  months  after  ex- 
tensive operation  for  removal  of  a 
carcinoma  of  the  breast.  These  were 
as  follows :  Sub-parotid  lymphatic 
node  right  side  of  neck;  nodule  in 
skin  of  right  thigh,  anterior  surface, 
just  above  knee;  nodule  in  pectoral 
region  just  below  left  clavicle;  no- 
dule in  the  skin  of  anterior  surface  of 
chest  just  below  left  breast.  Two 
hours  before  the  operation,  she  was 
given,  hypodermically,  a  tablet  con- 
sisting of  Hyoscin  1-100  of  a  grain, 
Morphine  34  grain,  Cactine  1-60 
grain ;  one  and  a  half  hours  later  she 
was  markedly  under  the  influence  of 
the  drug,  when  the  injection  was  re- 
peated ;  a  half-hour  later,  and  two 
hours  after  the  first  administration, 
she  was  taken  to  the  operating-room 
where  the  operation  was  proceeded 
with,  lasting  fifty-six  minutes.  Dur- 
ing the  entire  series  of  operations  she 
slept  soundly'  until  the  introduction  of 
the  last  sutures,  when  she  exhibited 
some  evidences  of  consciousness.  By 
3  o'clock  in  the  afternoon,  being  three 
hours  after  the  conclusion  of  the 
operations  and  four  and  one-half 
hours  after  the  last  injection,  she  had 
quite  regained  consciousness,  but  for 
some  hours  thereafter  remained  the 
subject  of  mild  hallucinations.  She 
was  entirely  unaware  of  the  surgical 
procedures  to  which  she  had  been  sub- 
jected, and  was  surprised  to  know  that 
they  had  been  accomplished.    In  the 


early  hours  after  regaining  conscious- 
ness she  complained  of  headache — but 
of  no  gastric  disturbance;  the  morn- 
ing after  the  operation  her  condition 
was  normal. 

U RETERO-VAGI NAL  FISTULA. 

Dr.  Paul  Pilcher  presented  the 
history  of  the  following  case; 

Patient  was  examined  at  the  request 
of  Dr.  Walter  Ludlam,  May  21,  1907. 

Previous  history  of  the  patient  up 
to  the  time  of  the  present  trouble  had 
been  uneventful  excepting  for  the  ex- 
istence of  a  neurotic  temperament,  for 
which  she  had  been  under  treatment 
a  number  of  times.  Married ;  three 
children,  healthy.  Strong  family  his- 
tory of  sarcoma ;  mother  died  of  ma- 
lignant disease  of  the  uterus. 

March  19,  1906,  was  operated  upon 
in  New  York  City ;  a  vaginal  section 
was  done  and  the  uterus  removed ; 
there  followed  a  thrombosis  in  both 
legs,  a  suppurative  mastitis,  and  sup- 
puration of  the  wound.  After  opera- 
tion, it  had  been  necessary  to  catheter- 
ize  the  patient ;  two  weeks  after  the 
operation,  while  still  in  bed,  patient 
began  to  notice  moisture  in  the  bed 
from  escape  of  urine ;  this  escape  was 
uncontrollable,  and  it  could  not  be 
demonstrated  whether  the  patient  was 
suffering  from  dribbling  of  urine  from 
the  urethra,  from  a  wound  of  the  blad- 
der or  a  lesion  of  the  ureter.  It  was 
noticed,  especially  at  first,  that  the 
fluid  would  collect,  evidently,  in  the 
vagina,  and  upon  sudden  change  of 
position  it  would  gush  forth  indicating 
that  the  urine  had  been  collecting  in 
the  vagina,  the  change  of  position  forc- 
ing out  the  fluid.  It  may  be  urged 
that  the  urine  was  in  the  bladder,  and 
that  the  change  of  position  and  the 
laxity  of  the  urethra  allowed  the  sud- 
den escape  of  the  urine ;  but  this  is  not 
at  all  probable,  for  in  another  case 
examined  by  the  speaker,  in  which 
there  was  a  uretero-vaginal  fistula, 
this  phenomenon  occurred  very  fre- 
quently. The  patient  gradually  recov- 
ered from  her  operation,  but  suffered 
from  constant  leakage  of  urine. 

Later,  the  patient  was  examined 
under  anesthesia  ;  the  bladder  was  dis- 
tended with  fluid,  and  no  leakage  in 
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the  bladder  wall  could  be  demon- 
strated; she  could  not  hold  the  con- 
tained fluid  long  enough,  however,  for 
a  cystoscopic  examination,  and  the 
source  of  the  leakage  was  not  ascer- 
tained at  that  time,  but  it  was  sup- 
posed to  be  from  a  weakness  of  the 
urethral  muscle,  and  an  operation  for 
narrowing  of  the  urethral  canal  was 
suggested ;  this,  however,  was  not 
done,  and  the  patient  was  able  to  get 
around,  soiling,  on  an  average,  twelve 
napkins  in  a  day.  The  patient  has 
been  treated  by  bladder  irrigations, 
and  installations  of  silver  nitrate  and 
argyrol,  her  condition  gradually  im- 
proving until  now  she  is  using  only 
two  napkins  in  a  day. 

J'aginal  Examination  reveals  a  very 
deep  vagina,  bearing  in  its  vault  a 
linear  scar  on  the  right  end  of  which 
is  a  slight  depression  which  could  not 
be  entered  by  the  probe  and  which  did 
not  show  any  special  moisture ;  there 
was  some  sero-purulent  discharge  in 
the  vagina,  but  aside  from  this  the 
mucous  membrane  was  not  at  all  ir- 
ritated. 

Cystoscopic  Examination,  using  the 
Otis  cystoscopy  demonstrated  the  tri- 
gone to  be  thickened  and  edematous ; 
the  base  of  the  bladder  showed  some 
congestion  of  the  blood-vessels  but  no 
evidences  of  active  cystitis. 

The  left  ureteral  opening  showed 
good  sphincteric  action,  was  slightly 
dilated,  and  urine  could  be  seen 
coming  from  it,  clear,  at  irregular  in- 
tervals. 

The  right  ureteral  opening  resem- 
bled the  left,  but  showed  a  little  more 
congestion  and  was  more  widely  di- 
lated. Xo  urine  could  be  demon- 
strated as  coming  from  this  ureteral 
opening. 

Ureteral  Cathctcrism.  A  Xo.  5 
ureteral  catheter  passed  into  the  right 
ureter  a  distance  of  one  and  one-half 
inches ;  here  is  met  with  a  distinct 
obstruction,  an  attempt  to  pass  the 
catheter  further  causing  very  severe 
pain  to  the  patient. 

The  left  ureter  was  catheterized, 
the  catheter  passing  three  inches, 
easily. 

The  patient  was  directed — two  days 
following,  at  8  o'clock  in  the  morn- 


ing— to  take  5  grains  of  Methylene 
Blue  ;  at  9.30  A.  M.  a  piece  of  gauze 
was  placed  in  the  vault  and  the  rest 
of  the  vagina  was  packed  with  gauze. 
At  11  A.  AI.  the  packing  was  removed 
and  the  piece  which  had  been  first  in- 
troduced and  was  in  contact  with  the 
vaginal  vault  was  moist  and  stained 
blue.  The  remaining  gauze  was  un- 
stained, proving  conclusively  the  ex- 
istence, of  a  uretero-vaginal  fistula, 
involving  the  right  ureter. 

CHOLECYSTITIS  IN  TYPHOID  FEVER. 

A  paper  with  the  above  title  was 
read  by  Dr.  Mathias  Figueira. 

Discussion. 

Dr.  W.  C.  Wood  stated  that  the  fact 
that  gall-stone  disease  and  inflamma- 
tions of  the  gall-bladder  are  frequently 
found  after  typhoid  fever  is  well  rec- 
ognized, and  the  typical  history  of 
bladder  disease  with  stones  is  that  in 
the  previous  history  there  should  have 
been  typhoid  fever ;  however,  inflam- 
mations of  the  gall-bladder  complica- 
ting typhoid  fever  are  an  entirely  dif- 
ferent aspect  of  the  question.  In  a 
very  excellent  paper  read  by  Dr. 
Rochester,  of  Buffalo,  September  28. 
on  the  subject  of  the  complications  of 
typhoid  fever,  he  called  attention  to 
the  fact  that  inflammations  of  the  gall- 
bladder were  frequently  present  dur- 
ing typhoid  fever,  and  said  that  in 
those  cases  of  typhoid  where  the  fever 
extends  beyond  the  fourth  week,  also 
in  those  cases  of  typhoid  where  there 
is  a  relapse  or  recrudescence  of  the 
fever  during  convalescence,  an  exami- 
nation of  the  gall-bladder  region  will, 
as  a  rule,  show  tenderness,  and  fur- 
ther investigation  will  show  that  the 
cause  of  the  fever  is  a  complicating 
condition  of  the  gall-bladder. 

The  speaker  said  that,  of  course,  he 
had  not  seen  many  cases  of  typhoid 
fever  in  view  of  surgical  complica- 
tions, and  it  had  never  been  his  for- 
tune to  see  a  case  of  acute  cholecystitis 
present  during  typhoid  fever.  Dr. 
Rochester,  however,  said  that  with  him 
the  reverse  was  the  case,  and  that  we 
should  be  on  the  lookout  for  such  con- 
ditions. Dr.  Wood  though  Dr.  Fig- 
ueira's  paper  with  the  report  of  this 
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case  starting  so  promptly  after  the 
typhoid  fever,  is  exactly  in  line  with 
tne  statements  made  by  Dr.  Rochester 
aX  the  meeting  of  the  Second  District 
Branch  of  the  State  Society. 

Dr.  T.  B.  Spexce  referred  to  a  case 
he  saw  some  years  ago,  of  a  patient 
in  the  third  week  of  typhoid  with 
symptoms  of  perforation.  He  opened 
the  abdomen  to  relieve  this  condition, 
finding  some  peritonitis  and  a  little 
greenish  fluid  in  the  peritoneal  cavity, 
but  a  very  careful  search  failed  to  dis- 
cover any  perforation ;  he  regretted 
to  say  that  an  autopsy  did  show  a  per- 
foration of  the  gall-bladder.  That  was 
a  case  of  cholecystitis  during  typhoid 
fever. 

Dr.  A.  T.  Bristow  said  that  he  now 
had  under  observation  a  case  in  the 
eighth  week  of  typhoid,  a  case  which 
he  thought  was  probably  one  of  chole- 
cystitis. Her  temperature  reached 
normal  at  the  end  of  the  fourth  week 
and  only  stayed  there  for  twenty-four 
hours,  when  she  immediately  began  to 
run  a  range  of  temperature  resem- 
bling what  we  are  accustomed  to  call 
an  abscess  temperature ;  he  had  not 
yet  opened  the  abdomen  because  the 
symptoms  pointing  to  the  gall-bladder 
were  not  clear,  and  while  there  was  a 
moderate  tenderness  in  the  region  of 
the  gall-bladder,  there  was  equal  ten- 
derness in  other  parts  of  the  abdomen  ; 
moreover,  the  blood  count  was  nega- 
tive as  to  the  presence  of  pus ;  the 
leucocytes  were  11,000,  47%  of  poly- 
morphonuclear neutrophiles.  The 
condition  of  the  patient  is  fair,  and 
while  he  had  in  mind  the  possibility  of 
a  cholecystitis  vet.  even  if  he  were  sure 
there  was  a  cholecvstitis,  the  general 
tendency  seems  to  be  toward  recovery 
without  operation,  so  that  this  case 
seems  to  belong-  to  that  class  which 
Dr.  Figueira  mentioned  as  recovering 
without  operation. 

He  agreed  with  what  the  doctor 
said  in  regard  to  these  cases  in  which 
the  diagnosis  is  perfectly  clear  and 
there  is  great  pain,  high  temperature, 
etc. ;  these  cases  ought  to  be  promptly 
operated  upon  because,  in  his  experi- 
ence, no  disaster  is  so  rapidly  fatal  as 
a  rupture  of  a  gangrenous  gall-blad- 
der ;  it  kills  the  patient  by  shock  very 


suddenly,  and  he  had  seen  a  patient 
survive  but  twelve  hours  after  a  rup- 
ture of  the  gall-bladder,  the  patient 
being  in  fairly  good  health  before  the 
rupture  except  for  some  pain  and 
local  symptoms.  In  this  case  rupture 
was  followed  by  prompt  collapse,  and 
when  he  saw  the  patient  she  was  mori- 
bund. 

PISTOL  SHOT  WOUND  OF  THE  ABDO- 
MEN. 

Dr.  W.  H.  Rankin  reported  the 
case  of  a  man,  20  years  old,  who,  early 
in  the  morning  of  August  1st  in  an 
effort  to  avoid  arrest,  ran  from  a 
policeman  who  had  mistaken  him  for 
a  vicious  person ;  the  officer  finding 
the  man  about  to  escape  fired  his  re- 
volver at  him,  and  was  so  unfortunate 
as  to  wound  him.  On  examination 
immediately  after  he  entered  the  hos- 
pital, it  was  found  that  the  bullet  had 
entered  the  back  just  to  the  right  of 
the  coccyx  and  passed  through  the 
pelvic  cavity,  emerging  in  front  about 
two  inches  above  the  pubis  and  a  little 
to  the  left  of  the  median  line. 

He  seemed  to  be  suffering  very 
little  from  hemorrhage  or  shock,  and 
was  immediately  prepared  for  opera- 
tion. The  line  of  incision  was  carried 
through  the  point  of  exit  of  the  bul- 
let ;  when  the  abdomen  was  opened 
there  was  comparatively  little  blood 
or  foreign  matter  found,  but  the  blad- 
der had  been  perforated  and  there 
were  eight  or  ten  holes  in  the  small 
intestine.  These  were  all  carefully 
closed  with  silk,  the  continuous  suture 
being  used :  the  intestines  were 
cleaned  with  moist  laparotomy 
sponges,  the  pelvic  cavity  sponged 
dry,  the  bleeding  secured  at  the  point 
of  entrance  of  the  bullet  within  the 
pelvis,  and  the  abdomen  closed  with 
drainage  extending  into  the  pelvic 
cavitv.  A  soft  rubber  catheter  was 
tied  in  the  bladder  for  four  days.  On 
the  fourth  day  there  was  a  voluntary 
movement  of  the  bowels,  and  there- 
after the  patient's  recovery  was  un- 
eventful. 

UTERINE    FIBROID    WITH  HEMATO- 
SALPINX. 

Dr.  W.  H.  Rankin  stated  that  this 
patient,  40  years  old,  had  been  suffer- 
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ing  from  excessive  and  prolonged 
bleeding  at  the  menstrual  periods  for 
over  a  year  before  she  came  under  his 
care.  At  the  time  of  his  first  visit  he 
learned  she  had  lost  much  in  body 
weight,  the  bleeding  had  been  almost 
continuous  for  two  months,  the  hemor- 
rhage sometimes  being  very  profuse. 
She  had  some  temperature  and  there 
was  a  mild  bronchial  irritation. 

A  pelvic  examination  disclosed  a 
fairly  large  uterine  tumor,  and  a  mass 
extending  from  the  tumor  to  the  right 
iliac  region.  She  was  removed  to  St. 
John's  Hospital,  May  15,  and  stimu- 
lated for  a  few  days  preparatory  for 
operation.  When  the  abdomen  was 
opened  fresh  red  blood  was  noticed, 
and  the  mass  extending  to  the  right  of 
the  tumor  was  a  fairly  large  hematosal- 
pinx ;  the  uterine  tumor  was  made  up 
of  several  small  fibroid  growths.  The 
uterus  and  tubes  were  removed,  and 
the  abdomen  closed,  using  Z.  O.  ad- 
hesive strips  as  an  additional  support. 
It  was,  perhaps,  fortunate,  the  speaker 
said,  that  he  had  used  the  Z.  O.  strips, 
for  the  patient  got  out  of  bed  on  the 
second  day  against  the  protest  of 
nurse  and  physicians  and  went  to  the 
bath  room,  continuing  to  do  so  daily. 
However,  she  made  a  fine  recovery 
and  returned  to  her  home  at  the  end 
of  two  weeks  after  operation. 


RUPTURE  OF  TENDON   OF  QUADRI- 
CEPS EXTENSOR. 

Dr.  W.  H.  Rankin,  speaking  of  a 
patient,  a  stout,  heavy  woman  of  45 
years,  said  that  she  was  suddenly 
thrown  to  the  ground  as  she  was  about 
to  step  from  a  car.  After  the  fall  she 
was  unable  to  rise  or  walk.  On  ex- 
amination at  her  home,  the  quadri- 
ceps extensor  tendon  was  found  to  be 
torn,  and  the  fingers  could  easily  be 
extended  into  the  knee  joint.  The  pa- 
tient could  not  lift  the  leg,  but  the 
knee  could  be  raised  slightly  and 
slowly  by  the  strong  fascia  on  the 
front  of  the  thigh.  As  there  was  quite 
some  blood  in  the  joint  and  consider- 
able retraction  of  the  lower  tendon, 
she  was  removed  to  the  hospital  for 
operation. 

On  August  26th,  by  using  curved 
incision,  convexity  upwards,  the  joint 
was  opened  and  the  capsule  found  to 
be  torn  well  down  on  either  side.  The 
clots  were  removed  with  thumb  for- 
ceps, the  capsule  and  tendon  sutured 
with  kangaroo  tendon,  and  the  wound 
closed.  There  was  prompt  and  satis- 
factory healing,  and  the  patient  is  now 
able  to  walk  about  her  home,  flexing 
the  knee  to  45  degrees.  She  wears  a 
posterior  splint  for  protection  during 
the  day. 
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RUPTURE  OF  UTERUS  BY  CERVICAL 
DILATING  BAG. 

Dr.  John  O.  Poeak  presented  this 
specimen  and  related  the  history  of  the 
case,  because  it  was  unique.  We  have 
seen  ruptures  of  the  non-parous 
uterus,  but  the  history  and  specimen 
here  shown  are  unlike  any  previously 
recorded. 

The  woman  was  27  years  old  ;  per- 


sonal history  negative.  Menstruation 
began  at  14,  regular,  28-day  type,  ac- 
companied by  slight  pain,  normal  in 
amount;  her  last  menstruation  oc- 
curred 23  months  ago.  She  had  had 
one  child  14  months  ago  which  she 
nursed,  thus  accounting  for  the  long- 
period  of  amenorrhcea. 

The  history  of  the  present  condi- 
tion was  as  follows:    The  patient  no- 
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ticed  a  gradual  enlargement  of  the 
abdomen  for  about  six  months  pre- 
vious to  being  seen  by  her  physician, 
and  this,  together  with  the  absence  of 
menstruation,  fixed  in  her  mind  the 
possibility  of  pregnancy.  Thinking 
herself  pregnant  she  was  alarmed  on 
seeing  a  considerable  flow  of  blood 
from  the  vagina  on  July  28th.  The 
next  day  the  flow  increased,  and  she 
experienced  pains  in  the  lower  abdo- 
men and  back,  which  she  considered 
to  be  labor  pains.  Her  physician  was 
sent  for,  examined  her  and  found  an 
abdominal  tumor  corresponding  to 
about  a  six  or  seven  months  preg- 
nancy and  a  genital  hemorrhage.  He 
made  a  diagnosis  of  possible  placenta 
praevia  and  packed  the  vagina.  On 
the  withdrawal  of  the  pack  the  follow- 
ing day  the  bleeding  continued,  and  he 
made  a  further  examination  and  found 
the  cervix  somewhat  open.  The 
tumor  moved  with  the  uterus,  and  he 
determined  that  the  best  thing  to  do 
was  to  empty  the  uterus  ;  he  anes- 
thetized the  patient  and  with  a  Goodell 
dilator,  dilated  the  cervix  until  it 
would  admit  one  finger,  then  with  a 
long  pair  of  dressing  forceps  passed 
a  Voorhees  bag  up  through,  as  he 
supposed,  the  cervix  and  distended  it 
with  a  lysol  solution.  After  the  bag 
had  been  in  position  for  some  twenty- 
four  hours,  no  pains  were  produced, 
the  bag  was  withdrawn  and  a  larger 
bag  introduced  on  which  traction  was 
made  from  time  to  time.  Forty-eight 
hours  after  the  introduction  of  the 
second  bag,  the  patient  developed  pro- 
nounced abdominal  symptoms,  and  the 
speaker  was  asked  to  see  her.  At  this 
time  there  were  present  the  following 
conditions:  temperature  103 °,  pulse 
148,  respirations  30,  tenseness  and 
tenderness  over  the  entire  abdomen ; 
the  tenderness  was  more  marked  over 
the  right  lower  Quadrant  of  the  abdo- 
men. One  could  make  out  a  distinct 
tumor  extending  to  about  three  inches 
above  the  umbilicus,  but  it  was  impos- 
sible to  do  more  than  estimate  the 
character  of  the  tumor  because  of  the 
rigidity  and  tenseness  of  the  abdom- 
inal wall.  On  vaginal  examination 
the  bag  was  found  still  in  situ.  He 
removed  the  bag  and  introduced  his 


finger  into  the  canal,  which  gave  at 
tlie  time  no  impression  of  pregnancy. 
She  had  no  breast  signs  (a  multipara), 
and  had  had  no  feeling  of  life. 

On  passing  ,  the  finger  into  the  cer- 
vical canal,  Dr.  Polak  went  through  a 
badly  lacerated  cervix  which  seemed 
longer  than  usual,  the  result  of  the 
Goodell  dilation,  and  came  to  a  fluc- 
tuating mass,  giving  the  impression  of 
an  antiflexed  pregnant  uterus,  which 
had  been  perforated  at  the  utero- 
cervical  junction  posteriorly,  or  a  per- 
forated non-pregnant  uterus  with  a 
cyst  above  it.  The  condition  of  the 
patient  was  desperate.  Abdominal 
section  was  made  and  the  following 
condition  was  found :  The  small  non- 
pregnant uterus  had  been  perforated 
through  its  fundus ;  the  bag  had  been 
passed  through  the  uterus  and  dis- 
tended with  fluid,  and  the  ovarian  cyst 
was  resting  on  top  of  the  distended 
bag.  Forty-eight  hours  of  this  insult 
had  given  rise  to  a  septic  peritonitis. 
The  operation  was  a  rapid  one ;  he 
did  a  supra-cervical  hysterectomy. 
The  patient  went  along  nicely  for  eight 
or  nine  days,  but  died  later.  It  was  a 
tube  drainage  case ;  it  seemed  as 
though  she  was  going  to  get  well  not- 
withstanding her  extreme  pulse  rate, 
which  varied  from  148  to  170  the  first 
few  days,  and  gradually  dropped  to  90, 
but  her  physical  resistance  was  insuf- 
ficient for  the  long  septic  fight. 

The  condition  was  this:  A  cyst 
with  a  twisted  pedicle,  which  had 
given  rise  to  the  hemorrhage  and  ab- 
dominal pain  and  had  caused  the  mis- 
take in  diagnosis,  which  was  perhaps 
in  some  ways  pardonable.  Yet  with  a 
cervix  of  such  character  as  this,  we 
wonder  why  it  was  possible  to  make  a 
diagnosis  of  pregnancy  and  particu- 
larly a  diagnosis  of  placenta  prsevia. 

Ectopic  Gestation. 

Dr.  Charles  Jewett  said  this  pa- 
pient  had  one  child,  6l/2  years  old. 
She  had.  skipped  a  menstrual  period 
July  7th.  last.  July  17th  there  had 
been  an  attack  of  abdominal  pain 
which  was  diagnosticated  as  acute  in- 
digestion. Moderate  genital  hemor- 
rhage followed  on  the  20th.  The 
woman  had  frequent  paroxysms  of 
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colic,  one  severe  attack,  and  was 
troubled  more  or  less  during  the  sum- 
mer with  what  was  supposed  to  be 
indigestion. 

August  27th,  she  was  curetted  by 
her  physician  for  uterine  hemorrhage, 
and  again  on  September  18th.  The 
bleeding  was  not  arrested.  When 
seen  by  the  speaker  there  was  a  large 
tense  subperitoneal  cyst  behind  the 
uterus,  extending  nearly  to  the  pro- 
montory of  the  sacrum,  lifting  the 
uterus  forward.  Ai>operation  by  the 
abdomen,  he  found  about  a  pint  of 
retroperitoneal  blood  clot,  no  hemato- 
cele, a  large  left  hematosalpinx  and  a 
right  hydrosalpinx. 

The  case  is  of  interest  as  illustrat- 
ing the  disadvantage,  in  such  cases,  of 
posterior  section  which  could  not  have 
properly  taken  care  of  the  distended 
tubes. 

The  retro-uterine  extension  of  the 
subperitoneal  blood  collection  was  very 
probably  the  result  of  violence  neces- 
sarily incident  to  the  curettings. 

APPENDICITIS. 

Dr.  F.  J.  Shoop  exhibited  an  ap- 
pendix taken  from  a  girl  10  years  of 
age.  The  reason  for  presenting  the 
case  was  the  difficulty  in  making  a 
diagnosis,  owing  to  the  trouble  in 
getting  a  connected  history  and  to  the 
complications  existing  at  the  time  of 
observation. 

The  child  had  eaten  heartily  of  pea- 
nut candy  and  popcorn  a  few  days 
before  and  had  fecal  impaction,  the 
whole  colon  being  distended ;  there 
had  been  no  movement  of  the  bowels 
for  five  days ;  temperature  was  1040 
F.,  she  lay  with  knees  flexed  but  al- 
lowed them  to  be  straightened  out 
without  complaining  of  discomfort; 
there  was  soreness  all  over  the  abdo- 
men, but  more  tender  over  McBurney's 
point. 

A  high  enema  was  given,  the  patient 
having  already  had  a  course  of  calo- 
mel and  salt-.  An  hour  later  she 
passed  a  very  large  mass  of  fecal  mat- 
ter containing  unmasticated  undi- 
gested peanuts  and  parched  not 
popped  popcorn  ;  the  temperature  fell 
to  iOO°  F.    Thinking  that  the  trouble 


was  practically  over  it  was  decided  to 
watch  the  case  for  a  few  days. 

On  July  1st  the  patient  was  still 
feverish,  the  soreness  was  now  around 
the  right  side  more  towards  the  back 
where  there  was  a  slight  discoloration 
of  the  skin  like  a  bruise  about  the 
level  of  the  lower  border  of  the  kid- 
ney. The  parents  then  remembered 
that  she  had  been  struck  there  by  the 
handle  of  a  baby  carriage  the  day  be- 
fore she  was  compelled  to  go  to  bed 
and  that  she  had  passed  urine  which 
looked  bloody,  and  which  gave  her 
pain  over  the  bladder  and  smarting 
when  it  passed. 

The  patient  was  still  kept  under 
observation.  By  July  3rd  the  tem- 
perature had  again  gone  up  to  102.2 0 
F. ;  there  was  the  same  pain  towards 
the  back,  pain  extending  down  the 
anterior  aspect  of  the  thigh ;  both 
knees  drawn  up,  though  she  allowed 
them  to  be  straightened  out;  there 
was  slight  rigidity  of  the  rectus,  a 
fullness  and  tenderness  over  the  caput 
coli,  also  a  dullness  on  percussion  at 
that  point.  It  was  decided  to  operate 
at  once.  She  was  taken  to  Dr.  Jack- 
man's  house  and  Dr.  Shoop  operated 
that  evening.  He  found  a  local  peri- 
tonitis tending  to  become  general, 
dense  adhesions  evidently  of  some 
weeks'  standing  binding  the  caput 
coli  up  and  back  to  the  posterior  wall 
of  the  abdomen,  so  firm  that  the  organ 
could  not  be  brought  up  to  the  wound 
without  doing  injury  to  the  integrity 
of  the  walls  of  the  intestine.  As  he 
lifted  up  the  tip  of  the  appendix  with 
the  forceps  there  came  a  gush  of  half 
a  pint  of  fetid  pus  from  a  walled-ofT 
abscess,  and  as  this  was  flushed  out 
a  kernel  of  the  parched  corn  came 
Up  with  it.  The  appendix  stripped 
out  of  the  gangrenous  meso-appendix 
and  its  colon  attachment  was  hardly 
firm  enough  to  hold  a  ligature.  The 
cup-shaped  depression  made  up  of  in- 
flammatory lymph  tissue  was  gently 
wiped  out  and  a  drain  inserted  well 
down  into  it  and  the  wound  closed 
except  at  point  of  drainage.  The  tem- 
perature touched  normal  011  the  third 
day,  varied  between  that  and  00.5  for 
nearly   a    week   and    the   rot   of  the 
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convalescence  was  uneventful.  A 
small  superficial  fistula  persisted  until 
a  week  or  two  ago  when  it  closed.  It 
was  probably  caused  by  a  chromicised 
catgut  suture  which  became  infected 
from  the  drain. 

When  the  parents  were  told  of  the 
adhesions  which  were  too  dense  to 
have  been  of  recent  origin,  they  re- 
membered that  she  had  suffered  sev- 
eral times  during  the  past  four  or  five 


months  from  collicky  pains  in  that 
region  which  caused  her  to  remain  in 
bed  for  a  day  or  two  each  time.  The 
fecal  impaction  and  the  blow  in  the 
side  were  either  of  them  sufficient  to 
have  caused  all  the  pain  and  symptoms 
from  which  she  was  suffering  at  the 
time  of  the  first  and  second  consulta- 
tion and  to  Dr.  Jackman  belongs  the 
credit  of  suspecting  the  appendicular 
involvement. 


TRANSACTIONS 

OF  THE 

BROOKLYN  MEDICAL  SOCIETY 

The  I2jth  regular  meeting,  held  November  15,  1907. 
The  President,  Dr.  Hugh  E.  Rogers,  in  the  Chair. 


The  minutes  of  the  previous  meet- 
ing were  read  and  approved. 

Propositions  for  membership. 

Emanuel  Leavitt,  717  Bushwick 
Ave.,  P.  and  S.,  N.  Y.,  1904. 

Paul  M.  Pilcher,  386  Grand  Ave., 
P.  and  S.,  N.  Y.,  1900. 

August  Westhoff,  546  Marcy  Ave., 
Bellevue,  1891. 

Joseph  F.  Todd,  402  Sterling  PL, 
L.  I.  C.  H.,  1895. 

Charles  B.  Bacon,  Cumberland  St. 
Hospital,  University  Buffalo,  1897. 

Carl  Fulda,  1096  Halsey  St.,  P.  and 
S.,  N.  Y.,  1901. 

Stephen  H.  De  Costa,  173  Barbey 
St.,  University  and  Bell.,  1906. 

The  following  were  accepted  as 
members  of  the  Society: 

Robert  Ulrich,  M.  D/ 

Abraham  Moss,  M.  D. 

The  resignation  of  Dr.  Samuel 
Sherwell  was  read,  but  it  was  pro- 
posed to  make  him  an  Honorary 
Member  of  the  Society,  the  regular 
one  month's  notice  of  such  intention 
being  given  at  this  time. 

The  Committee  for  the  Annual 
Dinner  reported  through  the  Chair- 
man, Dr.  Alfred  Bell,  that  all  prep- 
arations had  been  made  for  the 
evening  of  Wednesday,  November 
20th,  at  the  Bushwick  Club,  and  all 


indications  were  for  a  successful 
affair. 

Clinical  Section. 
R.  IV.  Westbrook,  M.  D.,  Chairman. 
PERFORATIVE  APPENDICITIS. 

Dr.  Frederick  Haller  reported  a 
case  with  unexpected  complications. 
Upon  opening  the  abdomen  an  abscess 
was  found  walled  off  behind  the 
caecum,  the  omentum  was  gangrenous 
and  the  appendix  in  a  mass  of  adhe- 
sions was  also  gangrenous.  Two 
ulcers  were  found  on  the  ascending 
colon,  three  inches  above  the  ileo- 
cecal junction.  These  were  left 
alone,  the  peritoneal  cavity  drained 
until  the  fifth  day,  and  the  patient  re- 
covered. 

Dr.  Haller  also  presented  a  new 
method  for  dressing  Fracture  of  the 
Clavicle. 

In  discussing,  Dr.  H.  F.  McChes- 
ney  showed  the  manner  in  which  these 
fractures  were  treated  in  the  Out- 
Patient  Department  of  the  Brooklyn 
Hospital. 

Ulcer  of  Cornea. 

Dr.  James  W.  Ingalls  exhibited 
a  patient  with  an  extensive  ulcer  of 
the  cornea  complicating  exophthalmic 
goitre,  the  right  eye  showing  the 
ulceration  which  involved  the  lower 
one-third  of  the  cornea. 
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Carcinoma  of  Esophagus 

Dr.  P.  A.  Keil  presented  a  patient 
with  cancerous  occlusion  of  the 
esophagus  upon  whom  a  gastrostomy 
had  been  performed  by  Dr.  R.  W. 
Westbrook.  The  patient  was  now 
receiving  nourishment  through  a  tube. 

Pseudo-Hermaph  rod  ism. 

Dr.  R.  T.  Wheeler  reported  a  case 
of  ps*eudo-hermaphrodism.  The  pa- 
tient, a  female,  who  in  general  ap- 
pearance showed  many  masculine 
features,  such  as  growth  of  beard, 
bony  framework  of  male  type,  etc., 
had  been  operated  upon  by  Dr.  W.  F. 
Koerner  for  fibromata  of  the  uterus. 
While  no  autopsy  could  be  obtained, 
the  appearance  at  time  of  operation 
indicated  a  bi-horned  uterus.  The 
clitoris  was  about  one  and  one-half 
inches  long. 


'erebral  Tumor. 

Dr.  A.  E.  Shipley  showed  a  spe- 
cimen of  cerebral  tumor.  Patient  was 
a  young  man  whose  history  covered 
a  period  of  ten  weeks.  The  symptoms 
indicated  by  the  condition  of  the 
right  side  of  the  body,  a  lesion  in  the 
left  cerebral  hemisphere,  and  post- 
mortem showed  an  apple-sized  mass 
in  this  location  extending  well  down 
into  the  basil  ganglia.  Microscopi- 
cally it  proved  to  be  a  glioma. 

Dr.  Gerard  Kasper  presented  a 
specimen  of  ectopic  gestation. 

Diagnosis  of  Ectopic  Gestation. 

A  paper  with  the  above  title  was 
read  by  Dr.  John  O.  Polak. 

The  discussion  following  was  en- 
tered into  by  Drs.  Westbrook,  Sulli- 
van, Chase,  Hussey,  Rankin,  and 
Hettesheimer. 

A.  E.  Shipley, 
Recording  Secretary. 
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Saunders'     Catalogue.      W.  B. 

Saunders  Company,  of  Philadelphia 
and  London,  have  found  it  necessary 
to  issue  another  revised  edition  of 
their  Illustrated  Catalogue  of  Medical 
and  Surgical  Books ;  it  contains  a  full 
list  and  description  of  all  the  books 
recently  published  by  the  Saunders 
Company.  They  offer  an  attractive 
form  of  monthly  payments  to  pur- 
chasers of  their  books,  offering  one  or 
two  volumes  on  thirty  days'  time  to 
those  who  do  not  care  to  make  a  large 
purchase,  or,  when  a  larger  sum  is 
involved,  a  payment  of  five  dollars, 
cash,  upon  delivery  of  books,  with 
monthly  payments  of  five  dollars 
thereafter   until   the    full   amount  is 

paid. 

It  is  a  matter  of  a  good  deal  of 
pride  to  note  among  the  twenty-five 
new  books  and  new  editions  which 
have  been  published,  some  of  them  are 
written  entirely  by  Brooklyn  men — 
members  of  the  Associated  Physicians 
of  Long  Tsland — and  in  a  number  of 
the  other  books  the  names  of  Brook- 


lyn men  appear  as  contributors.  Fow- 
ler's "Surgery,"  which  has  achieved 
so  remarkable  a  success,  is  one  of  the 
most  practical  Surgeries  ever  pub- 
lished. Kerr's  "Diagnostics  of  Dis- 
eases of  Children"  is  the  first  of  its 
kind  to  appear,  and  reflects  credit 
upon  its  author,  who  is  Professor  of 
Diseases  of  Children  in  the  Brooklyn 
Post-Graduate  Medical  School. 
Campbell's  "Surgical  A  n  a  t  o  m  y," 
which  has  not  yet  been  published,  will, 
be  received  enthusiastically  by  the  sur- 
gical world.  Russell  S.  Fowler's 
book,  entitled  "The  Operating  Room 
and  the  Patient,"  has  its  place  in  the 
library  of  many  of  the  younger  sur- 
geons. Keen's  "Surgery"  contains 
an  important  chapter  1>y  Dr.  lames 
P.  Warbasse.  Kelly  and  Xoble's 
"Gynecology  and  Abdominal  Sur- 
gery" contains  the  last  record  of  the 
great  works  of  Alexander  L  C. 
Skene.  Mr.  P.  S.  Howe,  of  02 
South  I  Oxford  St..  Brooklyn,  will 
send  a  copy  of  the  catalogue  upon 
application. 
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A  Manual  of  the  Diagnosis  and 
Treatment  of  the  Diseases  of  the 
Eye.  By  Edward  Jackson,  M.D., 
Professor  of  Ophthalmology  in 
the  University  of  Colorado.  Second 
Revised  Edition.  121110  of  615 
pages,  with  182  text-illustrations 
and  2  colored  plates.  Philadel- 
phia and  London:  W.  B.  Saunders 
Company,  1907.  Cloth,  $2.50  net. 
The  present  volume  lays  no  claim 
to  the  consideration  of  the  specialist 
and  gives  the  place  of  first  import- 
ance to  the  recognition  and  manage- 
ment of  conditions  likely  to  be  pre- 
sented early  in  practice,  rather  than 
to  the  rarer  diseases  and  more  dif- 
ficult operations  that  may  come 
later.  To  those  who  have  a  deeper 
interest  in  the  subject,  a  bibliog- 
raphy of  eight  pages  is  appended  to 
the  book,  and  in  his  preface  the 
author  refers  to  a  number  of  text- 
books. The  size  of  the  book  has 
been  slightly  increased  in  this 
second  edition,  the  most  important 
changes  having  been  made  in  the 
field  of  diagnosis ;  in  testing  the 
light  sense ;  mapping  central  scotoma ; 
special  use  of  lenses  in  the  ophthal- 
moscopic examination ;  changes  in 
refraction  with  age ;  the  treatment 
of  comitant  strabismus ;  diseases 
and  congenital  defects  of  the  ocular 
muscles ;  theories  of  sympathetic 
ophthalmia ;  general  considerations 
regarding  diseases  of  the  retina ; 
anomalies  of  the  lids ;  blastomycosis ; 
the  X-ray ;  the  newer  local  anes- 
thesias and  preparations  of  the 
suprarenal  body ;  operations  for 
ptosis ;  magnet  extraction ;  and 
many  other  special  features  of  oph- 
thalmic work,  including  the  changes 
in  materia  medica.  Aside  from  the 
ordinary  subjects  considered  in  all 
such  books,  there  are  special  chap- 
ters on  remedies  and  their  applica- 
tion, common  ophthalmic  opera- 
tions, and  ocular  symptoms  and 
lesions  connected  with  general  disease, 
which  increase  the  value  of  the  work 
as  a  reference  book  of  the  general 
practitioner. 

Atlas  and  Epitome  of  Diseases  of 
Children.     By    Dr.    R.  Hecker 

and  Dr.  J.  Trumpp.  of  Munich. 


Edited,  with  additions,  by  Isaac 
A.  Abt,  M.D.,  Assistant  Professor 
of  the   Diseases   of   Children  in 
Rush  Medical  College,  in  affilia- 
tion with  the  University  of  Chi- 
cago.    With   48   colored  plates, 
147  black  and  white  illustrations, 
and  453  pages  of  text.  Philadel- 
phia and  London:  W.  B.  Saunders 
Company,  1907.    Cloth,  $5.00  net. 
The    series    of    books  included 
under  the  title  of  Saunders'  "Medi- 
cal  Hand  Atlases"  are  authorized 
translations    into    English    of  the 
world-famous    Lehmann  "Medicin- 
ische  Handatlasten,"  which  excel  in 
scientific  accuracy,  pictorial  beauty, 
compactness,    and    cheapness.  It 
must    not   be   thought   that  these 
volumes,  which  are  very  compact, 
are  of  the  same  order  as  the  ordi- 
nary   compendium,    or    manual,  of 
which  there  are  so  many  published. 
Each  book  of  the  present  series  con- 
tains  an   adequate   outline   of  the 
subject    under    consideration,  and 
the    volume    contains    many  color 
plates,  which  are  accompanied  by 
full    and    appropriate  descriptions. 
As   an   important   adjunct   to  the 
classical  works  on  diseases  of  chil- 
dren, this  present  "Atlas  and  Epi- 
tome   of    Diseases    of  Children" 
occupies    a   prominent    place ;  the 
text    matter    alone    contitutes  a 
manual,  but  the  illustrations  are  far 
more  comprehensive. 

Treatment  of  the  Diseases  of  Chil- 
dren.   By  Charles  Gilmore  Ker- 
ley,  M.D.,  Professor  of  Diseases 
of  Children,  New  York  Polyclinic 
Medical  School  and  Hospital,  etc. 
Octavo    volume    of    597  pages, 
illustrated.    Philadelphia  and  Lon- 
don :  W.   B.   Saunders  Company, 
1907.      Cloth,    $5.00    net;  Half 
Morocco,  $6.50  net. 
This  work  has  been  prepared  by 
Dr.  Kerley  for  the  general  practi- 
tioner   of    medicine ;    it    does  not 
claim  to  go  into  the  finer  points  of 
diagnosis  or  symptomatology,  but  is 
devoted   more  especially  to  thera- 
peutics of  the  diseases  of  children. 
Dr.    Kerr,   of    Brooklyn,   has  just 
published  his  work  on  "Diagnostics 
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of  Diseases  of  Children,''  and  Ker- 
ley's  book  on  treatment,  published 
by  the  same  firm,  makes  a  good 
complementary  volume  to  it.  The 
author  goes  more  into  the  detail  of 
the  modern  methods  of  manage- 
ment of  sick  children  than  do  other 
books  which  cover  a  larger  field ;  he 
gives  his  own  methods,  based  upon 
personal  experience.  Dr.  Kerley  be- 
lieves that  therapeutics  in  children 
begins  with  the,,  education  of  the 
mother,  holding  that  the  simple 
giving  of  a  direction  is  never  fol- 
lowed out  so  well  as  when  the  rea- 
son for  it  is  understood.  Successful 
therapy  in  children  involves  an 
understanding,  a  knowledge  of  de- 
tail, which  is  greater  than  in  any 
other  line  of  medical  work.  He 
takes  the  opposite  view  from  the 
surgeons,  claiming  that  therapeutic 
Nihilism,  as  far  as  pediatrics  is  con- 
cerned, means  ignorance  and  incom- 
petency. Dr.  Kerley  is  evidently  an 
enthusiast  upon  the  subject  of  ther- 
apeutics and  the  use  of  drugs,  and 
it  is  a  distinct  pleasure  to  study  his 
work,  in  which  one  feels  that  his 
enthusiasm  is  due  to  practical  re- 
sults from  the  proper  use  of  drugs 
and  therapeutical  agencies.  There 
is  too  much  tendency  in  these  days 
of  advanced  thought  not  to  expect 
anything  from  agencies  other  than 
mechanical  devices. 

The  general  considerations  of 
therapeutics  in  children  and  the 
newborn,  the  study  of  infant  feed- 
ing and  the  chapters  on  gastro- 
enteric diseases  are  especially  at- 
tractive ;  the  author  has  covered  the 
entire  subject  thoroughly,  and  the 
therapeutics  of  all  the  various  dis- 
eases of  children  have  been  care- 
fully considered.  The  concluding 
chapters — instructions  for  the  sum- 
mer, therapeutic  measures,  and 
gymnastic  therapeutics — are  very 
important  additions  to  the  work.  A 
table  of  drugs  and  drug  doses,  for 
internal  use  in  children,  giving  the 
dosage  at  six  months,  eighteen 
months,  three  years  and  five  years, 
will  be  very  helpful  to  the  younger 
practitioners.  The  book  is  deserv- 
ing of  very  careful  consideration. 


Diagnostics  of  Diseases  of  Children. 

By  LeGraxd  Kerr,  M.D.,  Pro- 
fessor of  Diseases  of  Children  at 
the  Brooklyn  Post-Graduate  Medi- 
cal School.  Octavo  of  542  pages, 
illustrated.  Philadelphia  and  Lon- 
don :  W.  B.  Saunders  Company, 
1907.  Cloth,  $5.00  net;  Half 
Morocco,  $6.50  net. 

Dr.  Kerr  has  approached  the  sub- 
ject of  diseases  of  children  from  its 
most  important  aspect  as  well  as  its 
most  difficult  side.  In  the  infant 
and  young  child  many  difficulties 
are  encountered,  as  the  infant  can 
not  define  its  suffering,  nor  does  it 
indicate  by  its  actions  the  correct 
location  of  diseased  foci ;  the  sub- 
jective symptoms  which  we  find  in 
older  patients  are  almost  entirely 
lost  to  us,  and  a  close  study  of 
child-life  and  interpretation  of  the 
objective  symptoms  of  disease  in 
children  must  form  the  basis  for 
diagnosis  of  their  diseases.  The 
work  has  not  been  divided  so  that 
differential  diagnosis  is  separately 
considered,  but  it  is  taken  up  to- 
gether with  the  other  symptoms. 
The  book  takes  up  first  the  exami- 
nation of  the  patient,  a  consideration 
of  general  posture,  facial  expression, 
the  body  weight,  sleep,  the  shape  of 
the  head,  the  condition  of  the  fon- 
tanels, etc.  Next  are  considered 
diseases  of  the  head  and.  in  turn, 
the  other  parts  and  systems  of  the 
body.  Special  chapters  are  devoted 
to  vomiting,  diseases  of  the  stomach 
with  vomiting  as  the  prominent 
symptom,  character  of  the  vomitus, 
hemorrhage  from  the  stomach,  and 
abdominal  pain.  Another  important 
subdivision  is  diarrhoea  and  diseases 
of  the  intestine.  The  cry,  the  cough, 
the  urination,  the  convulsions,  form 
important  chapters  of  the  work. 
Aside  from  these  the  book  includes 
a  consideration  of  the  usual  diseases 
of  childhood,  showing  a  very  careful 
and  scientific  observation  of  dis- 
eases  of  children  by  the  author  of 
the  work.  The  book  will  no  doubt 
take  its  place  among  the  important 
contributions  to  pediatrics. 
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WE  will  begin  with  the  proposi- 
tion that  the  sine  qua  non  of 
obstetrics  is  cleanliness;  that 
the  parturient  woman  can  stand  much 
trauma,  amazing  hardship,  but  little 
sepsis;  that  the  operator  who  will 
not  approach  his  maternity  work  in  the 
spirit  of  supercilious  caution  and 
cleanly  endeavor,  strikes  a  foul  and  a 
cruel  blow  which  is  bound  to  tell  in 
the  end  results. 

And  yet  our  caution  must  be  relative 
and  our  cleanliness  must  be  practic- 
able. The  writer's  experience  would 
forbid  him  to  recede  from  his  pre- 
viously expressed  opinion  that  the  re- 
ceptivity of  the  patient  is  an  import- 
ant and  always  variable  quantity  in 
many  of  our  dire  and  distressing  re- 
sults, and  is  ever  obtruding  itself  upon 
the  field  of  the  accomplished  and 
painstaking  accoucheur's  work,  quite 
as  insidiously  as  upon  that  of  his  less 
skilful  and  less  careful  brother's. 

It  is  altogether  possible  that  some 
men's  experiences  may  be  atypical,  or 
that  they  deduce  erroneous  conclu- 
sions from  vitiated  premises. 

Whilst  the  author's  field  of  earnest 
endeavor  has  been  anything  but  ideal, 
whilst  the  very  nature  of  his  environ- 
ment in  many  of  the  homes  of  the 
lowly,  the  poor  and  the  careless,  leaves 
much  to  be  desired  in  all  that  makes 
for  safety,  prevention  of  danger,  and 

*Read  before  the  Associated  Physicians  of 
Long  Island  at  Garden  City,  October  19,  1907- 

Re-read,  by  invitation,  before  the  Brooklyn 
Gynecological  Society,  Brooklyn,  N.  Y.,  Novem- 
ber 1st,  1907. 


competent  after-care  of  lives  resigned- 
ly committed  to  his  care,  he  has 
neither  been  confronted  by  the  fre- 
quency of  a  perilous  septicemia  nor, 
on  the  other  hand,  fortified  by  the  con- 
fident self-assurance  that  his  patient 
shall  not  die  of  sepsis — an  assurance 
possessed  by  our  eminent  and  gifted 
Jewett,  such  is  his  faith  in  aseptic  and 
antiseptic  midwifery. 

In  the  broad  scope  which  I  hope  to 
cursorily  cover,  all  that  time  allows 
will  be  epigrammatic,  disconnected 
statements,  more  prolific  of  debate,  it 
is  to  be  hoped,  than  any  formal  essay 
upon  a  set  topic. 

The  writer  may  be  said  to  have 
been  confronted  by  one  thousand  op- 
portunities for  septicemia,  inasmuch 
as  his  experience  covers  a  range  of 
eight  hundred  deliveries  and  more 
than  two  hundred  abortions  and  mis- 
carriages, the  latter  often  more 
fraught  with  danger,  it  is  conceded, 
than  the  former.  Two  fatal  cases  of 
sepsis  have  been  his  quota,  or  a  mor- 
tality of  one-fifth  of  one  per  cent. 

Garrigues  says  (American  Text 
Book  of  Obstet.),  that  since  1875  the 
tide  has  turned.  They  then  believed 
the  hospital  a  menace  to  life :  now  it 
is  considered  infinitely  safer  than  the 
home.  He  further  says  that  the  mor- 
tality in  private  practice  is  twice  as 
large  as  in  hospital  practice,  or  larger: 
that  out  of  every  100,  95,  or  even  89 
women  delivered  in  New  York  or 
other  large  cities  in  private  practice, 
one  dies — i.  e.,  up  to  1.12  per  cent,  as 
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against  0.6  per  cent.,  0.5  per  cent.,  or 
even  0.4  per  cent,  in  the  best  lying-in 
establishments ;  that  country  practi- 
tioners are  still  greater  opponents  of 
asepsis  and  antisepsis  than  city  practi- 
tioners. 

The  writer  (and  he  may  acknowl- 
edge himself  a  countryman,  perhaps, 
though  he  will  not  agree  that  he  is 
an  opponent  of  asepsis)  proudly,  but 
not  vainly  or  boastfully  begs  to  report 
a  mortality  in  private  practice  of  three 
cases  in  eight  hundred  deliveries,  or 
0.37  per  cent. — a  lower  per  cent,  than 
the  vaunted  New  York  Maternity 
Hospital  statistics. 

If  the  writer  would  be  expected  to 
add  to  his  mortality  statistics  three 
deaths  in  cases  with  which  he  has 
been  more  or  less  closely  identified 
in  hospital  practice — one  from  gen- 
eral peritonitis  following  operation  for 
peri-nephritic  abscess  on  the  ninth  day 
post-partum,  in  which  it  is  thought 
that  transportation  at  that  time  played 
some  part ;  one  from  eclampsia,  mori- 
bund on  admission  and  attended  with 
a  temperature  of  106  degrees  ;  and  one 
further  death  from  eclampsia  upon 
the  table  in  the  last  of  many  seizures 
and  a  few  moments  before  the  extrac- 
tion, after  version,  of  a  dead  child — 
he  would  still  be  confronted  by  the 
creditable  mortality  of  0.75  per  cent. 
I  le  can  recall  but  one  death  from 
miscarriage,  by  any  cause — an  exsan- 
guinated patient — and  in  this  he  begs 
to  modestly  aver  that  no  human 
agency  could  have  spared  this  life, 
called,  as  he  was,  but  a  few  hours 
before  the  death  of  said  patient. 

Bearing  upon  the  practical  point  of 
the  treatment  of  puerperal  septicemia, 
and  after  rehearsing  the  standard 
articles  of  Lusk,  written  fifteen  years 
ago,  of  Garrigues,  written  twelve 
years  ago,  of  Jewett,  written  nine 
years  ago.  and  since,  and  the  able 
exposition  of  the  subject  given  to  this 
Society  by  Polak,  three  years  ago,  T 
think  we  are  warranted  in  saying  that 
we  know  little  more  now  than  then. 
We  know  more  and  think  less,  per- 
haps, of  Silver  and  the  serums. 

Upon  this  we  can  all  agree,  that, 
as  dealing  with  (/  »crm  poison  the 
really  efficient  treatment  must  be  ger- 


micidal, specific,  and  antidotal;  that 
reconstructive,  tonic,  supportive  treat- 
ment, valuable  as  it  may  be,  and  re- 
sponsible for  about  all  the  lives  we 
manage  to  save  in  this  dread  affliction, 
only  indirectly  impresses  the  inroads 
of  the  poison  by  improving  resistive 
power,  does  not  shatter  or  destroy  the 
already  existing  germs  to  any  appre- 
ciable extent,  nor  eradicate  their  bane- 
ful and  destructive  influences,  and 
reasoning  by  analogy  with  kindred 
conditions,  e.  g.,  malarial,  syphilitic 
poisons  and  the  like,  we  know  how 
comparatively  futile  are  the  recon- 
structive tonics  when  not  preceded  by 
the  effects  of  quinine,  mercury, 
iodides,  etc. 

We  are  still  fondly  hoping,  then, 
for  just  such  positive  remedies  as 
these  last-named,  and  diphtheria  anti- 
toxin. Until  we  find  the  unfailing 
conqueror  of  the  streptococcic  foe,  we 
are  going  to  continue  to  view  sad  and 
distressing  deaths,  humiliated,  crest- 
fallen, and  dejected  over  our  helpless- 
ness to  aid. 

Gallant  has  recently  made  an  ear- 
nest plea  for  utero-vaginal  drainage 
in  puerperal  fever,  and  cites  cases  suc- 
cessfully treated  by  a  silver  bivalve 
cervical  drain,  coupled  with  perman- 
ganate uterine  douches  and  gauze 
packing  of  the  vagina,  to  thwart  the 
tendency  of  the  weighty  uterus  to 
settle  down  upon  the  floor  of  the  pel- 
vis, and  to  flex  and  obstruct  the  cer- 
vical canal.  He  soaks  gauze  in 
ichthyol  and  glycerine,  and  this,  to 
the  writer's  mind,  would  destroy  its 
absorptive  and  drain  property. 

The  valve  of  the  opsonic  index  as 
a  guide  in  the  treatment  of  bacterial 
infection  (Chas.  Bolduan,  L.  I.  Med. 
Journal,  Oct.,  1907).  and  its  develop- 
ment in  [903  by  Wright  of  England, 
whilst  it  lays  claims  to  results  in  local, 
practically  acknowledges  defeat  in 
systemic  infections. 

A  summary  of  the  aforesaid  800 
deliveries,  almost  entirely  in  private 
practice,  would  show  the  following 

in  'tew  <  »rthy  incident  -  : 

Forceps.   Used  but  twice  in  the  first 

sixty  cases. 

Occipito    .Interior.  Thirty-eight 

cases. 
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Occipito  Posterior.  Fifteen  cases. 
Rotation  occurring  eight  times ;  not 
occurring,  seven  times.  Brow  presen- 
tation, four  cases,  including  two  anen- 
cephalous  cases.  Face  presentation, 
five  cases.  Transverse  or  oblique  pres- 
entations, nine  cases. 

Version.  Thirteen  cases;  for  twins, 
four  cases ;  for  transverse  presenta- 
tion, three  cases ;  for  shoulder  presen- 
tation, four  cases ;  for  face  presenta- 
tion, two  cases.  (Prolapsed  cord  in 
four  cases.  Rupture  of  vagina  in  one 
case.) 

Breech  Presentation.  Twenty  cases. 
Knee  or  footling,  three  cases ;  occipital 
posterior  in  after-coming  head,  one 
case. 

Eclampsia.  Fourteen  cases ;  eleven 
private  cases,  three  hospital  cases. 
Recovery  in  all  the  mothers ;  surpris- 
ingly good  results  in  infants ;  two  died 
— one  was  moribund  on  admission,  and 
one  recovered.  Spontaneous  delivery 
of  premature  dead  infant. 

Twins.  Fifteen  cases ;  only  four 
pairs  lived  to  any  reasonable  age. 

Transverse  and  Shoulder  presenta- 
tions. Seven  cases;  five  podalic  ver- 
sions, two  cephalic  versions,  three  at- 
tended before  labor. 

Prolapsed  Cord.  Six  cases ;  two 
with  shoulder,  one  with  face,  one  with 
vertex  and  two  with  breech  presenta- 
tion;  has  proven  quite  a  jeopardy  to 
life  of  babes. 

Induction  of  Premature  Delivery. 
Six  cases ;  one  for  twins  (one  lived 
one  minute  and  one  lived  thirty-six 
hours  in  incubator)  ;  one  for  inces- 
sant vomiting — dead  child  ;  one  for 
hydatidiform  mole ;  two  for  eclamp- 
sia ;  one  for  hemorrhage  from  mar- 
ginal placenta  prawia. 

Hydatidiform  Mole.  Patient  in 
dangerous  condition  at  time  of  evacu- 
ating uterus. 

Post-partum  hemorrhage.  Six 
cases — three  typical. 

Placenta  prcevia.  Four  cases,  atypi- 
cal. 

Mild  sepsis.    Eight  cases. 
Severe  sepsis.    Six  cases. 
Fatal  sepsis.    Two  cases. 
Rupture  of  Vagina.   One  fatal  case  ; 
forceps-version  laparotomy. 

Puerperal  nephritis.    Six  cases. 


Adherent  Placenta.  Six  cases;  two 
very  grievous. 

Erysipelas.  One  very  trying  and 
worrisome  case,  with  all  the  symp- 
toms of  a  grave  sepsis. 

Phlebitis.  Seven  cases ;  pulmonary 
infarction,  one  case. 

Anencephalous.  Two  cases  in  the 
same  mother. 

Craniotomy.  One  case,  after  knowl- 
edge of  infant's  death,  and  after  inef- 
fectual attempts  at  forceps  and  ver- 
sion in  a  persistent  face  presentation. 

Symphyseotomy.  One  case;  sepsis 
post-partum  ;  recovery.  Death  in  sub- 
sequent confinement  at  Sloane  Mater- 
nity Hospital. 

Labor  Complicated  by  Fibroid. 
Four  cases ;  three  in  the  same  mother ; 
one  suggestive  of  a  remaining  twin. 

Shock.  Three  cases ;  one  in  case  of 
rupture  of  vagina ;  one  attended  by 
nausea  from  ergot. 

Successful  Use  of  Suprapubic  Com- 
press. Two  brow  cases  righted;  one 
hand  case  averted  which  threatened 
to  complicate  vertex  presentation. 

Perinephritic  Abscess.  Easy  deliv- 
ery in  case ;  operation  fatal. 

Fracture  of  Child's  Humerus. 
Three  cases ;  two  cases  of  clavicle. 

Puerperal  Mania.    Three  cases. 

Goitre  in  Mother.  One  notable  case ; 
amazing  improvement,  post-partum. 

In  the  remaining  few  moments  of 
my  time,  permit  me  to  call  attention 
to  my  large  proportion  of  occipito- 
posterior,  and  eclampsia  cases : 

In  the  latter  condition,  I  have  been 
peculiarly  fortunate — have  had  no 
maternal  death  in  private  practice, 
and  infant  mortality  has  been  ex- 
tremely low.  The  cases  have  been, 
on  the  whole,  of  more  than  average 
gravity.  The  treatment  has  been  by 
catheterism,  chloroform,  accouche- 
ment force  hurried  extraction,  mor- 
phia to  the  point  of  narcosis,  the 
opening  of  the  three  avenues  of 
waste — the  kidneys,  the  bowels,  and 
the  skin — the  last,  not  the  least  im- 
portant : — in  two  cases,  blood  letting 
— coma  for  twenty- four  hours  post- 
parum  in  one. 

The  writer  has  recently  seen  a  case 
where  a  five-hour  seance  of  seizures 
supervened  six  weeks  after  delivery, 


5-' 


JOHN  H.  BARRY. 


resulting  in  blindness  on  August  20th 
ult. — still  unchanged — strongly  ad- 
vised the  hospital — advice  spurned. 
Had  a  remote  notion  of  urging  de- 
capsulation of  the  kidney.  Also  in  a 
recent  case  at  St.  John's  L.  I.  City 
Hospital,  admitted  in  coma — after  re- 
lief of  symptoms,  for  which  frequent 
vapor  baths  were  mainly  responsible, 
spontaneous  and  premature  delivery 
of  a  dead  foetus  resulted  in  prompt 
improvement  and  ultimate  recovery 
of  the  mother. 

Schoekart*  writes  thus  upon 
eclampsia : 

Treatment:  Rapid  delivery  by  for- 
ceps or  version  when  cervix  is  dila- 
table :  when  cervix  is  closed  and  labor 
not  begun — must  interfere  in  multi- 
parae — manual  dilatation ;  in  primi- 
parae  manual  dilatation  impossible. 
He  uses  Bossi's  dilator — it  dilates 
rapidly,  and  safely;  rejects  Caesarean 
and  Diihrssen's  incisions  in  private 
practice ;  he  reports  three  cases  of  ex- 
ceptional gravity ;  he  dilates  cau- 
tiously, and  feels  the  progress  with 
the  hand. 

Fry,  of  Washington,  reports  three 
cases  of  vaginal  caesarean  section  for 
eclampsia. 

Pierif  advances  these  late  ideas  on 
eclampsia :  decapsulation  of  kidney, 
lumbar  punctures,  delivery  by  Bossi's 
dilator. 

Decapsulation  is  said  to  reduce 
congestion,  eliminate  the  changed 
epithelium  obstructing  the  canaliculi, 
and  to  modify  vaso-motor  conditions. 

It  must  be  done  before  anuria  comes 
on  ;  it  is  indicated  in  the  renal  forms 
of  eclampsia,  after  the  failure  of 
medical  treatment,  when  urine  is  very 
meagre  ( as  well  as  urea  and  ex- 
tractives) and  when  casts  are  f re- 
fluent. 

( iaussf  finds  several  successful 
cases  reported  of  decapsulation  and 
nephrotomy,  where  patients  would 
have  died  save  for  it. 

In  75  per  cent,  of  cases  convulsions 
are  controlled  by  delivery. 


•Hull,  ili-  la  Sue.  Hiltfc  <lc  C.yn.  ct  d*  Obstctr. 
Vol.  iK.  No.  >  1907. 

♦  Annals  <\v  (iyn.  ft  Obstctr.,  May,  1907. 
JZrnt    fur  Oyn.  June  6.  1907. 


In  25  per  cent,  of  cases  life  is  sac- 
rificed if  no  further  relief  is  obtained. 

Kronig,  at  Freiberg,  reports  two 
cases  of  successful  decapsulation  in 
eclampsia. 

In  forceps  cases  my  experience  in 
occipito  posterior,  and  most  difficult 
extractions  has  been  fairly  broad  and 
certainly  strenuous.  I  have  had,  I 
believe,  amazing  fortune.  I  have 
never  had  occasion  to  feel  warranta- 
ble regret  over  their  use ;  I  have  never 
had  a  maternal  death  due  to  them, 
and  my  infant  mortality  has  been 
much  in  their  favor,  I  believe,  as  con- 
trasted with  versions  of  similar  or 
proportionate  difficulty. 

That  the  forceps  present  grave 
dangers  can  scarcely  be  gainsaid,  and 
that  these  dangers  depend  in  the  main 
upon  (1st)  the  rarity  of  the  occasions 
which  permit  the  blades  to  be  applied 
to  the  sides  of  head  (2d),  imperfect 
cervical  dilatation,  and  (3)  traction  in 
improper  axes — is  equally  incontesta- 
ble. 

Let  me  say  a  word  of  caution  about 
damaged  perinei.  Let  the  stitching 
and  ablution  of  the  wound  area  be 
first  attended  to,  and  a  compress  put 
in  place.  Do  not  make  unconscious 
efforts  at  inoculating  patients  with 
stale  blood,  faeces,  etc.,  from  buttocks 
and  thighs,  by  giving  the  wound  area 
later  attention — in  fact  the  last  rub 
with  the  one  swab — as  is  so  commonly 
the  practice. 

In  conclusion,  the  writer  must  make 
an  honest  confession,  which,  though 
humiliating,  is,  he  hopes,  neverthe- 
less, honorable. 

He  has  had  a  deplorable  dearth  of 
experience  in  the  art  and  practice  of 
pelvimetry,  without  the  pursuit  of 
which,  he  believer  there  is  no  scien- 
tific midwifery,  nor  expert  ac- 
coucheur. 

I  may  be  permitted  to  wonder  over 
my  escape  from  the  absolute,  or  even 
relative  indications  for  caesarean  sec- 
tion in  the  list  of  cases  cited.  The 
astounding  improvements  in  caesa- 
rean results  of  later  years  robs  the 
condition  of  much  of  its  former 
danger,  and  fear  and  trembling  arc 
not  so  ready  to  stay  the  otherwise 
willing  hand. 
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The  claims  for  the  preference  of 
Gigli's  operation  of  pubiotomy  would 
appear  to  be  founded  upon  an  appeal 
to  the  skill  of  the  average  surgeon. 

In  conditions  of  grave  peril,  and  of 
refinements  of  obstetrical  art  such  as 


delivery  in  severe  pelvic  contraction 
present,  the  average  surgeon  should 
be  gracious  enough  to  call  upon  celeb- 
rities who,  recompense  or  no  recom- 
pense, are  eager  and  willing  to  be 
commanded. 


A  CONTRIBUTION  TO  THE  INVESTIGATION  OF 
TETANUS  ON  LONG  ISLAND.* 


By  CALVIN  F.  BARBER,  M.D., 

BROOKLYX-XEW  YORK. 


TO  continue  the  report  of  the  com- 
mittee upon  tetanus  on  Long 
Island  by  adding  my  personal  ex- 
perience, seems  not  only  to  reiterate 
many  points  well  made  by  their  inves- 
tigators but  possibly  to  more  firmly 
place  upon  record  the  fact  that  the 
long-accepted  statement  regarding  the 
frequency  of  tetanus  on  this  island  is 
incorrect,  also  that  certain  lines  of 
treatment  thus  far  advocated  have  not 
given  encouraging  results. 

I  have  gone  back  over  the  histories 
of  some  59,013  cases  cared  for  in  the 
Kings  County  Hospital  from  the  be- 
ginning of  1 90 1,  and  as  a  result  I  find 
that  in  1901,7,399  cases  of  illness  were 
admitted  to  that  institution,  but  no 
case  of  tetanus  was  recorded  among 
that  number.  Xor  does  there  appear 
a  record  of  a  case  in  the  folio  wing- 
year. 

In  1903,  one  case  is  found  among 
7,541- 

In  1904,  four  cases  were  admitted 
among  some  9,109  others. 

In  1905,  two  cases  out  of  a  total 
admission  of  9,254  cases. 

During  the  year  1906,  9,703  cases 
of  all  kinds  are  found  to  have  been 
under  treatment  in  the  hospital,  but 
of  these  only  two  had  tetanus. 

Thus  far  this  year  we  have  had  but 
two  cases  out  of  a  total  of  about  9,000 
admissions  admitted  to  October,  1907. 
To  add  to  this,  I  have,  during  the  past 
twenty-five  years,  seen  three  cases  in 
consultation,  all  in  old  Brooklyn.  Of 

*Read  before  the  Associated  Physicians  of 
Long  Island,  October,  1907. 


these  fourteen  cases,  only  two  were 
females,  thus  bearing  out  the  general 
statement  of  text  books  that  males 
are  more  frequently  attacked  than 
females. 

The  ages  of  those  infected  varied 
from  five  to  fifty-seven ;  while  the 
average  age  was  a  little  less  than 
thirty  years,  which  is  a  little  lower 
than  most  authorities  state  as  the  aver- 
age. Again,  while  many  authors  or 
writers  upon  this  subject  give  the 
negro  credit  for  susceptibility,  not  one 
of  these  cases  was  a  negro. 

Only  one  case  occurred  in  cold 
weather,  that  of  George  Schmidt,  a 
carpenter,  forty  years  of  age,  who 
ran  a  nail  into  his  foot ;  the  period  of 
incubation  in  this  case  was  ten  days. 
He  died  three  days  after  admission. 

The  above  statement  as  to  time  of 
year  is  but  corroborative  of  the  mass 
of  observers,  viz.,  that  hot  climates 
and  warm  weather  in  general  are  con- 
ducive to,  or  better  still,  elements  of 
additional  danger  to  suspicious 
wounds. 

Of  these  fourteen  cases  all  but  one 
was  wounded  in  the  extremities. 

Mary  Williams,  twenty-six  years  of 
age,  was  the  exception.  She  was  ad- 
mitted to  the  hospital  October  24, 
1907,  and  died  the  next  day.  No  his- 
tory was  obtainable,  and  the  only  abra- 
sion which  could  be  found  was  a  very 
slight  one  upon  the  hand ;  as  this  was 
not  a  clear  case  I  prefer  not  to  include 
it  among  those  whose  wounds  were 
clearly  discernible.  There  was  no 
question  as  to  the  diagnosis. 
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In  two  private  cases,  glass  cuts  in 
the  foot  were  the  causes  of  infection; 
and  in  five  cases,  a  punctured  wound 
by  a  nail  was  a  means  to  the  end. 
Cuts  of  the  hand  by  a  circular  saw 
figure  in  two  cases,  and  crushed  ex- 
tremities in  two  cases. 

One  case  perhaps  a  little  out  of  the 
ordinary  was  that  of  G.  L.,  aged  fifty- 
seven  yearsva  carpenter  by  occupation, 
who  was  injured  July  7,  1906,  by  the 
explosion  of  a  giant  firecracker  which 
had  been  lighted  under  a  chair  upon 
which  he  was  sitting,  the  explosion 
tearing  a  large  hole  in  the  calf  of  his 
leg;  seven  days  after  the  accident 
tetanic  symptoms  began  to  develop, 
and  six  days  from  that  date  he  died. 
The  wound  was  perfectly  clean  when 
he  was  admitted  to  the  hospital. 

It  will  be  seen  from  the  cases  pre- 
sented that  the  size  of  the  wound  has 
little  to  do  with  the  period  of  incuba- 
tion or  the  ultimate  results.  In  the 
case  of  extensive  crushing  of  the  leg 
with  amputation  the  period  of  incuba- 
tion was  eighteen  days,  while  from  a 
lacerated  wound  of  the  leg  the  period 
was  but  two  days.  The  result  in  these 
two  cases  was  the  same. 

I  may  say  in  all  the  cases  reported 
that  the  symptoms  were  well  marked, 
and  the  drum  stick  bacillus  was  easily 
obtained  in  many ;  the  bacillus  was 
found  in  scrapings  from  the  wound. 
The  staining  was  by  Grams  method 
or  ordinary  water  solutions  of  analine 
colors.  As  you  have  probably  noted, 
the  period  of  incubation  was  from  two 
to  eighteen  days,  the  average  being 
about  eight. 

Of  the  fourteen  cases  of  which  I 
have  minutes,  three  were  fortunate 
enough  to  recover ;  two  of  these  were 
Germans,  one  twenty-eight  years  of 
age.  the  other  thirty-one,  who  had 
been  injured  by  a  circular  saw:  one 
had  a  period  of  incubation  of  fourteen 
days,  the  other,  of  eight  days.  The 
third  to  recover  was  a  lad  of  about  ten 
years;  it  took  seven  days  for  his  case 
to  develop  and  it  was  about  two 
months  before  he  could  be  given  a 
clean  bill  of  health.  One  of  the  three 
cases  recovered  in  about  one  month 
and  the  other  in  three  weeks. 

As  to  the  treatment  employed:  In 


the  first  case  to  recover,  that  of  the 
lad,  who  had  all  the  symptoms  which 
accompany  a  fully  developed  case  of 
tetanus,  a  dark  room  was  selected  and 
no  one  allowed  to  enter  or  in  any  way 
disturb  the  patient.  The  bromides, 
chloral,  with  whiskey  for  a  stimulant, 
were  about  all  that  was  used,  and  we 
saw  that  these  were  pushed  to  their 
full  physiological  limit;  when  not  suf- 
ficient to  control  the  convulsive  seiz- 
ures a  little  morphine  was  added. 

The  diet  in  all  the  cases,  it  is  prob- 
ably unnecessary  for  me  to  say,  was 
anything  which  could  be  administered 
in  a  liquid  form,  necessarily  in  small 
quantities  and  at  irregular  intervals. 

In  the  second  case,  which  occurred 
in  May,  1904,  antitoxine  was  used ; 
and  in  a  case  admitted  in  May,  1907, 
antitoxine  was  injected  into  the 
spinal  cord  and  continued  in  use 
about  the  wound,  which  was  dressed 
with  tincture  of  iodine ;  saline,  per 
rectum,  was  administered  every  two 
to  four  hours ;  in  addition,  a  little 
morphine  to  control  spasmodic  twitch- 
ings.  This  man  did  not  have  any 
severe  convulsive  seizures,  although 
much  of  his  muscular  system  was  in 
a  state  of  mild  convulsive  move- 
ments for  days. 

Of  the  fourteen  cases  recorded, 
eight  are  noted  as  having  had  anti- 
toxine :  it  is  possible  that  other 
cases  received  the  same  treatment, 
but  as  it  is  not  recorded  against 
them  I  would  not  assume  that  it  had 
been  administered. 

The  mode  of  administering  it  lias 
been  from  trephining  and  injecting 
it  subdural,  to  the  subcutaneous 
method  ;  the  spinal  canal  has  been 
used  in  some  cases.  We  have 
usually  commenced  with  10  C.C.,  in- 
creasing the  dose  and  administering 
it  every  four  or  five  hours. 

A  case  occurred  in  July  of  this 
year  in  a  boy  of  twelve,  who  was 
injured  by  an  umbrella  rib  running 
into  his  foot.  Antitoxine  was  used 
every  four  hours  from  the  time  of 
his  admission,  July  6,  until  his  death. 

July  8.   The  period  of  incubation  in 

this  case  was  six  days.  Absolutely 
no  effect  could  be  seen  from  the  ad- 
ministration of  the  serum,  and  the 
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convulsive  seizures  were  so  severe 
that  I  was  obliged  to  order  chloro- 
form and  morphine.  From  what  ex- 
perience I  have  had  with  the  serum 
there  seems  to  be  no  advantage 
gained  so  far  as  the  convulsions  are 
concerned,  in  fact,  the  cases  are 
rare  where  some  anti-spasmodic  is 
not  used,  antitoxine  or  no  antitoxine. 
In  one  case,  where  the  seizures  were 
particularly  severe,  we  injected  into 
the  spinal  canal  a  solution  (25  per 
cent.)  of  magnesium  sulphate,  after 
withdrawing  a  quantity  of  the  spinal 
fluid.  This  man  had  no  more  con- 
vulsions after  the  intra-spinous  in- 
jection; whether  this  was  a  coinci- 
dence or  not  perhaps  the  future  will 
determine. 

\\  nile  it  is  far  from  my  purpose 
to  discredit  the  use  or  value  of  anti- 
toxine or  any  other  means  of  con- 
trolling convulsions,  or  of  admitting 
to    such    remedies    the  armamen- 


tarium of  defense  in  this  most  fatal 
malady,  still  I  am,  from  personal 
observation,  far*  from  convinced  of 
the  amount  of  good  or  other  effects 
obtained  from  the  use  of  the  newer 
method. 

I  agree  most  thoroughly  with  the 
speakers  on  the  subject  at  its  last 
presentation,  and  therefore  have  pur- 
posely avoided  the  introduction  of 
figures,  as  they  are  misleading,  and 
usually,  I  am  sorry  to  say,  inaccurate. 
The  facts  here  presented  are  not 
visionary,  but  are  the  result  of  ac- 
tual experience.  The  cases  were  all 
carefully  watched,  and  the  care  and 
interest  shown  in  each  instance  was 
the  best  an  enthusiast  could  expect 
in  a  well-run  institution. 

This  morsel  is  but  an  addenda  to 
the  already  compiled  work  of  the 
committee,  and  I  simply  add  it  that 
it  may  be  a  part  of  that  valuable  re- 
port. 


THE  LITERATURE  AND  STATISTICS  OF  TETANUS  AND 
TRISMUS  ON  LONG  ISLAND. 

By  WILLIAM  BROWNING,  M.D., 

BROOKLYN-NEW  YORK. 


IN  the  case  of  most  of  our  infec- 
tious diseases  we  speak  hopefully 
of  the  time  when  they  shall  be 
banished  from  the  face  of  the  earth ; 
such  a  possibility  can  at  least  be 
imagined.  But,  in  the  case  of  lockjaw, 
as  the  causative  organism  is  in  the 
soil  so  widely  and  abundantly  dis- 
tributed, we  cannot  well  conceive  of 
any  method  by  which  it  can  be  uni- 
versally destroyed.  Consequently  it 
is  a  disease  that  we  must  ever  war 
against,  either  by  prevention  or 
cure,  and,  correspondingly,  we  should 
continually  refreshen  and  extend 
our  knowledge  of  it. 

As  the  question  of  tetanus  on 
Long  Island  has  so  long  been  a  mat- 
ter of  contention,  and  is  so  continu- 
ally recurring,  it  is  evident  that  the 
subject  must  be  handled  in  some 
other  way  than  by  opinions  or  spas- 
modic effort.    It  has  seemed  to  the 


speaker  that  the  first  thing  to  do 
was  to  gather  all  the  existing  refer- 
ences and  statistics  bearing  there- 
on ;  much  or  little,  it  represents 
what  material  we  have,  and  makes 
this  available  without  continual  re- 
searching. To  that  end  the  follow- 
ing outline  is  presented.  It  may  be 
premised  that  it  is  to  the  old  articles 
of  Carpenter  and  Geo.  M.  Beard  that 
the  ill-repute  of  the  island  is  due. 
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II.  Statistics. 

For  the  Island  counties  other  than 
Kings,  no  figures  appear  to  be  avail- 
able. Regarding  this  point  I  applied 
to  our  State  Board  of  Health,  and 
under  date  of  October  8,  1907,  re- 
ceived the  following  reply: 

"Replying  to  yours  of  the  3d,  ask- 
ing for  statistics  of  the  fatal  cases  of 
tetanus  and  trismus  in  Suffolk  and 
Queens-Nassau  counties,  I  regret  to 
say  that  it  is  impossible  to  work  out 
statistics  from  our  records  in  a  case 
like  this." 

(Signed)  Eugene  H.  Porter, 

Commissioner. 

Nor  apparently  are  there  any  use- 
ful figures  in  the  hands  of  local  health 
officers;  although  something  by  this 
time  might  fairly  be  expected  from 
them. 

For  Brooklyn  (  not  including  all  of 
Kings  County  until  1894),  the  follow- 
ing table  is  as  complete  as  material 
permits : 

Tetanus  and  trismus  cases  in 
Brooklyn,  1848  to  1904  inclusive. 
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Years 

Tetanus  Trismus  Total 
Mortality 

Population 

1848. 

O 

O 

1849. 

2 

I 

185O. 

-2 
O 

O 

98,574 

1851. 

I 

2 

2,858 

110,000 

1852. 

I 

3,184 

125,000 

1853- 

4 

2 

1854. 

2 

6 

4,768 

1855. 

2 

7 
/ 

1856. 

2 

6 

7.  762 

1857. 

8 

0 

^61 

1858. 

0 

0 

6,^QQ 

1859 

16 

1 

$  Q08 

250,000 

i860. 

7 

0 

6,620 

266,674 

l86l. 

9 

8 

6,88l 

1862. 

2 

15 

7,157 

1863. 

1864. 

_  Of  _ 

1865. 

296,112 

l866. 

8,683 

1867. 

22 

0 

8,389 

1868. 

together 

23 

8,750 

1869. 

26 

8,759 

1870. 

9 

9 

9.546 

396,000 

1871 . 

10,259 

410,000 

0  _ 

1872. 

10 

21 

12,648 

493,000 

1873- 

11 

36 

10,968 

436,000 

1874. 

8 

38 

11,011 

450,000 

0  

1875. . 

7 

40 

12,470 

466,000 

1876. 

1 

33 

I2,334 

483,000 

1877. 

2 

37 

11,362 

502,000 

O  —  O 
I878. 

7 

39 

11,075 

522,000 

I879. 

11,560 

544,000 

l880. 

4 

26 

13,222 

566,663 

l88l. 

4 

3S 

14,533 

589,000 

l882. 

3 

30 

I5.OI4 

611,000 

I883. 

6 

27 

13,7^8 

634,000 

1884. 

«j 

38 

14,116 

658,000 

I885. 

8 

26 

I5>369 

683,000 

1886. 

4 

34 

15,790 

735,000 

I887. 

6 

38 

17,078 
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26 
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20 
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10,827 
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6 
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8 
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20,807 

928,000 

I893. 

*T 

2^ 

2I,OI7 

973,000 

I894. 

IO 

^1 

2I,l8^ 

1,045,000 

I895. 

20 

29 

y 

22,568 

1,100,000 

I896. 

13 

IQ 

22,501 

1,125,000 

I897. ■ 

IO 

23 

20,989 

1,065,432 

I898. 

21,989 

I899. 

21,649 

1,166,582 

I900. 

23,507 

1901  . 

23,271 

1,249,650 

1902. 

22,344 

Years         Tetanus  Trismus  Total  Population 
Mortality 

1903..  together  17  22,192  1,291,597 
1904. .        "  20 
1905.. 
1906. . 

For  1866,  March  to  September  in- 
clusive, the  total  deaths  were  5,293,  of 
which  14  were  from  tetanus  (trismus 
not  specified). 

For  1879  to  T893  inclusive,  tetanus 
and  trismus  are  not  given  in  the  an- 
nual summaries,  and  had  to  be  worked 
out  by  going  over  the  weekly  reports. 
The  great  increase  immediately  after 
this  is  peculiar,  although  this  applies 
only  to  tetanus  and  not  to  trismus. 

For  1887,  week  No.  8  was  lacking 
from  the  file  used  in  computing  this 
table. 

The  20  for  1904  include  8  under 
one  year,  and  hence  doubtless  to  be 
classed  as  trismus  nascentium. 

As  this  is  a  disease  that  almost 
makes  its  own  diagnosis,  there  should 
be  few  slips  in  reported  cases.  Recov- 
eries, it  is  to  be  remembered,  are  not 
included,  although  this  should  not  ma- 
terially change  the  rate  of  its  inci- 
dence, barring  the  rarely  diagnosti- 
cated cephalic  form.  Such  statistics 
are  of  course  not  in  any  exact  sense 
correct;  in  fact,  even  in  the  reports 
from  which  they  are  gathered,  the 
summaries  do  not  always  agree,  and 
from  these  erratic  figures  it  is  difficult 
to  draw  conclusions.  Although  te- 
tanus may  be  looked  upon  as  essen- 
tially a  preventable  disease,  it  appears 
to  be  only  somewhat  on  the  wane 
relatively,  and  even  less  is  this  evident 
regarding  trismus. 

Hozu  to  get  at  Brooklyn  Vital  Statis- 
tics. 

It  may  aid  future  searchers,  to  ex- 
plain how  and  where  these  are  to  be 
found. 

I.  Consult  the  key  prepared  by  Dr. 
Wyckoff,  on  pages  494  and  495  of  the 
Annual  Report  of  the  Brooklyn  De- 
partment of  Health  for  1905  (publ. 
1897).  Causes  of  death  were  first  re- 
ported in  1848;  the  facts  for  1848,  '49 
and  '50  may  be  found  in  tables  of  some 
of  the  reports  in  the  fifties.  For  i860, 
see  pages  45  to  104  of  Vol.  1,  1861,  of 
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Minutes  of  Common  Council  {Pro- 
ceedings of  Board  of  Aldermen;  also 
for  this  year  issued  separately).  For 
1861,  see  ibid,  1862,  Vol.  I,  215-243. 
For  1862,  see  ibid,  1863,  II,  175-201. 
From  1898  on,  the  figures  are  of 
course  to  be  sought  in  the  N.  Y.  City 


reports.  Weekly  bulletins  for  Brook- 
lyn began  with  1872. 

II.  Accessible  files  of  these  reports 
— those  to  1862  inch,  can  be  consulted 
at  the  L.  I.  Historical  Society  Library. 
The  later  reports  are  in  the  Kings  Co. 
Med.  Soc.  Library. 


THE  USE  OF  THE  CYSTOSCOPE  AS  AN  AID  TO 
DIAGNOSIS  IN  DISEASES  OF  THE  BLADDER 
AND  KIDNEYS  * 

By  PAUL  M.  PILCHER,  A.M.,  M.D., 

BROOKLYN,  N.  Y. 

Associate    Surgeon    to   the  Williamsburgh  Hospital,    Assistant    Surgeon   to    St.    John's   Hospital,  and 
Cystoscopist   to   the   Jewish    Hospital   of  Brooklyn. 


THE  diagnosis  of  diseases  of  the 
bladder,  ureters  and  kidneys  is  at 
best  a  difficult  problem,  and  the 
introduction  of  the  cystoscope  has 
given  to  us  a  most  important  aid  in 
this  field  of  medicine.  The  subject  is 
gaining  more  and  more  importance  as 
the  results  of  the  examinations  in  the 
hands  of  experts  are  becoming  more 
satisfactory  and  more  accurate.  The 
surgeon  should  appreciate  the  risks  of 
catheterism  of  any  kind  and  take  the 
necessary  precautions  to  prevent  dis- 
aster ;  in  cases  in  which  infection  is 
already  present,  care  should  be  taken 
not  to  spread  the  infection,  and  there 
are  also  certain  cases  of  virulent  in- 
flammation of  the  urethra  and  bladder 
in  which  no  form  of  catheterism 
should  be  attempted  until  the  active 
inflammation  has  subsided.  It  must 
not  be  supposed  that  all  the  clouds  of 
obscurity  have  been  swept  aside  by  the 
introduction  of  this  instrument,  for  in 
some  cases  even  after  the  most  thor- 
ough examination,  we  are  still  left  in 
doubt  as  to  the  origin  and  exact  loca- 
tion of  many  urological  diseases.  In 
all  cases,  the  usual  preliminary  steps 
in  the  establishment  of  a  diagnosis 
should  not  be  omitted,  and  the  cysto- 
scope should  be  used  simply  as  an  aid 
to  diagnosis. 

In  taking  the  history  of  a  urolog- 
ical patient,  the  following  conditions 
should  always  be  inquired  into : 

'Read  l>ifor<-  tin-  Brooklyn  Surgical  Society. 
May  2.  1907.  and  the  Associate!  Physicians  of 
Long   Island.   October,  i9«7- 


Frequency  of  Urination. — The  fre- 
quency of  urination  by  day  and  night. 
A  healthy  person  urinates  about  five 
times  in  twenty-four  hours,  the  normal 
quantity  of  urine  is  fifty  ounces,  and 
the  average  capacity  of  the  bladder  is 
ten  ounces.  If  the  capacity  of  the 
bladder  remains  unchanged  and  the 
quantity  of  urine  be  increased,  the 
patient  will  naturally  urinate  more  fre- 
quently ;  diabetes  mellitus,  diabetes  in- 
sipidus, chronic  interstitial  nephritis, 
and  urina  spastica  are  examples  of  this 
class.  When  the  mucous  membrane  of 
the  bladder  becomes  congested  and  in- 
flamed it  is  much  less  tolerant  of  any 
distention,  so  the  actual  capacity  of 
the  bladder  is  lessened  and  if  this  in- 
flammatory condition  is  very  marked 
the  bladder  will  tolerate  very  little 
urine  at  a  time ;  in  such  cases  the 
desire  to  urinate  frequently  is  present 
both  day  and  night,  as  in  acute  pos- 
terior urethritis  and  cystitis.  In  cases 
of  neuroses  of  the  bladder  the  fre- 
quency of  micturition  is  present  only 
during  the  day;  in  hypertrophy  of  the 
prostate  the  patient  urinates  more  fre- 
quently at  night  ;  while  in  eases  ot 
vesical  calculus  the  urgency  of  urina- 
tion is  present  as  a  rule  only  when  the 
patient  is  active. 

Urinary  Stream. — Changes  in  the 
urinary  stream.  The  stream  may  be 
smaller,  due  to  Stricture;  there  may  he 
loss  of  projectile  power,  due  to  weak- 
ness <»»'  the  bladder  wall ;  there  may  be 
obstruction  at  the  neck  of  the  bladder. 
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as  in  prostatic  hypertrophy ;  the 
stream  may  be  suddenly  interrupted, 
as  in  case  of  stone ;  there  may  be  com- 
plete suppression,  partial  retention,  or 
incontinence ;  all  of  which  symptoms 
are  indicative  of  certain  conditions  in 
the  bladder  or  in  the  urethra. 

Character  of  Urine. — The  amount 
and  character  of  urine  passed  each 
time.  A  careful  study  of  this  will 
often  reveal  much  concerning  the  dis- 
eased conditions  of  the  urinary  tract. 

Pain. — Referred  to  the  kidney,  blad- 
der, urethra,  or  perineum.  It  is  nec- 
essary to  know  whether  this  is  inde- 
pendent of,  at  the  beginning  of,  dur- 
ing, or  at  the  end  of  micturition,  and 
whether  it  occurs  when  the  patient  is 
quiet  or  in  motion. 

Blood. — The  admixture  of  blood 
with  the  urine.  This  is  a  most  signi- 
ficant symptom ;  the  duration,  circum- 
stances, occurrence  during  rest  or 
after  exertion,  relation  to  micturition 
— all  these  are  most  important  condi- 
tions to  be  thoroughly  examined  into. 

Urethral  Catheterism. — Next  in  im- 
portance to  the  taking  of  the  history 
and  to  the  thorough  physical  examina- 
tion is  urethral  catheterism.  By  pass- 
ing the  catheter  we  are  able  to  ascer- 
tain the  amount  and  constituents  of 
the  residual  urine ;  through  the  cathe- 
ter the  bladder  may  be  irrigated,  the 
bladder-capacity  ascertained,  and  the 
degree  of  irritability  of  the  bladder 
determined.  Bv  the  passing  of  sounds 
the  presence  of  strictures  or  obstruc- 
tions may  be  found,  and  the  urethra 
may  be  dilated  preliminary  to  the  in- 
troduction of  the  cystoscope.  After 
the  history  has  been  taken,  the  cysto- 
scope finds  its  place. 

Reasons  for  Failure. — One  of  the 
reasons  for  the  numerous  failures 
which  men  have  had  in  this  depart- 
ment has  been  due  to  the  fact  that 
the  operator  has  confined  himself  to 
the  use  of  a  single  type  of  cysto- 
scope ;  in  the  writer's  experience  he 
has  found  it  impossible  to  catheter- 
ize  all  ureters  with  one  type  of  cyst- 
oscope. 

OBJECTIONS  TO  THE   USE  OF 
CYSTOSCOPES. 

Objections. — Dr.  Henry  Morris,  in 
his  treatise  on  "Surgical  Diseases  of 


the  Kidney  and  Ureter"  (Vol.  II,  p. 
324),  cites  the  following  objections 
to  the  use  of  the  cystoscope : 

"(1)  The  obnoxious  nature  of  the 
operation  in  the  female,  and  the  ex- 
treme difficulty  of  it  in  the  male. 
(2)  The  unreliableness  of  the  infor- 
mation it  affords.  (3)  Risks  to 
which  it  exposes  the  patient.  (4) 
Its  disadvantages  as  a  mode  of  treat- 
ment." 

In  considering  these  objections 
most  of  them  seem  to  me  to  show 
a  lack  of  experience  in  the  use  of 
the  cystoscope  in  the  hands  of  Dr. 
Morris,  or  that  the  cystoscopes  with 
which  he  worked  were  deficient,  or 
that  he  confined  himself  to  the  use 
of  a  single  cystoscope  of  inferior 
type. 

F.  Tilden  Brown  (Annals  of  Sur- 
gery, December,  1899)  classifies  the 
cases  presented  for  cystoscopic  ex- 
amination as :  "unfavorable,"  "favor- 
able," "difficult,"  "impossible,"  and 
points  out  that  when  the  trigone  of 
the  bladder  is  precipitous  or  vertical, 
the  ureters  can  not  be  catheterized 
at  all.  Shoemaker  (Annals  of  Sur- 
gery, Vol.  XXII,  1895)  says:  "When 
the  neck  of  the  bladder  is  covered 
with  easily-bleeding  and  exquisitely 
tender  granulations,  recognition  of 
the  ureter  openings  is  very  difficult." 
Albarran  claims  that  almost  all 
cases  can  be  examined,  but  admits 
that  in  some  cases  a  catheter  can  be 
passed  only  three  or  four  centime- 
ters along  the  ureter.  These  few 
expressions  of  opinion  are  given  in 
order  to  emphasize  the  fact  that  the 
science  of  cystoscopy  is  not  a  smooth 
road  to  follow,  and  that  even  in  the 
hands  of  these  men  who  are  most 
expert  in  the  use  of  the  cystoscope, 
failures  are  often  recorded. 

CHOICE  OF  CYSTOSCOPE. 

No  one  can  hope  to  be  successful 
in  the  field  of  cystoscopy  unless  he 
is  familiar  with  the  use  of  a  number 
of  types  of  the  instrument.  One 
must  first  learn  the  use  of  the  simple 
prismatic  cystoscope ;  this  involves 
the  questions  of  asepsis  and  anti- 
sepsis, the  preparation  of  the  blad- 
der for  examination,  and  the  tech- 
nique of  introducing  the  cystoscope. 
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Until  the  surgeon  has  mastered  the 
use  of  this  cystoscope,  it  is  danger- 
ous for  him  to  proceed  further.  In 
many  cases  this  simple  examining 
cystoscope  is  the  only  one  which 
can  be  employed,  owing  to  the  small 
size  of  ..the  urethra,  but  by  its  use 
one  may  determine  the  character 
and  extent  of  nearly  all  pathological 
processes  involving  the  bladder  it- 
self. 

THE    EXAMINING  CYSTOSCOPE. 

The  introduction  of  the  cystoscope 
should  in  most  cases  be  preceded, 
in  the  male,  by  the  passage  of 
sounds,  which  dilates  the  urethra, 
accustoms  the  patient  to  the  pres- 
ence of  a  foreign  body  therein,  and 
makes  the  manipulation  of  the  cysto- 
scope less  terrifying.  Usually,  an 
anesthetic  is  not  necessary ;  in  some 
cases  cocaine  is  used,  and  in  a  few 
exceptional  instances  recourse  is 
had  to  a  general  anesthetic.  In 
using  the  Kelly  endoscope  it  is  al- 
most always  necessary  to  employ 
some  form  of  anesthesia,  local  or 
general. 

Bladder. — In  all  diseases  of  the 
bladder  a  cystoscopic  examination  is 
of  great  value  in  determining  the 
character  and  extent  of  the  patho- 
logical process,  and  also  in  enabling 
us  to  give  a  prognosis  of  the  case. 
The  more  common  affections  with 
which  we  meet  may  be  enumerated 
as  follows  :  Trigonitis  ;  localized  and 
general  inflammation  of  the  mucous 
membrane  ;  ulcers  ;  tuberculosis  ; 
tumors  ;  foreign  bodies  ;  trabecular  ; 
diverticula? ;  areas  of  hemorrhage ; 
wounds ;  scars,  vesicles,  calculi  and 
sacculations ;  and  the  presence  of  an 
enlarged  prostate,  especially  the 
median  enlargement.  Another  con- 
dition, not  so  commonly  understood, 
is  edema  of  the  trigone;  this  is  pres- 
ent most  frequently  in  women  who 
have  a  sagging  of  the  floor  of  the 
bladder,  giving  rise  to  frequency  of 
urination  ;  many  of  the  so-called 
neurotic  bladders  are  due  to  this 
cause. 

There  arc  also  conditions  outside 
of  the  bladder  which  may  be  diag- 
nosed with  a  Simple  examination  of 
the  bladder  ;  for  example  : 


Case  I.  Female,  aged  44  years ;  referred 
for  diagnosis  by  Dr.  Amos  Judd.  The 
patient  had  suffered  from  pain  across  the 
lower  part  of  the  abdomen  for  five  years ; 
there  gradually  developed  a  desire  to  urin- 
ate frequently,  but  no  pain  accompanied 
urination,  simply  desire  to  urinate  which 
was  increased  when  patient  was  consti- 
pated ;  she  could  always  hold  her  water  as 
long  as  was  necessary,  but  always  com- 
plained of  the  feeling  that  the  bladder  was 
not  empty.  The  urine  was  negative,  with 
the  exception  of  a  slight  trace  of  albumen. 

Cystoscopic  examination  showed  the 
presence  of  a  tumefaction  in  the  base  of  the 
bladder,  which  was  covered  with  mucous 
membrane,  having  none  of  the  characteris- 
tics of  a  maligant  growth  nor  of  a  papil- 
lomatous growth.  A  diagnosis  was  made 
of  uterine  fibroid  pressing  into  the  blad- 
der, and  operation  revealed  this  to  be  the 
fact.  Hysterectomy  was  done  with  entire 
relief  of  the  symptoms. 

Case  II.  Female,  aged  50  years.  Re- 
ferred for  diagnosis  by  Dr.  Ernest  F. 
Luhrsen.  The  patient  had  been  sick  for 
ten  days ;  the  attack  had  originally  simu- 
lated an  acute  appendicitis,  the  pain,  how- 
ever, being  somewhat  lower  than  McBur- 
ney's  point.  The  woman  was  very  stout 
and  neurotic ;  abdominal  palpation  during 
this  period  revealed  nothing  definite ;  later 
she  began  to  complain  of  pain  in  the  region 
of  the  bladder ;  passed  her  urine  every 
hour,  often  being  unable  to  control  it ;  the 
pain  in  the  region  of  the  bladder  was  in- 
creasing and  shooting  down  into  the  right 
leg;  she  had  chills  and  continuously  high 
temperature ;  rapid  pulse ;  temperature 
varying  from  100  degrees  to  105  degrees  F., 
at  no  time  being  normal ;  pulse  varying 
from  90  to  120. 

Abdominal  examination  revealed  consid- 
erable muscular  rigidity  and  tenderness  be- 
low McBurney's  point,  also  over  the  region 
of  the  urinary  bladder. 

Vaginal  examination  was  difficult  on  ac- 
count of  the  stoutness  of  the  patient :  the 
uterus  was  drawn  up,  the  cervix  displaced 
to  the  left,  the  anterior  fornix  was  boggy 
and  tender. 

Cystoscope  was  introduced  and  met  an 
obstruction  two  and  one-half  inches  from 
the  meatus;  it  was  possible,  however,  t<> 
introduce  the  cystoscope  by  depressing  the 
handle  through  an  arc  of  nearly  ninety  de- 
grees. When  the  bladder  was  illuminated 
the  left  side  and  anterior  wall  was  found 
to  be  normal,  while  the  right  side  was 
pushed  in  by  something  from  without,  so 
that  there  appeared  to  be  a  tumor  on  the 
right  side  of  the  bladder  encroaching  upon 
its  lumen.  After  considering  all  of  the 
symptoms  together  with  the  cystoscopic 
findings,  a  diagnosis  was  made  of  pelvic 
abscess  of  the  right  side,  which  was  con- 
finned  by  operation  done  by  the  writer 
the  following  morning. 

Ureteral  Months. — Aside  from  the 
diseases  of  the  bladder  itself,  much 
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may  be  learned  concerning  the  condi- 
tion of  the  ureters  and  the  kidneys 
from  studying"  the  ureteral  mouths 
themselves ;  one  orifice  may  be  normal 
and  the  other  abnormal ;  only  one  ure- 
ter opening  may  be  present,  indicating 
the  absence  of  one  kidney;  or,  there 
may  be  three  ureteral  openings,  indi- 
cating three  ureters. 

Urinary  Efflux. — First  it  is  impor- 
tant to  study  the  urinary  efflux  from 
the  openings ;  normally,  this  should 
come  in  jets  lasting  one  to  two 
seconds ;  these  jets  may  be  more  fre- 
quent on  one  side  than  on  the  other, 
and  may  indicate  a  greater  functional 
activity  when  the  chutes  are  large,  uni- 
form in  size  and  regular  in  rhythm. 
Smaller,  irregular  jets  would  indicate 
some  form  of  stricture ;  dribbling  of 
the  urine  from  the  ureter  would  show 
a  dilation  of  the  ureter ;  a  continuous 
flow  would  point  towards  a  destruc- 
tion of  the  sphincteric  action ;  absence 
of  efflux  would  indicate  a  destruction 
of  the  kidney  tissue  or  some  inhibition 
of  its  secretion.  Much  may  also  be 
learned  from  the  character  of  the 
urine  flowing  from  the  ureter ;  it  may 
be  blood-stained,  or  it  may  contain  pus 
or  strings  of  tissue,  indicating  disease 
of  the  ureter  or  kidney  on  that  side. 
The  appearance  of  the  ureteral  open- 
ings themselves  are  a  great  aid  in 
establishing  a  diagnosis ;  one  orifice 
may  be  normal  and  the  other  altered, 
indicating  a  renal  lesion  on  the  side 
of  the  abnormal  ureter. 

David  Newman,  of  Glasgow  (Brit- 
ish Medical  Journal,  March  24,  1906), 
has  formulated  the  following  conclu- 
sions as  to  the  appearance  of  the  ab- 
normal conditions  seen  in  the  neigh- 
borhood of  the  ureteral  mouths,  as  fol- 
lows : 

"Active  congestion  and  swelling  of 
the  mucous  membrane  in  the  neighbor- 
hood of  the  orifice  and  along  the  lips 
of  the  ureter,  also  swelling  and  pout- 
ing of  the  lips,  denote  acute  irritation 
of  the  pelvis  or  parenchyma  of  the 
corresponding  kidney." 

"A  dilated  orifice,  the  lips  being 
sharp  and  clearly  defined,  the  mucous 
membrane  between  the  lips  acuetly 
congested  while  the  color  of  that  of 
the  bladder  is  little  changed,  denotes 


recent  and  acute  inflammation  or  me- 
chanical irritation  in  the  correspond- 
ing pelvis." 

"A  dilated  orifice,  the  lips  being 
thickened  and  only  slightly  rounded, 
the  mucous  membrane  between  the 
lips  of  a  dark  red  color  while  the 
mucous  membrane  of  the  bladder  is 
deeply  injected  and  pigmented,  espe- 
cially along  the  line  of  the  ureter,  de- 
notes descending  ureteritis  with  dila- 
tation." 

"An  elongated  or  dilated  mouth, 
with  hyperemia  of  the  lips,  indicates 
acute  inflammation  of  the  parenchyma 
or  recent  distention  of  the  renal 
pelvis." 

"A  punched-out  orifice,  marked 
thickening  of  the  lips,  induration  and 
congestion  of  the  surrounding  mucous 
membrane,  indicate  a  dilated  ureter 
with  ascending  ureteritis,  the  infective 
process  extending  along  the  surface 
by  continuity." 

"A  pinhead  opening,  on  a  well-de- 
fined ridge  of  deeply  pigmented 
mucous  membrane,  denotes  induration 
of  the  walls  of  the  ureter  from  ureter- 
itis, the  infective  material  being  con- 
veyed from  the  primary  focus  in  the 
kidney  or  bladder  principally  through 
the  lymphatic  channels." 

"Pinhead  contraction  of  the  mouth, 
without  other  vesical  changes,  denotes 
spasm  produced  by  the  presence  of  a 
rough  calculus  impacted  in  an  irritable 
ureter." 

"Inflammation  of  the  mouth  and 
thickening  of  the  lips,  with  inflamma- 
tory changes  limited  to  the  mucous 
membrane  immediately  surrounding 
the  ureter  orifice,  denote  mechanical 
irritation  of  old  standing." 

"Simple  dilation  of  the  mouth  with- 
out much  thickening  of  the  lips,  and 
with  congestion  limited  to  the  orifice 
and  neighboring  parts,  suggests  me- 
chanical irritation  of  recent  origin." 

Personal  Observations. — To  these 
conclusions  I  would  add  some  of  my 
own  observations : 

(1)  Dilatation,  and  irregular  lecera- 
tion  of  the  mouth  of  the  ureter,  indi- 
cate the  recent  passage  of  a  calculus 
from  that  side. 

(2)  A  patch  of  inflammation  ex- 
tending from  the  ureteral  mouth  and 
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terminating  in  an  area  of  vesicles, 
tubercles,  ulcers  or  hyperemia,  would 
strongly  point  to  tuberculosis  of  the 
kidney  on  that  side. 

(3)  A  dilated,  lax  ureter  opening, 
with  purulent  efflux  of  urine,  in  the 
presence  of  acute  or  chronic  cystitis, 
would  indicate  an  ascending  ureteritis 
and  pyelitis. 

(4)  A  uniform  dilatation  of  the 
ureteral  mouth,  the  edges  being 
rounded  and  tense,  not  congested  or 
inflamed,  with  tunefaction  along  the 
course  of  the  ureter,  would  indicate  an 
impacted  stone  in  the  vesical  portion 
of  the  ureter. 

(5)  Shreds  of  tissue  passing  from 
or  extruding  from  a  ureteral  mouth, 
point  to  a  chronic  pyelitis  with  in- 
volvement of  the  parenchyma. 

These  conditions  are  not  readily  dif- 
ferentiated and  may  easily  be  mis- 
taken one  for  the  other,  therefore, 
until  they  are  mastered  ureteral  cathe- 
terism  should  never  be  resorted  to. 

THE   CATH  ETERIZI NG  CYSTOSCOPE. 

Description  of  Cystoscopes. — Of  the 
catheterizing  cystoscope  there  are  two 
types,  the  direct  and  the  indirect. 

Of  the  indirect  catheterizing  cysto- 
scopes, the  type  devised  by  Xitze  is 
probably  the  best  known  and  is  much 
more  quickly  mastered  by  beginners 
than  is  the  direct  catheterizing  cysto- 
scope of  Brenner.  In  the  Xitze  cysto- 
scope, a  catheter  is  passed  through 
one  of  the  canals  of  the  cystoscope  into 
the  bladder,  and  then  by  means  of  a 
mechanical  device  is  directed  into  the 
mouth  of  the  ureter,  causing  the  cathe- 
ter to  be  curved  in  its  passage  between 
the  ureter  and  the  cystoscope.  The 
disadvantages  of  the  indirect  cysto- 
scope are,  first,  its  size ;  and,  second, 
the  fact  that  the  catheter  in  its  course 
becomes  bent  in  such  a  direction  that 
it  is  almost  impossible  to  withdraw 
the  cystoscope  without  pulling  the 
catheter  out  of  tin-  ureter.  Therefore, 
the  patient  must  endure  the  presence 
of  the  cystoscope  in  his  urethra  until 
a  sufficie  nt  amount  of  urine  is  collected 
from  each  kidney  to  make  a  satisfac- 
tory examination.  The  third  feature 
of  this  cystoscope  which  makes  it 
dangerous  to  use  is  that  the  mechan- 


ical device  for  directing  the  course  of 
the  catheter  consists  of  a  lever  which 
is  raised,  which  has  sharp  corners,  and 
when  adjusted  does  not  always  lie  pro- 
tected by  the  cystoscope,  so  that  often 
the  urethra  is  injured  by  this  lever 
being  scraped  along  its  surface ;  again, 
as  has  happened  many  times,  this  lever 
is  left  up  and  acts  as  a  hoe  on  the  sur- 
face of  the  urethra.  That  this  device 
causes  a  great  deal  of  injury,  even  in 
the  hands  of  some  experts,  is  attested 
by  the  fact  that  these  instruments 
when  brought  to  the  shop  for  repairs 
are  almost  always  clogged  with  blood. 

The  Authors  Cystoscope. — The 
writer  has  devised  a  cystoscope  which, 
while  making  possible  catheterization 
of  the  ureter  by  the  indirect  method, 
adds  many  advantages  to  all  of  the 
other  cystoscopes  which  have  been 
presented;  it  does  away  with  the  dan- 
gerous features  of  the  Xitze,  it  utilizes 
the  advantages  of  the  BierhorT,  and 
adds  an  irrigating  device  which  allows 
the  constant  change  of  media  in  the 
bladder ;  the  parts  may  be  dissembled 
and  all  of  the  parts  which  contain 
joints  and  angles  may  be  boiled.  A 
description  of  this  cystoscope  will  be 
given  at  another  time. 

Direct  Catheterizing  Cystoscope. — 
The  direct  catheterizing  cystoscope 
was  devised  in  order  to  do  away  with 
the  mechanical  complications  of  the 
indirect  catheterizing  cystoscope,  one 
of  the  oldest  and  best-known  being  the 
cystoscope  of  Brenner.  In  the  use  of 
this  cystoscope  the  operator  looks 
directly  along  the  floor  of  the  bladder 
and,  seeing  the  orifice  of  the  ureter, 
passes  the  catheter  directly  into  it ;  he 
i-  then  able  to  withdraw  hi-  cystoscope 
with  ease  as  there  are  110  kink-  nor 
curves  in  the  catheter  and  therefore  no 
resistance  to  be  overcome  in  removing 
the  cystoscope. 

Brown  Cystoscope. — Dr.  F.  Tilden 
Brown,  of  New  York  C  ity,  devised  an 
instrument  which  was  a  great  improve- 
ment over  that  of  the  Brenner  type:  it 
combines  a  large  field  of  direct  vision 
and  a  better  illumination  with  the  cold 
lamp;  double  canals  allow  the  cathe- 
terization of  both  ureters  at  the  same 
time;  there  is  also  a  device  for  irriga- 
tion of  the  bladder  and  interchange  of 
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the  distending  medium  which  may  be 
conducted  while  any  of  the  telescopic 
tubes  are  in  the  sheath  ;  at  the  same 
time  it  is  a  relatively  smaller  instru- 
ment. This  cystoscope  consists  of  two 
parts;  a  sheath,  and  a  telescope  which 
is  removable.  In  the  hands  of  one 
who  is  doing  considerable  work  in  this 
branch  of  surgery,  the  instrument  may 
be  used  successfully  in  a  majority  of 
cases,  and  yet  there  are  some  instances 
in  which  one  meets  with  failure  appar- 
ently because  one  is  not  able  success- 
fully to  reach  with  it  the  mouth  of 
the  ureters ;  it  would  be,  then,  a  great 
advantage  to  have  some  instrument  by 
which  these  could  be  reached  through 
the  same  sheath  and  combine  the  pos- 
sibilities of  indirect  catheterization. 

Brown-Ayers  Cystoscope. — In  an 
instrument  which  combines  the 
ideas  of  Dr.  Brown  and  Dr.  Avers, 
of  Xew  York  City,  we  have  a  sheath 
in  which  may  be  used  an  examining 
telescope  and  a  direct  catheterizing 
cystoscope  :  to  this  I  added,  in  a  set 
of  instruments  which  I  ordered  for 
the  Jewish  Hospital,  of  Brooklyn, 
a  retrograde  examining  telescope 
which  is  used  in  the  same  sheath. 

Kelly  Cystoscopes.  —  The  fourth 
style  of  cystoscope  is  that  devised 
by  Dr.  Kelly,  of  Baltimore,  which 
consist  of  a  series  of  endoscopic 
tubes  which  are  introduced  through 
the  urethra  into  the  bladder,  and  the 
bladder  being  distended  with  air 
which  has  entered  through  the  en- 
doscopic tube,  the  catheters  are 
passed  directly  into  the  ureter  open- 
ings and  the  urine  from  the  separate 
kidneys  collected.  This  style  of 
cystoscope  is  only  applicable  in 
women,  and  is  much  more  difficult 
to  master;  in  the  majority  of  cases, 
also,  it  causes  the  patient  much 
more  suffering  than  does  the  other 
type  of  cystoscope.  It  has.  how- 
ever, many  advantages  over  the 
others  in  that  it  gives  a  larger  tube 
through  which  local  applications 
may  be  made  to  the  bladder :  it  per- 
mits cleansing  the  mouths  of  the 
ureters  before  inserting  the  cathe- 
ter :  it  allows  the  introduction  of  the 
catheter  into  the  ureter  without  first 
passing  through  a   medium  which 


is  very  possibly  infected ;  it  also 
allows  the  use  of  a  larger  catheter, 
of  instruments  to  dilate  the  ureter, 
and  to  remove  foreign  bodies  there- 
from. An  added  advantage  is  also 
in  the  use  of  the  wax-tipped  bougie 
for  the  diagnosis  of  ureteral  and 
renal  calculi. 

CATH  ETERISM. 

Ureteral  catheterism  is  of  special 
value  in  the  following  pathological 
conditions  of  the  ureter : 

Ureteral  Diseases. —  (i)  To  localize 
a  stone  in  the  ureter:  This  may  be 
indicated  either  by  an  obstruction 
to  the  passage  of  the  catheter  through 
the  ureter ;  by  the  localized  pain  felt 
by  the  patient  at  the  time  the  point 
of  the  catheter  passes  the  congested 
and  inflamed  area  surrounding  the 
impacted  stone  in  the  ureter ;  or  by 
the  use  of  a  wax-tipped  bougie,  as 
taught  by  Kelly. 

(2)  To  ascertain  the  patency  of 
the  ureter. 

(3)  To  pass  a  catheter  into  the 
ureter  in  order  to  localize  the  ureter 
more  easily  in  pelvic  work. 

(4)  To  break  up  an  obstruction  of 
the  ureter  when  due  to  a  plug  of 
blood  or  muco-pus. 

(5)  As  a  guide  in  uretero-vaginal 
and  other  ureteral  fistula?. 

Kidney  Diseases.  —  In  diagnosing 
the  condition  of  the  kidneys,  we 
may  learn  by  means  of  bladder 
cystoscopy  and  ureteral  catheterism. 
first,  whether  the  urine  is  being 
excreted  by  two  kidneys,  or  by  only 
one ;  whether  only  one,  or  both, 
kidneys  are  involved  in  the  patho- 
logical process ;  if  only  one  kidney 
be  diseased,  which  kidney  is  at 
fault :  and,  whether  the  kidney  that 
is  not  diseased  is  capable  of  carry- 
ing on  alone  the  functions  of  the 
body;  also,  we  may  often  determine 
the  character  and  extent  of  the  dis- 
eased process.  These  are  the  con- 
ditions which  are  ordinarily  deter- 
mined by  the  cystoscopist. 

Locating  Pain. — However,  we  have 
gone  further  than  this,  and.  by  dis- 
tending the  pelvis  of  the  kidney,  are 
enabled  to  determine  with  a  certain 
degree  of  accuracy  whether  pain  or 
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colic  originates  in  the  kidney,  and, 
also,  not  only  to  detect  the  presence 
of  a  hydronephrosis,  but  to  measure 
the  exact  capacity  of  the  renal  pel- 
vis. This  aids  us  materially  in 
formulating  the  treatment  of  a  case. 

Cases. — The  importance  of  ure- 
teral catheterism  may  be  much  better 
appreciated  if  we  show  some  of  the 
work  we  are  actually  doing  in  this 
field: 

CASES  ILLUSTRATING  THE  PRACTI- 
CAL APPLICATION  OF  CYSTO- 
SCOPY. 

Case  I.  To  differentiate  Pain  in  the 
Region  of  the  Kidney. 

Five  months  previously,  patient  had  been 
operated  upon  for  chronic  appendicitis ; 
during  the  three  months  following  opera- 
tion pain  developed  in  right  hypochon- 
drium, increasing  upon  motion.  Attending 
physician  diagnosed  prolapsed  kidney  and 
probable  hydronephrosis.  Cystoscopy  Ex- 
amination :  Right  ureter  catheterized ; 
pelvis  of  the  kidney  distended  with  fluid 
without  causing  any  pain  or  discomfort  to 
the  patient.  The  kidney  as  the  source  of 
the  pain  was  excluded.  Diagnosis  of  ab- 
dominal adhesions  to  cecum  was  made,  and 
operation  by  writer  revealed  this  to  be  cor- 
rect. 

Case  II.  Lavage  of  the  Pelvis  of  the 
Kidney  in  Pyelitis.  Referred  by  Dr.  Wil- 
liam Linder. 

Seven  days  previous  to  admission  to  hos- 
pital, patient  developed  an  acute  pyelitis  of 
the  right  kidney.  In  the  right  hypochon- 
drium  was  a  tumor,  freely  movable,  about 
the  size  of  an  orange,  occupying  the  posi- 
tion of  a  prolapsed  kidney. 

Cystoscopic  Examination :  Left  ureter 
opening  normal ;  some  patchy  inflammation 
of  the  bladder ;  right  and  left  ureters  cathe- 
terized ;  urine  from  left  kidney  normal ; 
urine  from  right  kidney  contained  pus  and 
micrococci.  Pelvis  of  right  kidney  irri- 
gated with  i  to  10,000  solution  silver  ni- 
trate. Urinary  antiseptics,  appropriate  diet, 
and  rest  in  bed  were  advised.  Three  weeks 
later,  patient  returned  to  her  home  per- 
fectly well ;  six  weeks  after  examination, 
kidney  could  not  be  felt. 

Case  III.  Tuberculosis  of  the  Prosiate 
and  Bladder.  Referred  by  Dr.  Thomas  B. 
Spcnce. 

Patient  was  sent  to  the  writer  in  order 
to  ascertain  the  presence  and  condition  of 
the  left  kidney;  an  operation  for  removal 
of  the  right  kidney  for  tuberculosis,  being 
under  advisement.  Right  and  left  ureters 
being  catheterized  showed  clear  urine  com- 
ing from  left  kidney;  a  guinea  pig  test 
demonstrated  tuberculosis  of  this  organ. 
Urine  from  right  kidney— which  was  the 
kidney  to  be  removed — showed  one-third 
the  amount  secreted  by  the  left  kidney,  al- 
most clear  urine,  few  blood  cells  and  few 


leucocytes.  Injection  into  a  guinea  pig 
showed  no  tuberculosis  of  this  kidney.  Ur- 
ine from  bladder  foul  with  pus,  blood  and 
streptococci;  guinea  pig  test  showed  urine 
to  contain  large  numbers  of  tubercle  bacilli. 
The  patient  had  evidently  had  a  tubercular 
epididymitis,  tuberculosis  of  the  seminal 
vesicles  and  prostate,  with  involvement  of 
the  bladder  and  a  slight  involvement  of  the 
left  kidney.  Without  this  cystoscopic  ex- 
amination, the  right  kidney — which  was  the 
one  normal  portion  of  the  genito-urinary 
tract — would  have  been  removed. 

Case  IV. — Large  Stone  in  the  Bladder; 
Complicating  Hypertrophy  of  the  Prostate. 
Referred  by  Dr.  William  Y.  Finch. 

Patient,  aged  81,  for  twelve  years  had 
lived  a  catheter  life,  due  to  irritability  of 
the  bladder,  foul  urine  and  partial  retention 
of  urine.  The  clinical  symptoms  and  phys- 
ical examination  indicated  hypertrophy  of 
the  prostate  as  the  cause  of  his  distress. 
He  was  repeatedly  told  by  physicians  that 
there  was  no  stone  present  in  the  bladder. 

Cystoscopic  examination  by  the  writer 
revealed  a  large  stone  firmly  fixed  at  the 
urethral  orifice  of  the  bladder.  Under  local 
anesthesia  a  suprapubic  cystotomy  was  done 
and  the  stone  removed,  with  rapid  relief  of 
his  most  urgent  symptoms.  Patient's  age 
contraindicated  removal  of  the  prostate. 
One  month  after  operation  patient  died  of 
pneumonia. 

Case  V.    Carcinoma  of  the  Bladder. 

Referred  by  Dr.  W.  S.  Applegate. 

Patient,  aged  76.  had  one  year  previously 
noticed  blood  in  the  urine;  present  at  in- 
tervals since  ;  gradual  increase  in  frequency 
of  urination ;  had  complained  of  pain  and 
indefinite  symptoms  in  the  region  of  the 
right  kidney ;  removal  of  that  organ  was 
under  advisement  for  supposed  calculus  or 
malignant  disease  of  the  kidney. 

Cystoscopic  examination  revealed  a  car- 
cinoma involving  the  anterior  wall  of  the 
bladder.  No  operation  was  done,  and  he 
died  two  months  later. 

Case  VI.    Chronic  Pyelonephritis. 

Referred  by  Dr.  Thomas  B.  Spence. 

For  seven  years  patient  had  pain  in  the 
right  hypochondrium.  varying  in  intensity; 
at  times,  crises  of  pain  ;  had  increased  fre- 
quency of  urination ;  pus  and  strangury 
had  been  present  more  or  less  all  the  time. 
Kidneys  not  palpable.  Both  ureters  cathe- 
terized by  the  writer  ;  right  kidney  showed 
moderate  amount  of  pus,  rapid  secretion  of 
urine,  and  6  grs.  of  urea  to  the  ounce. 
From  the  left  kidney  the  urine  was  normal, 
urinary  secretion  less  abundant,  no  pus, 
6  grs.  of  urea  to  the  ounce.  It  was  advised 
that  the  right  kidney  be  removed,  which 
was  done;  patient  made  an  uneventful  re- 
covery. The  kidney  was  the  site  of  a 
chronic  pyelonephritis. 

Case  VII.  To  Determine  the  Character 
of  a  Tumor  in  the  Left  Hypochondrium. 

Referred  by  Dr.  Joseph  Mcrzbach. 

Patient  had  no  symptoms  referable  to  the 
kidneys,  but  a  tumor  connected  either  with 
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the  spleen  or  with  the  left  kidney  was  pal- 
pable in  the  left  hypochondrium.  In  order 
to  determine  between  the  spleen  and  the 
kidney,  a  catheter  was  passed  to  the  pelvis 
of  the  left  kidney,  the  tumor  outlined  with 
wire,  an  X-ray  plate  taken,  and  the  resulting 
picture  showed  that  the  tumor  was  not 
connected  with  the  kidney. 

Other  cases  of  equal  value  might  be 
added,  especially  a  series  of  eight 
cases  of  tuberculosis  of  the  bladder 
and  kidneys,  but  these  will  be  re- 
served for  a  later  report. 


The  importance  of  the  cystoscope 
can  no  longer  be  questioned,  but 
the  dangers  of  its  use  must  not  be 
forgotten.  That  these  dangers  may 
be  greatly  minified  by  care  and 
judgment  in  its  use,  the  cases  above 
reported  will  suffice  to  demonstrate, 
and  we  therefore  feel  a  certain  de- 
gree of  security  in  recommending 
this  method  of  examination  in  the 
diagnosis  of  diseases  of  the  bladder 
and  kidneys. 


THREE  CASES  OF  FOREIGN  BODIES  IN  THE  INTESTINE 

By  THOMAS  B.  SPENCE,  MTD., 

BROOKLYN-NEW  YORK, 
Surgeon-in-Chief  to  the  Methodist  Episcopal  Hospital. 


DURING  the  last  year  and  a 
half  three  cases  have  come  to 
my  notice  which  illustrated  the 
mischief  that  foreign  bodies  may 
cause  in  the  gastro-intestinal  tract. 
In  each  instance  the  object  was 
swallowed,  but  not  one  of  the  pa- 
tients remembered  the  circumstance 
even  after  recovery  from  the  opera- 
tion when  the  findings  were  report- 
ed to  them. 

Case  I. — Intestinal  Obstruction  due 
to  Orange  Pulp. — Woman,  48  years 
old,  patient  of  Dr.  Cross.  Four  days 
before  I  saw  her  she  was  seized 
with  pain  in  the  umbilical  region 
and  vomiting;  this  vomiting  con- 
tinued, and  on  the  fourth  day  be- 
came fecal  in  character.  Except  for 
a  slight  return  from  an  enema  there 
were  no  bowel  movements.  There 
was  no  previous  history  of  constipa- 
tion or  any  other  intestinal  disturb- 
ance. 

Examination  showed  the  abdomen 
to  be  greatly  distended,  especially  in 
the  middle,  the  colon  seeming  to  be 
empty.  The  patient's  general  con- 
dition was  alarming. 

A  hurried  operation  was  done,  the 
whole  procedure  taking  but  ten 
minutes,  and  but  four  ounces  of 
ether  being  used.  A  median  hypo- 
gastric incision  soon  disclosed  the 
point  of  obstruction  in  the  ileum. 
A  two-inch  incision  was  made  in  the 


gut  and  a  mass  removed ;  this  mass 
was  found  to  consist  of  two  very 
fibrous  segments  of  orange  pulp, 
one  segment  lying  longitudinally  in 
the  lumen  of  the  gut  and  the  other 
doubled  upon  itself  and  lying  in  the 
concavity  of  the  first.  Vomiting 
continued  after  the  operation,  but 
was  relieved  by  washing  out  the 
stomach.  The  bowels  moved  on  the 
second  day,  and  recovery  was  rapid. 

Case  II. — Perforation  of  the  Ileum 
Simulating  Appendicitis. — Boy  of  4 
years,  patient  of  Dr.  Genthner.  For 
thirty-six  hours  this  patient  had 
been  complaining  of  abdominal  pain, 
which  subsided  during  the  night, 
but  again  became  more  severe  dur- 
ing the  next  afternoon.  Examina- 
tion revealed  acute  tenderness  over 
the  right  side  of  the  abdomen, 
especially  at  McBurney's  point,  and 
rigidity  of  the  muscles  on  the  right 
side;  in  fact,  all  the  signs  of  an 
acute  appendicitis  were  present.  Dr. 
Bristow  saw  the  case,  and  concurred 
in  the  diagnosis  as  well  as  the 
recommendation  for  immediate  oper- 
ation. 

An  abdominal  incision  revealed 
the  presence  of  a  moderate  amount 
of  turbid  serum  and  a  spot  of  local 
peritonitis  on  the  ileum  about  three 
inches  from  the  ileocecal  junction; 
at  this  point  the  omentum  was  ad- 
herent to  the  gut,  and  when  it  was 
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torn  loose  a  splinter  of  wood  an  inch 
and  a  quarter  in  length  was  found 
protruding  through  the  intestinal 
wall';  the  piece  of  wood  was  ex- 
tracted and  the  perforation  closed 
with  a  suture.  Recovery  was  un- 
eventful, and  the  patient  was  dis- 
charged from  the  hospital  on  the 
eighth  day. 

This  case  is  notable  because  of  its 
simulation  of  an  attack  of  acute  ap- 
pendicitis, the  location  of  the  perfor- 
ation accounting  for  this,  of  course. 
Perforation  of  the  small  intestine  by 
a  foreign  body  is  extremely  rare, 
and  would  not  be  considered  in 
diagnosis  unless  there  was  a  definite 
history  of  the  swallowing  of  such  an 
object. 

Ross,  in  the  Nezv  York  Medical 
Journal  of  November  9,  1907,  re- 
ports a  similar  case,  but  the  perfor- 
ation occurred  in  the  colon  opposite 
the  ileocecal  opening.  The  perfor- 
ating body  was  a  piece  of  wood 
shaped  like  a  toothpick,  and  there 
was  a  history  extending  over  a 
period  of  three  days  which  was 
typical  of  an  attack  of  acute  appen- 
dicitis. 

Case  III. — Appendicitis  Caused  by 
a  Hair. — Woman,  17  years  old,  pa- 
tient of  Dr.  Marsh.  For  three 
months  she  complained  of  general 
ibdominal  pain,  almost  continuous 


nausea,  frequent  vomiting,  and  very 
troublesome  constipation ;  during 
the  last  three  weeks  the  pain  was 
more  noticeable  on  the  right  side, 
and  during  the  last  week  there  was 
tenderness  at  McBurney's  point. 
For  two  days  before  operation  there 
was  rigidity  on  the  right  side  of  the 
abdomen,  and  the  picture  of  a  mild 
attack  of  appendicitis  was  complete. 

Operation  disclosed  an  appendix 
inflamed  only  at  the  tip.  This  was 
removed,  and  the  patient  discharged 
from  the  hospital  on  the  twelfth  day. 

A  further  inspection  of  the  ap- 
pendix showed  that  the  lesion  was 
due  to  the  presence  of  a  stiff  hair  in 
the  lumen  of  the  organ,  one  end 
having  perforated  through  as  far  as 
the  serous  coat  and  being  still  im- 
bedded in  the  wall.  The  hair  was 
of  a  dark  color,  about  an  inch  in 
length  and  not  easily  flexible. 

This  case,  during  its  early  course, 
seems  to  illustrate  very  beautifully 
the  irritable  appendix,  with  very 
slight,  if  any,  inflammatory  lesion. 
The  pain  and  vomiting  stopped  im- 
mediately after  operation,  although 
the  vomiting  had  occurred  several 
times  daily  for  many  weeks.  So  far 
as  I  can  learn  the  case  is  unique 
in  its  etiology,  one  case  of  perfora- 
tion of  the  appendix  by  a  toothbrush 
bristle  being  the  nearest  like  it. 


SUBCUTANEOUS  SECTION  OF  THE  CORRUGATOR  SUPERCILII 
AND  OF  FIBERS  OF  THE  ORBICULARIS  PALPEBRARUM. 

By  CHARLES  C.  MILLER,  M.D., 

CHICAGO,  ILL. 


Tl  ITS  operation  is  one  of  the  fea- 
tural  operations  which  T  have 
been  practicing  to  aid  in  over- 
coming the  wrinkles  which  form  be- 
tween the  eyes  of  individuals  who  fall 
into  the  habit  of  frowning  when  they 
are  thinking,  or  pretending  to  think. 
Tt  is  a  simple  enough  operation,  and 
one  which  has  always  been,  at  least 
to  a  decree,  successful.  Tn  certain 
cases  T  have  accomplished  but  little 
by  the  operation,  but  T  am  prone  to 


attribute  this  to  a  limited  experience 
with  the  operation  which  is  accom- 
plished subcutaneously,  and  therefore 
with  less  accuracy  than  we  accom- 
plish certain  operations  through  open 
incisions.  This  operation  must  neces- 
sarily be  a  subcutaneous  operation, 
and  our  patients  should  he  prepared 
to  undergo  it  a  second  time  should 
the  first  operation  fail  to  attain  the 
result  desired. 

The  operation  is  intended  to  over- 
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come  the  over-contraction  of  the 
fibers  above  the  eye  which  draw  the 
brows  together  and  cause  perpendicu- 
lar wrinkles  to  form  at  the  root  of 
the  nose.  These  wrinkles  are  seen  in 
some  very  young  women,  and  where 
girls  seem  about  to  develop  the  habit 
of  contracting  the  brows,  or  are  no- 
ticed before  the  lines  have  formed, 
the  featural  surgeon  should  warn 
them  as  to  the  probable  outcome  of 
this  habit  of  contracting  the  brows, 
and  they  will  be  able  to  overcome  the 
tendency  before  their  features  are 
marred  by  these  unsightly  lines. 
Where  the  lines  have  actually  formed, 
the  habit  of  contracting  the  muscles  is 
coupled  with  a  contracture  of  mus- 
cular fibers  which  is  more  or  less  per- 
manent. 

Where  the  little  corrugator  mus- 
cles seem  to  be  shortened,  the  patient 
can  hardly  hope  to  overcome  the 
wrinkles  by  any  effort  on  their  part, 
as  I  have  been  forced  to  operate  on 
women  who  have  tried  in  vain  to 
eradicate  these  lines  by  massage  and 
the  use  of  the  muscles  before  a  mir- 
ror. When  an  actual  shortening  of 
the  muscles  seems  to  have  developed 
it  is  reasonable  to  section  these  mus- 
cles, considering  that  it  may  be  pain- 
lessly accomplished  through  skin 
punctures  which  should  heal  without 
leaving  visible  scars. 

To  painlessly  section  these  muscu- 
lar fibers,  the  parts  should  be  thor- 
oughly infiltrated  with  a  weak  solu- 
tion of  cocaine.  The  infiltration 
should  be  preceded  by  a  careful  pal- 
pation of  the  parts,  so  that  the  sur- 
geon acquaints  himself  as  much  as 
possible  with  the  tissues  which  he 
proposes  to  divide.  The  puncture, 
for  the  entrance  of  the  knife  or  hook 
with  which  the  muscular  fibers  are  to 
be  divided,  should  be  made  either 
above  the  eyebrows  or  through  the 
skin  beneath  the  brows,  according  to 
the  preference  of  the  operator. 

The  corrugator  supercilii  lies  be- 
neath the  inner  half  of  the  eyebrow. 
Its  direction  is  parallel  to  the  brow. 


It  lies  beneath  the  fibers  of  the  orbi- 
cularis palpebrarum  and  the  fibers  of 
the  occipto-frontalis,  which  terminate 
in  this  region.  To  successfully  sec- 
tion the  corrugator,  the  knife  should 
be  passed  downward  until  the  point 
is  felt  to  strike  the  bony  prominence 
of  the  orbital  ridge,  then  it  is  turned 
and  the  fibers  of  the  muscles  are  cut 
with  the  edge  of  the  knife.  The  cut- 
ting should  continue  until  the  edge  of 
the  knife  lies  just  beneath  the  skin, 
and  then  the  instrument  may  be  with- 
drawn or  turned  and  directed,  so  that 
a  second  sectioning  may  be  accom- 
plished through  the  same  puncture. 
Two  or  three  radiating  lines  of  sec- 
tion of  these  muscular  fibers  may  be 
accomplished  through  a  single  punc- 
ture and  are  in  no  way  contra-indi- 
cated, for  the  reaction  following  this 
operation  is  slight,  and  no  harm 
would  result  from  the  obliteration  of 
the  action  of  the  corrugators.  The 
sectioning  of  the  fibers  of.  the  orbi- 
cularis at  the  time  of  the  sectioning 
of  the  corrugators  is  in  no  way  to 
be  avoided;  for,  by  diminishing  the 
action  of  these  fibers,  the  operator  se- 
cures conditions  which  favor  the  ul- 
timate eradication  of  the  lines  be- 
tween the  brows. 

An  immediate  disappearance  of  the 
lines  between  the  brows  is  not  to  be 
expected  following  this  operation. 
The  muscular  fibers  of  the  facial 
muscles  are  so  intimately  connected 
with  the  overlying  skin  that  section- 
ing does  not  entirely  overcome  their 
action.  If  the  diminution  in  action 
secured  by  this  operation  is  not  fol- 
lowed by  an  appreciable  improvement 
of  the  condition,  the  division  should 
be  repeated  within  thirty  or  sixty 
days,  and  the  fibers  should  be  sec- 
tioned at  several  points. 

After  sectioning  these  muscular 
fibers  the  operator  should  apply  a 
compressing  bandage  for  several 
hours  to  diminish  subcutaneous 
bleeding,  for  such  bleeding  causes 
discoloration  of  the  skin,  a  condition 
which  may  not  clear  up  for  several 
weeks. 
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DR.  FRANK  E.  WEST  :  It  seems 
to  me  that  it  is  eminently  fitting 
for  ns  at  at  a  meeting  of  this 
section,  and  at  this  time,  to  stop  and 
consider  a  few  moments  some 
thoughts  suggested  by  the  life  and 
work  of  him  who  has  but  lately  left 
us.  I  think  that  in  the  medical  pro- 
fession there  is  oftentimes  perhaps  too 
little  of  praise  ;  too  little  of  commenda- 
tion. We  are  so  in  the  habit  of  seeing 
work  done  without  thought  of  com- 
mendation or  remuneration,  that  we 
take  it  as  a  matter  of  course. 

A  man  in  public  life  by  reason  of 
his  situation,  his  knowledge  of  affairs, 
his  opportunity,  has  occasion  at  times 
to  settle  disputes  as  they  may  occur 
between  his  own  country  and  that  of 
another.  A  treaty  is  agreed  upon,  the 
difficulty  settled ;  that  man  is  heralded 
as  a  diplomat,  as  a  statesman ;  his 
name  is  known  throughout  the  land, 
and  he  has  but  to  make  an  appearance 
when  he  is  greeted  with  shouts  of 
applause  and  commendation. 

A  great  financial  crisis  occurs.  A 
man  who  by  reason  of  his  opportunity, 
by  reason  of  his  ability  to  do,  steps 
into  the  breach,  and  by  his  advice  and 
counsel  straightens  or  helps  to 
straighten  matters  out.  He  is  hailed 
by  the  world  as  a  great  financier  and 
philanthrophist  and  his  name  receive- 
plaudits. 

A  public  man  is  suddenly  stricken 
down  by  tin-  bullet,  say  of  an  assa^in  ; 
a  medical  gentleman  or  a  surgeon  is 
called  in,  who  by  reason  of  his  skill, 
his  op]K)rtunity,  his  ability,  is  able  to 
prolong  life.  I  lad  tin's  life  beet!  im- 
mediately sacrificed,  had  it  gone  out 
at  once,  there  would  have  been  a  great 
shock  to  society  ;  public  business  would 
have  received  a  terrible  blow,  financial 
loss  would  surely  have  occurred,  but 


by  reason  of  skill,  though  the  wound 
is  mortal,  life  is  prolonged,  and  society 
adapts  itself  to  the  shock ;  the  financial 
world  adapts  itself,  and,  as  the  expres- 
sion goes,  his  death  is  discounted,  so 
that  financial  distress  does  not  occur ; 
the  surgical  operation  was  not  suc- 
cessful in  maintaining  life,  but  it  was 
successful  in  averting  an  immediate 
calamity.  The  work  is  done,  no  spe- 
cial plaudit  is  given,  it  is  taken  as  a 
matter  of  course ;  possibly  some 
penny-a-liner  suggests  that  if  some- 
thing else  had  been  done  than  that 
which  was,  the  result  might  have  been 
different.  That  is  about  the  credit  the 
medical  profession  gets  oftentimes  for 
work  done  and  for  work  frequently 
when  it  is  of  great  moment. 

Now  we  all  of  us  know  of  men 
about  us  who  are  doing  duties  which 
perhaps  are  not  like  these ;  but  deeds 
of  kindness,  deeds  of  heroism  maybe, 
deeds  which  make  their  work  an  up- 
lifting and  ennobling  work,  yet  we  pay 
little  or  no  attention  to  it,  because  it 
is  a  matter  of  so  continued  experience 
and  so  repeated  experience.  Gentle- 
men, it  seems  to  me  among  ourselves 
here,  that  we  can  in  reviewing  such 
a  life  as  has  just  passed  from  us,  draw 
to  ourselves  some  lessons  in  this  direc- 
tion. We  certainly  should  be  entitled 
to  the  praise  among  ourselves  and  the 
commendation  of  "well  done,"  when 
that  work  has  been  well  done. 

Dr.  Belcher  it  was  my  pleasure  to 
know  from  the  time  of  his  life  as  a 
medical  student  up  to  the  close  of  that 
life.  During  the  early  pari  1  was  not 
thrown  so  intimately  with  him  as  dur- 
ing the  pasl  eight  or  ten  years.  lie 

was  always  an  earnest,  enthusiastic 
student,  as  has  been  said  of  him,  ex- 
ceedingly systematic  in  his  work.  He 
was  diffident  and  retiring  in  his  dis- 
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position,  so  much  so  that  in  the  early 
part  of  his  career,  it  was  to  his  dis- 
advantage. During  recent  years  that 
spirit  had  disappeared  to  a  consider- 
able extent;  he  had  outgrown  it  and 
had  risen  above  it.  I  think  it  was 
somewhere  in  the  neighborhood  of  ten 
years  ago,  that  he  became  my  assist- 
ant in  the  college  and  in  the  hospital, 
and  I  say  here  that  no  one  could  have 
a  more  conscientious,  faithful,  reliable 
and  trustworthy  helper.  1  could  go 
down  to  my  clinic  always  with  the 
feeling  that  there  would  be  material 
for  me,  that  it  would  be  properly  ar- 
ranged, and  all  I  had  to  do  was  to 
step  in  and  take  the  fruit  of  his  labor 
and  his  provision.  Furthermore,  fre- 
quently, as  it  has  happened  within  the 
last  few  years,  as  occasion  would  arise 
where  it  was  imperative  for  me  to  get 
someone  to  help  me  immediately,  he 
was  always  ready,  never  failed  me. 
I  do  not  think  I  can  recall  a  single 
instance  where,  when  I  called  upon 
him,  he  was  not  ready  with  an  affirma- 
tive response. 

During  the  past  few  years  it  has 
been  a  great  pleasure  to  many  of  us 
to  see  him  develop  professionally ;  he 
had  grown  wonderfully,  so  that  he 
was  a  skilled  diagnostician  and  an  ex- 
ceedingly careful  one,  and  with  it  all 
a  trustworthy  rational  therapeutist. 

In  these  days  it  is  an  exceedingly 
gratifying  experience  to  meet  a  man 
whom  you  feel  is  thoroughly  sincere, 
and  such  without  any  question  in  my 
mind  was  the  late  chairman  of  this 
section.  A  little  experience  occurs  to 
me,  which  seems  to  me  illustrates  the 
doctor's  character  very  forcibly.  Three 
or  four  weeks  ago  as  we  came  out  of 
a  lecture  where  he  had  been  assisting 
me,  there  was  a  message  calling  him 
to  the  telephone.  He  carried  on  his 
telephonic  conversation,  and  when  it 
was  over  told  me  that  he  had  just  de- 
clined an  invitation  to  go  for  a  trip 
in  the  country  on  an  automobile  drive 
with  some  friends  to  be  gone  two  days. 
I  asked  him  why  he  did  not  go.  He 
said  that  he  had  a  poor  fellow  who 
was  dying  of  tuberculosis,  and  he  felt 
that  it  was  his  duty  to  stay.  I  said, 
''Doctor,  if  I  can  in  any  way  help  you, 
go ;  I  will  take  care  of  your  case  for 


you,"  but  he  said,  "Oh,  no ;  this  is  a 
poor  fellow,  can  not  pay  anything;  he 
has  not  long  to  live,  and  I  know  it 
would  be  a  great  disappointment  to 
him;  my  duty  is  here."  That  is  it, 
gentlemen,  his  duty  was  there,  and  he 
declined  a  tempting  invitation  for  the 
outing,  but  he  stood  by  his  duty,  and 
that,  gentlemen,  is,  to  my  mind,  a 
summary  of  the  character  of  our  late 
chairman.  Faithful,  sincere,  enthusi- 
astic in  his  work,  devoted  to  his  duty 
as  a  practicing  physician,  the  element 
of  compensation  did  not  influence  him 
one  iota.  Whatever  may  have  been 
his  thought  in  getting  into  the  pro- 
fession, he  had  but  one  thought  at  the 
time  of  his  leaving  it,  namely,  to  do 
that  which  came  to  him  according  to 
the  best  of  his  light  and  ability. 


DR.  JOHX  A.  McCORKLE:  It  is 
a  difficult  and  painful  task  to 
discuss  even  the  virtues  of  an 
intimate  friend  who  has  passed  away. 
Having  known  and  worked  with  Dr. 
Belcher  all  his  professional  life,  it  is 
with  the  deepest  feeling  I  speak  of 
him  on  this  occasion.  I  have  been 
asked  to  speak  of  him  as  a  teacher  in 
medicine  and  as  an  example  to  others. 

I  knew  him  as  a  medical  student,  for 
I  had  the  honor  of  being  one  of  his 
teachers;  as  an  interne;  as  adjunct 
physician  in  the  Dispensary  of  the 
College  and  Hospital ;  as  a  clinical  as- 
sistant; as  attendant  physician  to  the 
Long  Island  College  Hospital,  and  as 
a  teacher  in  the  Medical  Department. 
From  beginning  to  end  his  advance- 
ment was  a  result  of  merit,  faithfully 
and  honorably  earned  and  richly 
deserved. 

In  his  early  professional  life  as  an 
interne  he  manifested  those  sterling 
and  very  essential  qualities  in  the 
make-up  of  the  good  physician :  he 
was  attentive,  faithful,  and  devoted  to 
his  work;  the  poorest  patient  received 
his  utmost  care,  and  the  better  class 
of  patients  in  like  manner  shared  his 
skill  and  judgment. 

For  a  number  of  years  the  doctor 
was  a  teacher  in  the  College,  and  to 
his  lot  fell  the  difficult  task  of  teach- 
ing materia  medica.    He  was  able  to 
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make  even  this  usually  dry  and  unin- 
teresting subject  to  the  medical  stu- 
"dent  delightfully  interesting  and  in- 
structive. He  was  an  excellent 
teacher;  he  had  the  somewhat  rare 
faculty  of  imparting  knowledge.  It 
is  not  the  most  learned  or  the  most 
scientific  man  who  makes  the  best 
teacher,  especially  in  medicine.  The 
knowledge  of  some  highly  educated 
men  is  so  firmly  fixed  in  their  gray 
matter  they  cannot  liberate  it,  cannot 
impart  it  to  others — in  other  words, 
they  cannot  teach.  The  teacher  must 
have  the  teaching  diathesis,  and  the 
late  chairman  of  this  section  possessed 
the  diathesis  in  a  marked  degree.  He 
was  able  to  differentiate  between  the 
essential  and  the  non-essential,  and  to 
fix  in  the  mind  of  the  student  the 
salient  points  of  the  subject.  As  a 
teacher  in  the  wards  of  the  hospital 
his  word  picture  of  diseases  as  applied 
to  the  case  at  hand  was  indeed  excel- 
lent and  most  instructive.  In  my 
absence  I  never  felt  any  anxiety  in 
regard  to  the  instruction  of  the  stu- 
dent while  under  his  tuition. 

On  the  other  hand,  his  whole  life 
was  an  example  to  others  in  as  well 
as  out  of  the  medical  profession:  his 
enthusiasm  ;  his  devotion  to  duty ;  his 
earnestness  of  purpose ;  his  conscien- 
tious way  of  dealing  with  all  impor- 
tant subjects,  and  his  attention  to  de- 
tails in  his  special  line  of  work  made 
him  a  worthy  example  to  all.  He  com- 
manded our  respect  and  earned  our 
admiration  by  his  many  fine  qualities, 
both  as  a  teacher  and  a  man.  As  an 
example  he  was  an  admirable  one ;  he 
was  a  good  husband,  a  good  father,  a 
good  citizen,  a  good  friend,  an  excel- 
lent physician,  and,  above  all  and  over 
all.  he  was  every  inch  a  man. 


DR.  JOHN   I IARRIGAN  : 
"Among  the  many  lives  that  I 
have  known, 
None  I  remember  more  serene  and 
sweet, 

More  rounded  in  itself,  and  more 

complete, 
Than  whose  name  and  memory, 
We  arc  assembled  here  t<>  honor  and 

to  greet." 


It  is  but  a  short  time  since,  in  this 
room,  we  listened  to  our  deceased 
friend  read  an  interesting  and  instruc- 
tive paper  on  "Sudden  Death."  His 
own  death  was  sudden ;  many  of  his 
friends  were  not  aware  of  his  illness 
until  all  was  over.  His  contribution 
to  the  literature  of  sudden  death  may 
well  serve  as  a  preface  to  the  history 
of  his  life  work,  which  was  at  the 
time  so  near  completion. 

A  few  months  ago  he  presided  at 
the  annual  reunion  of  the  Long  Island 
College  Hospital  Alumni  Association, 
on  which  occasion  he  received  the 
hearty  congratulation  of  his  friends, 
who  constituted  all  present  at  the  ban- 
quet. It  certainly  would  have  caused 
a  sombre  shadow  to  pass  over  that 
assemblage,  if  it  were  given  them  to 
know  their  host  was  so  near  the  end 
of  his  mortal  career.  It  seems  difficult 
to  realize  that  one  so  active  and  ener- 
getic should  have  gone,  never  to  re- 
turn, but  the  inevitable  has  asserted 
itself  despite  our  disinclination  to  have 
it  so,  and  all  that  remains  is  his 
character,  than  which  none  is  more 
deserving  of  admiration  and  respect, 
because  it  is  the  character  of  a  man 
whose  life  was  devoted  to  helping 
those  who  were  unable  to  help  them- 
selves. 

Our  deceased  friend's  career  may 
be  epitomized  as  follows :  had  he 
chosen  a  less  strenuous  calling,  his 
years  might  be  three  score  and  ten, 
but  having  dedicated  his  life  to  the 
service  of  his  fellow  beings,  he  won 
the  capital  prize  while  yet  in  his  prime. 
His  life  constituted  his  contribution 
to  charity,  his  reward  an  honored 
grave  and  an  unsullied  name. 

Mr.  Chairman,  my  desire,  far 
greater  than  my  power  of  expression, 
is  to  add,  as  it  were,  one  single  leaf 
to  the  beautiful  wreath  that  has  been 
affectionately  offered  to  his  cherished 
menu  >rv. 


DR.  LEWIS  S.  PILCHER:  I 
should  always  regard  it  a  priv- 
ilege to  speak  of  my  esteem  for 
the  character  of  Dr.  Belcher.  I  thank 
you  for  the  privilege  of  adding  my 
mite  to  the  exercises  of  this  evening. 
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I  was  among  those  who  did  not  know 
of  his  illness.  I  had  seen  him  in  ap- 
parently perfect  health ;  I  had  been  in 
receipt  of  a  letter  from  him  but  a  few 
days  before,  when  upon  taking  up  the 
morning  paper  I  saw  the  announce- 
ment of  the  death  of  William  Nathan 
Belcher.  1  could  hardly  believe  that 
I  read  aright,  and  only  after  the  state- 
ment had  been  corroborated  by  others 
was  I  willing  to  believe  that  one  who 
apparently  was  in  a  position  to  do 
so  much,  one  who  had  arrived  at  a 
point  where  he  was  ready  to  do  so 
much  for  humanity,  had  been  cut  off, 
and  we  were  to  know  him  no  more. 

I  knew  Dr.  Belcher  as  a  young 
fellow  when  he  was  a  student  at  the 
Long  Island  College,  and  had  the 
pleasure  of  being  one  of  his  instruc- 
tors. I  watched  him  as  a  young  man 
after  he  had  left  his  halls  of  instruc- 
tion. The  first  office  that  he  opened 
was  in  the  immediate  neighborhood 
of  my  own  residence.  I  was  often 
thrown  into  communication  with  him 
then  and  learned  to  regard  highly  his 
character  and  his  attainments,  but  it 
was  in  later  years,  when  as  the  head 
of  the  department  of  pathology  at  the 
Seney  Hospital  he  did  so  much  to 
render  the  work  of  that  institution 
complete  and  thorough,  that  I  gained 
my  fullest  acquaintance  with  his  char- 
acter and  knew  how  to  appreciate  his 
worth.  His  work  is  done,  his  mark 
has  been  made.  He  should  be  remem- 
bered also  for  the  interest  which  he 
took  in  the  development  of  the  Patho- 
logical Society  of  Brooklyn,  and  for 
the  manner  in  which  he  devoted  him- 
self to  it,  and  was  efficient  in  breath- 
ing life  into  its  dry  bones. 

The  fundamentals,  the  important 
essentials  of  life  in  all  its  aspects  were 
those  which  engaged  his  attention, 
elicited  his  interest,  and  to  which  he 
devoted  his  powers.  There  is  much 
in  his  life  which  is  a  model,  which 
should  be  a  stimulus  to  us  in  the 
future,  and  it  is  well  that  we  stop  in 
the  midst  of  our  activities  and  devote 
a  few  moments  to  the  consideration  of 
the  work  of  such  a  man. 

Raymond  Clark, 

Secretary. 


CORRESPONDENCE. 

164  Clinton  St., 

Brooklyn,  Jan.  3,  1908. 

Dr.  Paul  M.  Pile  her, 

Chairman    Publication  Comm., 
Long  Island  Med.  Journal. 

Dear  Doctor: 

At  a  special  meeting  of  the  Long 
Island  College  Hospital  Faculty,  held 
November  21,  1907,  it  was  voted  that 
an  engrossed  copy  of  the  following 
letter  of  condolence  be  sent  to  Airs. 
William  Nathan  Belcher,  and  that 
copies  be  sent  to  the  New  York  State 
Medical  Journal  and  the  Long  Island 
Medical  Journal. 

Yours  very  truly, 
Gordon  R.  Hall,  M.D., 

Secty.  Faculty. 

Mrs.  William  Nathan  Belcher, 
Dear  Madam  : 

At  a  special  meeting  of  the  Visiting 
Staff  of  the  Long  Island  College  Hos- 
pital, held  on  the  twenty-first  day  of 
November,  Nineteen  Hundred  and 
Seven,  it  was  the  unanimous  wish  of 
the  members  to  send  you  an  expression 
of  sympathy  in  the  loss  of  your  hus- 
band— a  loss  which  also  touches  us, 
his  associates,  closely.  It  is  the  loss 
of  one  who  had  long  passed  in  and  out 
among  us,  and  won  our  affectionate 
regard,  by  his  ability,  unvarying  cour- 
tesy, and  devotion  to  duty. 

We  count  ourselves  as  only  a  few 
among  those  to  whom  his  companion- 
ship will  long  remain  a  pleasant  mem- 
ory— a  memory  that  brightens  sor- 
row. 

Fred.  H.  Colton, 
John  D.  Rushmore, 
Frank  E.  West, 
Algernon  T.  Bristow, 
George  McNaughton, 
Joshua  M.  Van  Cott, 
John  A.  McCorkle, 
Charles  Jewett, 
Henry  N.  Read, 
Ernest  Palmer, 
Gordon  R.  Hall, 
Walter  W.  Wood, 
William  B.  Brinsmade, 
Members  of  Visiting  Staff. 
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DEATH  OF  NICHOLAS  SENN. 

NICHOLAS  SENN,  Professor  of 
Surgery  in  Rush  Medical  Col- 
lege and  in  the  University  of 
Chicago,  and  ex-President  of  the 
American  Medical  Association,  died 
at  his  home  in  Chicago  on  January  2, 
1908.  Dr.  Senn,  during  his  life,  made 
a  success  of  his  profession  at  the  ex- 
pense of  his  vital  energies.  Few  men 
have  accomplished  as  much,  few  men 
have  become  as  learned  in  the  various 
branches  of  the  science  of  medicine, 
and  few  men  have  contributed  as 
much  to  the  literature  of  medicine  and 
surgery  and  as  much  to  his  fellow 
practitioners  as  has  Dr.  Senn.  Early 
in  his  career  he  devoted  much  time  to 
the  study  of  anatomy,  and,  later, 
became  a  leader  in  forcing  upon  the 
reluctant  profession  the  true  princi- 
ples of  bacteriology. 

Besides  his  contributions  to  medical 
journals — which  were  innumerable — 
his  works  include  those  on  ''Surgical 
Bacteriology"  ;  "Experimental  Sur- 
gery" ;  "Pathological  and  Surgical 
Treatment  of  Tumors";  "Intestinal 
Surgery" ;  "Tuberculosis  of  Bones 
and  Joints";  "Tuberculosis  of  the 
Genito-Urinary  ( )rgans"  ;  "Principles 
of  Surgery";  "Syllabus  of  the  Prac- 
tice of  Surgery";  "Surgical  Notes  on 
the  Spanish-American  War";  and 
"Medico-Surgical     Aspects    of  the 


Spanish- American  War."  To  those 
who  are  not  conversant  with  the  style 
of  Dr.  Senn's  writings,  it  will  be  a  rev- 
elation to  note  the  exhaustiveness  of 
his  studies. 

Of  late  years  he  has  been  more 
especially  interested  in  military  sur- 
gery, as  evidenced  by  two  of  his  more 
recent  books. 

An  extensive  traveler,  his  observa- 
tions and  his  writings  concerning  the 
standing  of  medicine  in  the  various 
countries  and  their  methods  of  hand- 
ling disease  has  added  much  to  our 
knowledge  of  the  history  of  medicine. 

Senn  was  a  genius  who  worked  too 
hard ;  he  was  never  satisfied  and  con- 
stantly overlapped  the  hours  which 
should  have  been  devoted  to  rest  by 
hours  of  research  and  study.  In 
many  ways  he  resembled  the  late  Dr. 
George  R.  Fowder.  Both  men  are 
gone,  and  have  left  behind  them  their 
indelible  mark.  Both  men  were  mas- 
ters in  surgery.  Both  men  were  bur- 
ied with  military  honors.  It  would 
have  been  better  had  they  worked  less 
strenuously  and  had  been  spared  in 
their  old  age  to  enjoy  the  success  of 
their  children. 


ANNUAL   MEETING   OF  THE 
ASSOCIATED  PHYSICIANS 
OF  LONG  ISLAND. 

SATURDAY,  January  25,  1908, 
the  Tenth  Annual  Meeting  of 
the  Association  was  held  at  the 
Library  Building  of  the  Medical  Soci- 
ety of  the  County  of  Kings.  Every 
one  was  unanimous  in  the  opinion 
that  the  program  which  had  been  pro- 
vided was  of  a  very  high  order.  Re- 
sults of  operative  treatment  of  the  up- 
per abdominal  digestive  tract  were 
clearly  described  in  the  papers  pre- 
sented by  Drs.  Algernon  T.  Bristow, 
II.  Beeckman  Delatour.  Richard  W. 
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Westbrook  and  Walter  C.  Wood. 
The  papers  were  fully  discussed  by 
Drs.  Lewis  S.  Pilcher,  Jacob  Fuhs, 
Dudley  D.  Roberts  and  Joseph  Merz- 
bach. 

Thirteen  members  were  elected  to 
the  Association;  the  Secretary  re- 
ported a  membership  of  486;  further, 
that  during  the  year  there  had  been 
five  deaths  and  three  resignations,  and 
that  the  names  of  thirty-one  members 
had  been  dropped  for  non-payment 
of  dues,  as  prescribed  by  the  By-laws. 

The  Treasurer's  report  showed  a 
gratifying  condition  of  the  Treasury, 
with  all  bills  paid  to  date.  The  Chair- 
man of  the  Publication  Committee  re- 
ported the  affairs  of  the  Long  Island 
Medical  Journal  to  be  most  satis- 
factory, and,  further,  that  the  Jour- 
nal was  on  a  firm  foundation. 

The  election  of  officers  resulted  as 
follows:  President,  H.  Beeckman 
Delatour,  of  Brooklyn;  1st  Vice- 
President,  Frank  T.  De  Lano,  of 
Rockville  Centre;  2d  Vice-President, 
Frank  Overton,  of  Patchogue;  3d 
Vice-President,  Thomas  R.  French, 
of  Brooklyn ;  Secretary,  James  Cole 
Hancock,  of  Brooklyn;  Treasurer, 
Charles  B.  Bacon,  of  Brooklyn. 

The  dinner  which  followed  the 
meeting  was  served  at  the  Imperial 
Cafe,  Brooklyn,  and  was  very  well 
attended.    It  was  interesting  to  note 


that  many  of  the  older  members  of 
the  profession  in  Brooklyn  were  pres- 
ent. There  was  a  good  vaudeville  en- 
tertainment, which  was  enjoyed  by, 
every  one. 

The  affairs  of  the  Society  are  in  a 
most  satisfactory  condition. 

ANTI-VIVISECTION  MOVE- 
MENT. 

ONCE  again  the  question  of  vivi- 
section is  coming  prominently 
before  the  public,  especially  in 
the  State  of  New  York,  where  a  peti- 
tion is  being  widely  circulated,  par- 
ticularly among  medical  men,  in  fa- 
vor of  a  proposed  bill  to  prevent  cru- 
elty by  regulating  experiments  on  liv- 
ing animals.  The  officers  of  the  State 
Medical  Society  believe  that  the  pass- 
age of  this  bill  would  seriously  im- 
pair the  progress  of  scientific  medi- 
cine, and  through  its  Chairman  and 
Secretary  has  made  an  appeal  to  the 
members  of  the  medical  profession  to 
refrain  from  signing  the  petition.  It 
hardly  seems  necessary  to  warn  the 
medical  profession  against  encour- 
aging the  delusions  of  the  laity,  but 
nevertheless  it  is  a  truth  that  many 
physicians  sign  such  petitions  care- 
lessly and  in  ignorance.  The  New 
York  Herald  is  making  quite  a 
splurge  in  drawing  attention  to  the 
movement. 


MEDICAL  NEWS. 


Field   Hospital   N.   G.   N.  Y.— 

The  newly  organized  field  hospital, 
attached  to  Headquarters  National 
Guard  of  New  York,  was  reviewed  by 
Colonel  William  G.  Le  Boutillier,  Sur- 
geon, N.  G.,  N.  Y.  The  field  hospital 
is  a  new  venture,  and  so  far  has  been 
eminently  successful  under  the  guid- 
ance of  Major  William  S.  Terriberry. 
The  program  included 

1.  A  review  of  the  Field  Hospital. 


2.  Litter-drill  and  marching  exer- 
cises, by  detachment. 

3.  Mounted  drill,  school  of  the 
trooper,  by  detachment. 

4.  Rough  riding,  mounted  exercises, 
by  detachment. 

5.  Field  Hospital,  formation  of 
camp. 

This  last  feature  of  the  exhibition 
showed  the  Field  Hospital  encamped 
with  their  shelter  tents,  cooking  tent, 


74 


MEDICAL  NEWS. 


operating-room  tent,  ward  tent,  and 
all  the  other  units  which  go  to  make 
up  a  complete  outfit. 

Bay  Ridge  Hospital  —  Xew  im- 
petus has  lately  been  given  to  the 
hospital  project.  At  present,  the  or- 
ganization is  caring  only  for  dispen- 
sary patients  at  the  building  on  Six- 
tieth Street  and  Second  Avenue.  The 
institution  was  incorporated  in  1904, 
and  since  the  opening  of  the  dispen- 
sary in  May,  1906,  a  great  deal  of 
work  has  been  done  in  the  out-patient 
department.  The  Bay  Ridge  Hospital 
has  gained  the  confidence  of  the  sec- 
tion in  which  it  is  located,  and  many 
of  the  citizens  are  working  for  a  larger 
institution. 

Mount  Sinai  Hospital  Re- 
port.— The  Hospital  Report  for 
1907,  shows  that  6,173  patients  were 
admitted  to  the  hospital;  1,727  being 
accident  cases;  in  the  dispensary  177,- 
829  cases  were  treated.  The  deficit 
for  the  year  was  $31,830.  There  are 
ninety-three  physicians  attached  to  the 
hospital,  and  one  hundred  and  thirty 
in  the  dispensary. 

Alumni  Meeting  of  the  College 
of  P.  &  S.,  New  York— The  twelfth 
annual  meeting  of  the  Long  Island 
Association  of  Alumni  will  be  held 
at  the  University  Club  of  Brooklyn, 
Lafayette  Avenue  and  South  Oxford 
Street,  on  the  evening  of  Wednesday, 
February  19,  1908. 

New  Ordinance,  Department  of 
Parks — The  Park  Board  does  here- 
hereby  establish  the  following  rule 
and  regulation  for  the  protection  of 
the  public  parks  and  traffic  roads  of 
the  city,  which  shall  be  known  as 
Section  31  of  the  General  Park  Ordi- 
nances, Rules  and  Regulations,  Chap- 
ter 16  of  the  Code  of  Ordinances  of 
the  City  of  Xew  York: 

Xo  automobile  or  horseless  or  other 
vehicle,  wearing  chains  over  the  tires 
of  their  wheels,  shall  enter  the  public 


parks  or  the  traffic  roads  under  the 
jurisdiction  of  the  Board  of  Parks, 
without  permission  of  the  Commis- 
sioner having  jurisdiction. 

This  rule  and  regulation  shall  take 
effect  December  16,  1907. 

Training  in  Medical  Organization 
— The  students  of  the  University  of 
Pennsylvania  Medical  School  have 
formed  an  organization,  the  purpose 
of  which  is  to  acquaint  the  under- 
graduates with  the  workings  of  the 
American  Medical  Association,  after 
which  it  is  very  closely  modeled.  The 
various  student  societies  take  the  place 
of  the  State  organizations,  and  elect 
members  to  a  House  of  Delegates 
which  transacts  all  the  business  of  the 
association.  An  annual  meeting  is 
held,  at  which  papers  are  read  by 
chosen  members,  thus  encouraging 
original  research  and  a  scientific  spirit. 
The  organization  is  named  The 
Undergraduate  Medical  Association 
of  the  University  of  Pennsylvania,  and 
already  has  over  two  hundred  and  fifty 
members. 

Anti-Tubercular    Crusade  —  The 

State  Charities  Aid  Association  has 
been  co-operating  with  the  State 
Department  of  Health  to  limit  the 
ravages  of  tuberculosis,  more  espe- 
cially among  the  working  classes.  A 
large  meeting  held  in  Albany,  Janu- 
ary 27th,  in  support  of  the  campaign, 
was  adressed  by  Governor  Hughes, 
Joseph  H.  Choate  and  other  well- 
known  men,  notably  Professor  Welch, 
of  Baltimore,  who  spoke  of  the  gen- 
eral movement  throughout  the  coun- 
try and  of  the  coming  Congress  on 
Tuberculosis  in  Washington. 

The  maps  and  statistics  prepared 
by  the  investigators  of  the  Associa- 
tions showed  some  startling  truths 
concerning  the  cities  already  exam- 
ined. It  has  been  gratifying  to  see 
that  there  has  been  a  diminution  of 
almost  fifty  per  cent,  in  the  death  rate 
from  tuberculosis  in  New  York  State. 
In  his  speech,  Governor  Hughes 
pledged  his  support  to  the  movement. 
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Twenty-ninth  Stated  Meeting, 
held  at  Garden  City,  L.  I.,  October, 
1907. 

The  President,  A.  H.  Terry,  M.D., 
in  the  Chair. 

THE  USE  OF  THE  CYSTOSCOPE  AS 
AN  AID  TO  DIAGNOSIS  IN  DIS- 
EASES OF  THE  BLADDER  AND 
KIDNEYS. 

A  paper  with  the  above  title  was 
read  by  Paul  M.  Pilcher,  M.D.,  of 
Brooklyn. 

Discussion. 

Dr.  L.  N.  Lanehart  thought  it  is 
generally  conceded,  that  perhaps  more 
expert  skill  is  necessary  in  the  cathe- 
terization of  the  ureters  than  any  other 
branch  of  surgical  science.  Surely  the 
average  surgeon,  genito-urinary  sur- 
geon or  the  gynecologist  has  not  the 
time  nor  the  opportunity,  and  fre- 
quently not  the  patience,  to  undertake 
this  line  of  work.  The  speaker  said 
that  while  congratulating  the  reader 
of  the  paper  upon  what  he  had 
achieved  in  this  direction,  we  ought 
also  to  congratulate  ourselves,  that 
we  have  some  one  who  has  taken  the 
time  and  study  to  become  proficient  in 
this  direction. 

Undoubtedly  the  first  place  for  the 
diagnosis  of  certain  conditions  of  the 
kidneys  should  be  given  to  the  cathe- 
terization of  the  ureters,  yet  there  are 
certain  conditions  where  catheteriza- 
tion is  impossible,  and  in  view  of  that 
fact  and  the  great  skill  in  the  technic 
necessary  to  catheterize  the  ureters, 
he  would  like  to  present  an  instrument 
that  was  introduced  by  Luys,  of  Paris, 
in  1901,  called  a  separator.  Much  less 
skill  is  required  in  the  use  of  this  sep- 
arator, and  fairly  good  results  have 
been  attained  by  its  use.  These  re- 
sults have  not  only  been  verified  with 
the  cystoscope  and  the  catheterization 
of  the  ureters  themselves,  but  by  oper- 
ation and  autopsy,  so  that  these  find- 
ings are  reliable,  and  to  us  who  can 


not  always  command  the  services  of 
an  expert  cystoscopist,  this  is  an  in- 
strument of  value.  The  introduction 
of  it  is  not  difficult.  It  is  composed  of 
two  blades  which  can  be  taken  apart ; 
there  is  a  chain  in  the  center  and  a 
screw  at  the  handle,  which  makes  the 
frame  for  the  separation  of  the  urines. 
There  are  three  openings  on  either 
side,  through  which  the  urine  passes 
and  is  collected  at  the  end. 

The  conditions  that  make  catheteri- 
zation of  the  ureters  impossible  are  an 
extensive  cystitis,  where  the  mouths  of 
the  ureters  are  obscured,  and  also 
where  there  is  a  great  excretion  of  pus 
and  blood  into  the  bladder  that  colors 
the  bladder  fluid,  so  that  it  is  impos- 
sible to  detect  the  mouths.  In  that 
instance  this  separator  is  of  service. 
On  the  other  hand  this  instrument  can 
not  be  used  where  the  prostate  is  very 
much  enlarged  or  where  there  is  a 
marked  cystocele. 

There  is  one  point  in  regard  to  the 
use  in  the  urethra  of  cocaine.  Our 
attention  was  called  to  it  a  short  time 
ago  by  the  death  of  a  patient  that  oc- 
curred in  a  doctor's  office  in  New 
York,  and  he  claimed  that  the  intro- 
duction of  a  2  per  cent,  solution  of 
cocaine  into  the  urethra  was  fatal. 
That  is  not  an  isolated  case.  In  using 
this  instrument  in  all  local  anesthesia 
a  2  per  cent,  eucaine  solution  should 
be  used  in  preference. 

The  paper  referring  to  the  diagno- 
sis of  splenic  tumor ;  this  was  cer- 
tainly an  original  method  of  making  a 
diagnosis,  of  passing  a  wire  catheter 
into  the  mass  and  determining  whether 
or  not  a  tumor  was  present.  It  seemed 
to  the  speaker  that  the  simpler  and 
better  method  would  be  the  inflating 
of  the  colon  and  determining  the  rela- 
tive position  of  the  kidney  and  spleen. 

Dr.  A.  T.  Bristow  said  the  instru- 
ment that  Dr.  Lanehart  presented,  was 
an  improvement  on  the  Harris  instru- 
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ment,  but  the  general  objection  to  it 
is  the  pain  it  gives  the  patient.  The 
criticism  he  would  make  on  this  instru- 
ment holds  good  for  all  similar  instru- 
ments. Take,  for  instance,  the  cases 
mentioned  where  there  was  a  sound 
kidney  on  one  side  and  an  unsound 
kidney  on  the  other,  it  is  evident  where 
the  instrument  is  to  be  used,  that  you 
cannot  be  sure  that  the  bladder  itself 
will  not  infect  the  urine  coming  from 
the  sound  kidney.  You  can  not  get 
the  bladder  surgically  clean  by  wash- 
ing it.  This  instrument  has  a  limited 
use.  Where  there  is  pus  coming  from 
one  side  he  should  be  willing  to  accept 
information  from  it,  but  not  where 
it  is  possible  to  demonstrate  the  pres- 
ence of  tubercle  bacilli  in  the  urine 
as  it  would  be  impossible  to  be  sure 
that  the  urine  coming  from  the  sound 
kidney  did  not  become  infected  by 
contact  with  the  bladder  wall. 

Dr.  Ferd.  C.  Valentine  stated  that 
the  author  mentioned  certain  inflam- 
mations of  the  urethra,  as  prohibitive 
of  cystoscoping.  This  is  perfectly 
true,  yet  there  are  circumstances,  such 
as  a  dangerous  pyuria,  or  a  hematuria 
where  we  have  to  decide  whether  it  is 
vesical  or  renal,  which  compels  us  to 
ignore  the  condition  of  the  urethra, 
and  ignore  equally  the  dangers  of 
carrying  infection  to  the  bladder. 

The  author  mentioned  in  discussing 
the  importance  of  the  history  of  the 
case  one  symptom,  which  is  often  ex- 
ceedingly deceptive,  viz. :  he  spoke  of 
aberations  of  the  urinary  stream.  To 
make  an  aberation  of  the  urinary 
stream  of  any  importance,  it  is  neces- 
sary that  that  aberation  be  constant. 
Patients  will  tell  us  all  manner  of 
things  regarding  the  split  stream,  the 
cork-screw,  the  deviation  most  fre- 
quently to  the  right,  which,  however, 
is  not  constant,  depending  upon  the 
amount  of  secretion  of  the  urethra  and 
the  force  that  the  bladder  exercises. 
There  are  also  conditions  of  a  more 
permanent  character  which  influence 
the  stream,  but  the  essential  feature 
is  that  the  aberation  be  permanent, 
continuous  and  with  each  urination,  so 
as  to  have  it  attain  diagnostic  value. 

The  sneaker  said  he  was  sure  if  Dr. 
Pilcher  had  more  time  he  would  have 


discussed  more  extensively  the  absence 
of  a  kidney,  as  demonstrated  by  the 
urinary  efflux  from  the  mouth  of  a 
ureter.  As  you  know,  there  are  cases 
of  false  implantation  of  the  mouths  of 
the  ureters ;  aberation  from  the  nor- 
mal site  can  mislead  us  into  consider- 
ing the  absence  of  a  kidney  where  we 
see  urine  coming  from  but  one  ureter. 
There  are  cases  on  record  in  which 
both  ureters  had  one  mouth ;  again  the 
ureter  has  opened  so  deeply  behind 
the  prostate  as  to  make  it  invisible 
to  the  cystoscope.  These  are  likely 
to  mislead  us  in  determining  the  pres- 
ence or  absence  of  one  kidney.  Re- 
cently there  was  a  case  in  which  he 
made  an  error  in  diagnosis.  The 
error  was  due  to  the  fact  that  the 
patient  had  three  ureters,  the  right 
kidney  having  two  ureters.  He  failed 
to  see  the  orifice ;  a  better  cystoscop- 
ist  than  he  made  the  discovery. 

As  to  the  dangers  of  instruments, 
he  was  sorry  the  doctor  did  not  have 
time  to  extend  further  upon  that  point. 
Within  the  last  five  years  cystoscopy 
has  become  exceedingly  common, 
rendered  vulgar  bv  the  peddlers  of  de- 
fective instruments,  particularly  in  the 
smaller  cities.  These  demonstrate  to 
physicians  how  easy  cystoscopy  is,  and 
indeed  they  have  with  all  manner  of 
instruments  acquired  peculiar  skill  for 
landing  in  the  ureter ;  and  have  mis- 
led physicians  into  the  belief  that  by 
an  investment  of  several  hundred  dol- 
lars they  could  become  expert  cysto- 
scopists. 

Dr.  Valentine  said  he  was  very  glad 
that  Dr.  Pilcher  had  limited  himself 
to  the  description  of  one  class  of  cysto- 
scopes.  Being  engaged  now  on  an 
article  for  the  Reference  Handbook  of 
the  Medical  Sciences  on  the  question 
of  ureteral  catheterism,  he  prepared 
for  it  by  going  over  the  number  of 
cystoscopes,  with  which  it  is  endeav- 
ored to  misguide  the  medical  profes- 
sion now,  and  they  numbered  fifty- 
two.  With  three  cystoscopes  we  can 
do  all  we  should  do.  Of  course,  there 
are  a  great  many  things  which  we 
would  still  like  to  learn. 

The  speaker  stated  that  he  was  glad 
that  Dr.  Lanehart  in  opening  the  dis- 
cussion demonstrated  the  Luys  sepa- 
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rator.  He  was  in  Paris  at  the  time 
when  the  unpleasant  discussion  be- 
tween him  and  Cathelin  took  place  as 
to  priority,  and  had  opportunity  to  lis- 
ten to  the  claims  of  both.  When  you 
examine  the  instrument  and  compare 
it  with  the  Cathelin  separator  and  the 
Harris  segregator,  you  will  find  the 
same  cardinal  defect  in  each,  viz. : 
insert  any  of  these  instruments,  which 
is  exceedingly  ingenious,  and  inject 
methylene  blue  through  one  of  the 
canals,  before  long  some  of  the  methy- 
lene blue  will  be  transferred  to  the 
other  side,  and  you  will  be  at  a  loss 
to  know  which  is  giving  the  diseased 
urine. 

The  speaker  said  he  was  glad  Dr. 
Lanehart  emphasized  the  danger  of 
cocaine  in  the  urethra.  He  had  had 
two  poisonings  with  weak  solutions, 
but  fortunately  no  deaths. 

A  CONTRIBUTION  TO  THE  INVESTI- 
GATION  OF  TETANUS  ON 
LONG  ISLAND. 

A  paper  with  the  above  title  was 
read  by  Calvin  F.  Barber,  M.D., 
of  Brooklyn. 

Discussion. 
Dr.  Wm.  Browning  said  that  the 
paper  was  based  essentially  on  statis- 
tics. With  regard  to  the  latter  part 
of  it  he  did  not  know  that  he  had  much 
to  add. 

With  reference  to  the  use  of  anti- 
toxine,  he  took  the  trouble  to  look  the 
matter  up  preparatory  to  this  discus- 
sion to  see  if  there  was  any  great  dif- 
ference in  the  results  of  the  different 
methods  by  which  it  was  used.  We 
have  the  method  of  subcutaneous 
hypodermatic  injection,  intracerebral, 
intradural,  intraneural,  etc.,  but  when 
you  come  to  size  them  all  up  with  the 
results,  you  come  to  the  conclusion 
that  it  is  not  a  matter  of  method,  but 
of  means.  The  results  are  not  greatly 
different.  Evidently  the  means  itself 
has  but  limited  curative  value.  So 
he  thought  he  could  do  no  better  than 
to  present  the  literature  and  statistics 
of  tetanus  on  Long  Island  (for  which 
see  page  55). 

Dr.  W.  C.  Wood  stated  that  what 
he  had  to  say  was  in  the  line  of  a  prac- 
tical nature.    He  had  seen  three  cases 


of  tetanus  since  September.  The  pre- 
vious year  he  also  saw  three.  He  did 
not  think  he  had  averaged  as  many 
cases  as  that  in  the  past.  Of  the  three 
cases  that  he  had  seen  this  year,  one 
a  boy  of  five,  developed  tetanus  on  the 
fifth  day  and  died  on  the  sixth ;  one, 
he  saw  in  connection  with  Dr.  Buist, 
also  died,  but  the  details  of  the  case 
were  not  clear  in  his  mind.  The  third 
case  he  had  discharged  within  a  week 
from  the  Long  Island  College  Hos- 
pital, a  man  who  on  August  25th  had 
his  hand  crushed  in  a  gutter  by  the 
weight  of  a  stove ;  eight  days  after- 
ward he  developed  a  typical  case  of 
acute  tetanus.  That  man  received  10 
grains  of  chloral  and  30  grains  of 
bromide  every  four  hours ;  he  received 
thirty-three  injections  of  the  Board  of 
Health  antitoxine,  making  in  all 
99,000  units.  The  case  was  not  one 
of  a  very  acute  variety ;  he  had  the 
typical  symptoms  of  the  clonic  spasms, 
but  they  were  not  as  frequent  as  we 
see  in  the  more  acute  type.  Here  he 
thought  a  close  study  of  the  case 
would  show  distinct  improvement 
after  the  various  injections  of  the 
antitoxine.  It,  to  his  mind,  was  a  most 
trustworthy  example  of  the  value  of 
that  method  of  treatment.  However, 
the  antitoxine  was  used  in  addition  to 
that  of  the  ordinary  sedatives.  That 
man  developed  a  rash,  which  is  custo- 
mary with  the  use  of  horse  serum,  but 
beyond  that  apparently  showed  no  ill 
effects  from  his  rather  large  doses. 

In  reference  to  the  prophylactic 
treatment  of  tetanus,  the  speaker 
thought  we  should  have  more  definite 
ideas.  From  the  statistics  and  work 
of  the  American  Surgical  Society,  we 
learn  that  there  is  no  case  of  tetanus 
recorded  where  antitoxine  has  been 
used  as  a  precautionary  measure.  In 
veterinary  practice  the  use  of  anti- 
toxine in  connection  with  castrations 
and  other  minor  surgical  operations 
most  firmly  establishes  its  value,  as 
he  understood  from  the  men  who  do 
that  class  of  work.  Among  163  cases 
of  castration  protected  by  subcutane- 
ous injection  of  antitoxine,  there  were 
no  deaths,  while  a  corresponding  ser- 
ies of  eight  cases  showed  five  deaths 
from  tetanus.   The  prophylactic  treat- 
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ment  among  horses  is  more  firmly 
established  than  with  the  human  race. 
The  speaker  said  he  would  like  to  see 
it  determined  whether  it  is  necessary 
to  give  repeated  prophylactic  injec- 
tions. The  best  recent  article  on  the 
subject  is  in  Kene's  work  on  Surgery 
by  Fraser  of  Philadelphia,  where  he 
claims  it  is  necessary  to  give  three 
injections  lasting  over  a  period  of 
forty  days. 

Dr.  Wood  said  he  had  never  yet 
seen  a  case  of  tetanus  develop  where 
the  primary  wound  had  been  prop- 
erly opened  and  disinfected.  If  the 
shot  or  nail  wound  where  tetanus  is 
suspected  is  properly  opened  and 
cleansed,  preferably  with  carbolic 
solution,  or  perhaps  iodine,  he  thought 
we  have  a  prophylactic  method  of 
treatment,  that  is  probably  equal,  if 
not  superior,  to  the  antitoxine. 

While  from  the  theoretical  stand- 
point, the  antitoxine  should  be  injected 
in  the  nervous  system  direct,  intra- 
neural,, intraspinal,  or  possibly  in- 
travenous, that  has  never  been  clearly 
proven  to  his  mind,  to  be  a  matter  of 
necessity.  Any  one  can  give  it  in 
the  muscular  tissue  and  do  it  prompt- 
ly. If  we  believe  it  necessary  to  tre- 
phine the  skull,  or  give  intraneural 
injections  into  the  deep  plexuses  of 
the  arm,  we  will  find  that  the  treat- 
ment will  not  come  in  vogue. 

He  believed  there  is  a  mistake  in 
dividing  these  cases  of  tetanus  into 
the  acute  and  subacute  ;  the  acute  de- 
veloping in  ten  days ;  the  protracted 
those  that  develop  afterward.  The 
statistics  are  83  per  cent,  for  the 
acute  and  43  per  cent,  for  the  sub- 
acute. He  had  never  yet  seen  a  case 
recover  where  the  incubation  was 
less  than  one  week.  He  believed  the 
cases  that  occur  between  the  seventh 
and  twelfth  days  are  amenable  to 
treatment.  He  believed  those  cases 
that  occur  after  the  twelfth  day  can 
be  treated  with  a  great  hope  of  suc- 
cess. 

Concerning  the  methods  of  in- 
jection, the  only  statistics  he  could 
find  were  for  cases  that  had  been  in- 
jected by  the  Subcutaneous  method; 
we  have  79  per  cent,  mortality  from 
the  subcutaneous,  while  in  the  intra- 


spinous,  intracranial  and  intraneural 
injections  the  mortality  is  93  per 
cent.  He  would  like  to  have  it  very 
firmly  established  that  the  injection  in 
the  nervous  system  is  a  necessity  be- 
fore following  out  that  line  of  treat- 
ment. He  believed  the  prophylactic 
treatment  is  one  we  ought  to  develop, 
and  the  best  method  of  the  injections 
be  determined. 

Dr.  A.  T.  Bristow  said  that  with 
regard  to  the  influence  of  locality  on 
tetanus,  fifteen  or  twenty  years  ago 
he  did  a  large  amount  of  experi- 
mental work  on  tetanus,  and  inocu- 
lated many  mice.  He  could  invariably 
infect  a  mouse  with  tetanus  from  the 
soil  of  his  backyard  or  that  of  any  of 
his  neighbors.  Indeed,  generally  speak- 
ing, if  you  inoculate  a  mouse  with 
the  soil  from  a  city,  he  will  come 
down  with  tetanus.  On  the  other 
hand  he  brought  from  his  travels  in 
the  country  what  might  be  termed 
virgin  soil,  that  is,  soil  uncontami- 
nated  with  animal  excretions,  and 
when  this  was  used  for  injections 
into  mice,  tetanus  never  followed  the 
inoculations. 

With  regard  to  the  intraspinal 
puncture  in  tetanus,  one  fact  has  been 
overlooked.  It  has  been  shown  that 
the  spinal  fluid  contains  a  large 
amount  of  the  toxin  of  tetanus,  and 
he  believed  it  is  good  treatment  to 
give  the  antitoxine  by  lumbar  punc- 
ture, and  to  withdraw  as  much  spinal 
fluid  as  will  flow,  and  replace  this  with 
the  antitoxine.  In  this  way  you  may 
get  rid  of  a  good  deal  of  toxine.  He 
had  used  both  the  intraspinal  and  in- 
traneural methods.  He  believed  it  is 
no  use  to  trephine,  because  this  is  a 
spinal  rather  than  a  cerebral  lesion. 
Intraneural  injection  is  practised 
because  it  has  been  discovered  that 
tetanus  is  a  centripetal  poison  and 
travels  by  the  nerves  to  the  cord.  In 
one  case  which  he  showed  to  the 
Surgical  Society  after  recovery,  a 
lumbar  puncture  was  made  and  anti- 
toxine injected,  then  he  cut  down  on 
the  anterior  crural  and  sciatic  nerves 
and  injected  them  also.  Subse- 
quently with  antitoxine.  patient  re- 
ceived other  intraneural  injections. 

Nothing  showed  better  the  fact  that 
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it  is  not  the  size  of  the  wound,  but 
what  goes  into  the  wound,  that  pro- 
duces harm  than  this  case.  This  man 
came  down  with  tetanus  nine  days 
after  the  injury,  and  it  was  very  dif- 
ficult even  to  see  the  little  wound  by 
which  the  infection  had  entered. 
He  had  stepped  on  a  nail  which  went 
through  his  shoe.  It  was  nearly  two 
weeks  before  that  man  was  well.  The 
first  sign  of  recovery  in  his  case  was 
the  fact  that  the  muscles  of  the  jaw  re- 
laxed in  sleep. 

The  speaker  believed  that  Dr.  Bar- 
ber's treatment  was  excellent,  and 
should  always  be  done  in  tetanus 
cases,  that  is,  put  the  patient  in  a 
dark  room  and  keep  as  quiet  as  possi- 
ble. If  you  take  a  tetanized  rabbit, 
who  is  simply  in  a  condition  of  tetanic 
spasm,  the  rabbit  will  have  a  horrible 
convulsion  if  one  knocks  on  the  table. 
That  emphasizes  the  necessity  for 
perfect  quiet  and  darkness  also,  he 
believed. 

SOME    GENERAL  OBSTETRICAL 
OBSERVATIONS  AND 
EXPERIENCES. 

A  paper  with  the  above  title  was 
read  by  John  H.  Barry,  M.D.,  of 
Long  Island  City. 

Discussion. 
Dr.   Robert   L.   Dickinson  con- 


gratulated the  doctor  on  his  energy 
and  enthusiasm.  Obstetrics,  he  said, 
is  a  matter  made  too  much  an  every- 
day thing  that  is  under  paid,  and  in 
which  the  interest  is  very  small.  We 
are  still  man  midwives  and  paid  as 
such,  and  until  there  are  more  men 
like  the  doctor  interested  and  eager 
for  the  work,  obstetrics  will  not  take 
the  place  it  ought  to  take. 

The  doctor  was  absolutely  right, 
Dr.  Dickinson  said,  in  saying  that  a 
very  large  proportion  of  difficult  ob- 
stetric cases  are  the  unrecognized 
occipito-posteriors.  If  there  is  any- 
thing the  consultant  sees  most,  it  is 
the  man  who  puts  forceps  on,  not 
knowing  what  the  position  of  the  head 
is.  A  simple  rotation  and  right  appli- 
cation of  the  forceps  unlocks  the 
difficulty,  the  ball  valve  fits  the  open- 
ing and  comes  through. 

The  speaker  said  he  was  sorry  to 
have  missed  the  doctor's  previous 
paper.  He  had  heard  that  then  he 
was  somewhat  unorthodox.  At  any 
rate  if  he  took  the  ground  against 
trusting  antisepsis,  and  strongly  on 
the  matter  of  the  scrub  brush,  soap, 
time  and  hot  water,  he  would  stand 
with  him  absolutely.  If  there  is  any- 
thing passing  in  our  work  in  ob- 
stetrics, it  is  the  trust  in  chemicals,  as 
against  the  trust  in  soap,  and  soak. 
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SOME     GENERAL     OBSTETRIC  OB- 
SERVATIONS   AND  EXPERIENCES. 

A  paper  with  the  above  title  was 
read  by  John  H.  Barry,  M.D.,  of 
Long  Island  City. 

Dr.  L.  Grant  Baldwin  said  he 
should  like,  after  the  discussion,  if  Dr. 
Barry  would  tell  us  something  about 
his  technic ;  what  he  advises  as  safe 
and  at  the  same  time  sane  and  simple 
in  the  practice  of  obstetrics  in  the 
work  he  has  done. 

It  seemed  to  the  speaker,  and  pain- 
fully so,  too,  that  the  results  in  obstet- 


rical practice  were  not  as  good  as  they 
should  be,  judging  from  his  own  hos- 
pital experience,  the  number  of  septic 
cases  that  he  saw  in  his  hospital  work, 
and  he  did  not  see  that  they  were 
diminishing  year  by  year,  which  logic- 
ally should  be  the  case.  Whether  this 
is  the  fault  of  the  teachers  or  of  the 
students  or  what  it  is,  is  hard  to  say, 
but  certain  it  is  that  he  believed  at 
least  that  much  of  the  technic  we  are 
taught  is  absolutely  impossible  to 
carry  out  in  the  tenement  houses,  and 
if  Dr.  Barry  could  give  us  some  simple 


So 
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way,  which  he  has  certainly  succeeded 
in  making  efficient,  he  will  do  us  a 
double  favor. 

Dr.  C.  Jewett  congratulated  Dr. 
Barry  on  his  interesting  paper.  What 
the  doctor  had  said  with  reference  to 
the  comparative  risk  of  trauma  and 
infection,  he  thought  could  be  empha- 
sized. The  rule  should  be,  in  obstet- 
ric interference  as  in  abdominal  opera- 
tions, to  get  in  and  get  out  as  quickly 
as  possible.  This  is  illustrated  in  the 
induction  of  abortion  before  the  eighth 
or  tenth  week.  Methods  which  involve 
the  use  of  tents,  tampons,  prolonged 
and  repeated  manipulation  are  not  as 
safe  as  a  clean  evacuation  of  the 
uterus  done  in  ten  or  fifteen  minutes, 
even  at  the  risk  of  slight  trauma.  An 
instrument  or  a  pack  left  in  the  cervix 
or  vagina,  no  matter  how  clean  pri- 
marily, is  sure  to  become  more  or  less 
foul  after  several  hours. 

With  reference  to  the  septic  mor- 
tality in  general  practice,  a  few  years 
ago,  in  a  paper  on  this  subject,  he 
found  that  in  Berlin  and  New  York 
the  mortality  remained  about  i%  in 
general  practice,  substantiallv  as  be- 
fore the  days  of  asepsis.  The  mor- 
tality in  hospitals  is  less  than  %  of  i%, 
generally  not  more  than  I  in  1,000. 
In  our  Brooklvn  hospitals  the  mor- 
tality he  thought  was  almost  nil.  At 
the  Long  Island  College  Hospital  for 
more  than  ten  years  there  had  not 
been  a  death  due  to  infection  con- 
tracted in  the  hospital.  At  the  time 
of  the  paoer  referred  to.  Dr.  Pomeroy 
reported  less  than  one  septic  death  in 
one  thousand  patients  at  the  Kings 
County  Hospital. 

With  reference  to  treatment,  the 
he^t  results  in  cases  brought  into 
Long  Island  College  Hospital  had  been 
obtained  by  the  vaccine  treatment 
which  had  been  carried  out  recently 
in  several  cases  by  Prof.  Van  Cott. 
The  results  have  been  very  encourag- 
ing. Dr.  Pool  can  speak  more  defi- 
nitely of  the  details. 

Some  months  ago.  Dr.  J.  C.  Reeve, 
of  Dayton,  Ohio,  had  sent  him  a  copy 
of  a  very  rare  old  book  by  Charles 
White  of  Manchester,  England,  en- 
titled "The  Management  of  Pregnant 


and  Lying-in  Women."  The  work 
was  published  in  1773.  This  author 
had  antedated  by  about  seventy  years 
both  Holmes  and  Semmelweiss  in 
foreshadowing  the  present  views  of 
the  nature  of  puerperal  infection  and 
its  prevention. 

Dr.  Walter  B.  Chase  said  that  the 
question  of  puerperal  sepsis  is  and  has 
been  and  will  be  for  a  long  time  one 
very  fruitful  for  discussion.  His 
early  experiences  were  in  the  country. 
Thirteen  years  he  practiced  in  the 
country,  and  he  never  knew  of  a  case 
of  puerperal  septicemia,  even  under 
conditions  which  would  be  most 
likely  for  it  to  develop.  He  had  seen 
over  and  over  again  in  cases  of  mis- 
carriage, where  the  placenta  had 
broken  down  and  decomposed  and 
come  away  without  apparently  any 
constitutional  symptoms  following. 
Those  who  have  practiced  long  know 
not  only  the  great  risk  of  allowing  a 
miscarriage  to  go  on  to  that  kind  of 
termination,  but  they  also  know  that 
in  certain  cases  of  miscarriage  with 
the  most  aseptic  precautions  that  in- 
fection occurs. 

Dr.  Barry  had  not  gone  into  the 
details  of  his  practice,  and  the  speaker 
felt  sure  he  might  tell  us  something 
of  the  power  of  Nature  to  resist  sepsis. 
Fifteen  years  ago  we  began  to  believe 
that  Nature  had  lost  its  power,  and  we 
were  told  by  teachers  of  obstetrics 
that  we  should  douche  a  woman  be- 
fore labor  and  subsequently  with  bi- 
chloride solution.  Finally,  the  obser- 
vation is,  that  Nature  under  ordinary 
conditions  is  amply  able  to  take  care 
of  the  patients,  provided  the  accouch- 
eur introduces  no  poisons  in  the  sys- 
tem, and  he  thought  it  is  keeping  the 
hands  off  the  patient  as  much  as  pos- 
sible, that  has  contributed  much  to  the 
better  recovery  of  obstetric  cases. 
The  remarkable  fact  to  his  mind  is, 
in  the  practice  of  an  accoucheur  of 
strict  asepsis,  how  infrequently  infec- 
tion takes  place. 

Dr.  J.  O.  Polar  wanted  to  ask  Dr. 
Jewett  if  he  meant  the  statement  he 
made  about  the  treatment  of  miscar- 
riages, as  applied  to  general  practice. 
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If  he  had  understood  him  correctly, 
he  said  there  was  no  question  of  the 
instrumental  evacuation  of  the  uterus 
being  better  than  the  expectant  treat- 
ment. The  speaker  agreed  with  him 
in  so  far  as  experts  in  hospital  prac- 
tice are  concerned.  He  thought  that 
the  teaching  was  a  little  unsafe  to  cast 
out  to  the  general  practitioner,  unless 
his  experience  differed  from  Dr. 
Jewett's.  Most  cases  of  sepsis,  pelvic 
peritonitis  and  pelvic  abscess  he  had 
seen  had  been  the  result  of  this  use 
of  the  curet  in  abortions,  by  the  gen- 
eral practitioner. 

In  regard  to  the  technic  that  the 
doctor  called  attention  to,  he  believed 
that  the  doctor's  technic  is  the  one 
that  many  of  us  believe  to  be  all  that 
is  necessary.  The  vagina  itself  is  pro- 
tected, if  we  clean  the  vulva  of  the 
patient  with  ordinary  soap  and  water ; 
if  we  scrub  our  hands  and  clean  our 
nails  sufficiently,  and  then,  if  we  want 
to  use  an  antiseptic,  bichloride  is  a 
safe  one  for  the  hands ;  and  as  few  ex- 
aminations as  possible,  is  the  safe  rule. 
It  is  simply  a  matter  of  the  prevention 
of  the  introduction  of  sepsis,  and  it 
does  not  take  the  use  of  the  elaborate 
technic  Dr.  Baldwin  had  condemned 
to  prevent  sepsis.  That  is  approxi- 
mately because  of  the  resistance  of  the 
individual.  All  sepsis  depends  on  the 
dose  and  the  soil ;  some  patients  are 
more  susceptible  than  others,  because 
their  receptivity  is  greater  and  the 
resistance  less  to  the  same  dose. 

The  doctor  made  reference  to  the 
Rozzi  dilator,  and  quoted  several 
European  observers  on  its  use  in  ec- 
lampsia cases.  He  should  like  to  put 
himself  on  record  by  the  statement, 
that  he  could  not  see  from  his  own 
experience  with  the  Bozzi  dilator,  and 
from  what  he  had  read  in  the  hands 
of  American  operators,  that  it  has  a 
place  in  obstetrics,  since  we  have  the 
Pomeroy  bag  and  vaginal  Cesarean 
section. 

Again,  another  warning  about  one 
other  statement  the  doctor  made  and 
that  is  manual  dilation  of  the  cervix. 
Manual  dilation  of  the  cervix,  we  all 
admit,  in  multipara  is  a  method  that 
we  all  have  to  resort  to,  and  yet  it  is 
fraught   with   a   certain   amount  of 


danger  and  more  danger  than  bag 
dilation.  His  experience  with  eclamp- 
sia cases  that  are  already  suffering 
from  toxaemia  is,  that  they  are  not 
able  to  resist  very  active  surgical  pro- 
cedures. The  doctor  comes  forward 
with  a  series  of  cases  that  are  success- 
ful, not  only  as  far  as  the  mother,  but 
for  the  child  in  a  majority  of  in- 
stances, still  he  felt  that  he  could  have 
gotten  these  results  without  accouche- 
ment force,  if  he  understood  accouche- 
ment force  as  the  doctor  understood  it. 

In  regard  to  drainage  of  the  uterus, 
the  speaker  said  that  the  empty  uterus 
will  drain  itself,  if  we  secure  contrac- 
tion and  we  have  the  patient  change 
her  posture  from  time  to  time,  tie 
could  not  conceive  of  any  mechanical 
device  that  could  improve  on  Nature's 
method  of  drainage,  and  personally  he 
had  not  yet  found  it  necessary  to  use 
%a  mechanical  device. 

In  regard  to  occipito-posterior  cases, 
the  doctor  spoke  of  forceps.  We  are 
all  agreed  where  the  head  is  engaged 
in  occipito-posterior  cases,  or  where 
we  can  engage  it,  to  catch  the  head 
with  forceps  is  the  operation  of  elec- 
tion, but  the  majority  of  occipito- 
posteriors  have  a  disturbed  posture, 
the  head  frequently  remains  unen- 
gaged, and  in  these  cases  his  personal 
results  had  been  very  much  better 
with  version  than  attempting  a  long, 
tedious  forceps,  axis  traction,  or  other- 
wise. 

Dr.  W.  P.  Pool  said  that  the  ques- 
tion of  sepsis,  which  is  of  greater 
primary  interest  to  the  obstetrician 
than  almost  any  other,  presents  itself 
in  a  number  of  different  forms.  One 
of  these  that  Dr.  Barry  had  mentioned 
had  been  of  considerable  interest  to 
him,  i.  e.,  post  partum  thrombo- 
phlebitis in  the  pelvic  or  crural  veins, 
a  comparatively  rare  but  most  annoy- 
ing complication,  and  one  that  some- 
times seems  so  far  dissociated  from 
the  septic  state  that  some  observers 
have  ascribed  to  it  other  causes.  In  a 
recent  article  by  Morley  of  Ann  Arbor 
which  recapitulates  the  views  of  other 
writers  upon  this  disease,  which  not 
only  complicates  the  puerperal  state, 
but  also  may  occur  after  pelvic  and 
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abdominal  operations,  the  conclusion 
reached  was  that  the  cause  of  phlebitis 
is  unknown.  The  cases  observed  by 
the  speaker  have  presented  in  their 
onset  the  typical  picture  of  a  septic 
seizure — chill,  rise  of  temperature, 
pain  and  local  evidences  of  inflamma- 
tion in  the  groin  on  the  affected  side, 
followed  by  swelling  of  the  limb. 
Such  symptoms  can  scarcely  be  pro- 
duced by  mere  mechanical  obstruc- 
tion in  the  veinous  circulation,  and  he 
believed  that  the  thrombus  must  have 
been  septic  in  its  origin.  Such  cases 
often  present  no  untoward  symptoms 
during  the  first  ten  or  fifteen  days  of 
the  puerperium,  and  whether  the  in- 
fection finds  its  way  at  this  late  time 
from  some  hitherto  dormant  focus  in 
the  parturient  canal,  or  whether  it 
was  previously  latent  in  the  blood,  it 
is  difficult  to  determine.  Such  a 
course  may  lend  support  to  the  latter 
theory. 

The  opsonic  vaccine  had  been  used 
a  number  of  times  at  the  Long  Island 
College  Hospital  with  average  good 
results.  He  recalled  two  cases — one 
a  young  woman  who  had  been  in- 
fected through  a  small  cut  on  her 
hand.  At  the  time  of  admission  she 
was  comatose,  and  showed  every 
symptom  of  profound  toxaemia,  and 
rapidly  approaching  death.  Exami- 
nation of  the  blood  showed  strepto- 
coccus, and  a  vaccine  prepared  from 
the  blood  was  injected.  Within  forty- 
eight  hours  there  was  a  decided  re- 
action. The  temperature  was  reduced, 
sensibility  returned,  and  the  heart  ac- 
tion improved.  Convalescence  dated 
from  that  time.  A  second  dose  was 
used  and  recovery  was  finally  com- 
plete. In  all  human  probability  the 
vaccine  saved  this  patient's  life.  An- 
other case  is  still  in  the  hospital.  A 
young  woman  who  had  attempted 
abortion  upon  herself  in  early  preg- 
nancy. The  uterus  was  slightly  en- 
larged .  a  mild  endometritis  was  pres- 
ent, and  there  was  some  induration  in 
the  right  side.  She  had  general  septic 
symptoms,  fever,  rapid  heart,  etc. 
The  day  after  her  admission  she  de- 
veloped a  violent  mania  which  contin- 
ued and  increased  during  the  follow- 
ing three  or   four  da  vs.     The  local 


condition  did  not  seem  to  give  a  clear 
indication  for  operation,  but  a  blood 
examination  disclosed  general  staphy- 
lococcic infection.  The  vaccine  was 
employed  and  the  patient's  mental 
condition  immediately  began  to  im- 
prove, though  there  was  no  decided 
reaction  in  the  other  symptoms.  One 
week  later  a  second  injection  was 
made,  since  which  time  there  has  been 
gradual  recovery.  She  is  now  en- 
tirely rational,  the  temperature  has 
fallen  to  normal,  and  she  is  well  on  the 
way  to  complete  convalescence.  There 
is  still  induration  in  the  pelvis,  but  the 
general  sepsis  is  done  away  with. 

The  treatment  of  eclampsia  is  al- 
ways a  vexed  question  to  the  obstetri- 
cian, and  must  depend  largely  upon 
the  requirements  of  the  case  in  hand. 
The  speaker  reported  in  this  connec- 
tion a  Csesarean  section  for  eclampsia 
that  he  had  recently  done  on  a  patient 
who  had  been  brought  into  the  hos- 
pital hastily  at  night.  She  had  been 
in  convulsions  most  of  the  day,  al- 
though a  competent  physician  had 
applied  the  best  remedies  at  his  com- 
mand. Her  condition  was  most 
serious — deep  coma,  varied  at  inter- 
vals of  a  few  minutes  by  conscious- 
ness— heart  very  weak  and  rapid — 
practically  complete  suppression  of 
urine.  Examination  showed  that  the 
cervix  was  entirely  undilated,  long 
and  hard  (she  was  a  primapara),  and 
it  appeared  that  anything  short  of  a 
radical  operation  would  be  useless.  He 
did  the  suprapubic  Cesarean  opera- 
tion, and  a  still  born  child  was  de- 
livered. The  convulsions  ceased,  the 
kidneys  began  to  functionate,  and  the 
patient  made  a  successful  though 
tedious  recovery.  This  operation  must 
hold  a  very  narrow  field  in  eclampsia. 
Dr.  Pool  said,  as  it  does  in  some  other 
obstetric  conditions,  but  be  believed 
that  Cesarean  section,  either  vaginal 
or  suprapubic,  may  occasionally  be  of 
great  value  in  the  treatment. 

In  the  treatment  of  occipito-pos- 
teriors  he  agreed  with  Dr.  Polak. 
Earlier  he  had  used  forceps  for  the 
rotation  of  such  positions  when  the 
head  was  lodged  above  the  brim,  but 
had  abandoned  that  operation  because 
of   the   almost   inevitable    injury  in- 
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If  he  had  understood  him  correctly, 
he  said  there  was  no  question  of  the 
instrumental  evacuation  of  the  uterus 
being  better  than  the  expectant  treat- 
ment. The  speaker  agreed  with  him 
in  so  far  as  experts  in  hospital  prac- 
tice are  concerned.  He  thought  that 
the  teaching  was  a  little  unsafe  to  cast 
out  to  the  general  practitioner,  unless 
his  experience  differed  from  Dr. 
Jewett's.  Most  cases  of  sepsis,  pelvic 
peritonitis  and  pelvic  abscess  he  had 
seen  had  been  the  result  of  this  use 
of  the  curet  in  abortions,  by  the  gen- 
eral practitioner. 

In  regard  to  the  technic  that  the 
doctor  called  attention  to,  he  believed 
that  the  doctor's  technic  is  the  one 
that  many  of  us  believe  to  be  all  that 
is  necessary.  The  vagina  itself  is  pro- 
tected, if  we  clean  the  vulva  of  the 
patient  with  ordinary  soap  and  water ; 
if  we  scrub  our  hands  and  clean  our 
nails  sufficiently,  and  then,  if  we  want 
to  use  an  antiseptic,  bichloride  is  a 
safe  one  for  the  hands ;  and  as  few  ex- 
aminations as  possible,  is  the  safe  rule. 
It  is  simply  a  matter  of  the  prevention 
of  the  introduction  of  sepsis,  and  it 
does  not  take  the  use  of  the  elaborate 
technic  Dr.  Baldwin  had  condemned 
to  prevent  sepsis.  That  is  approxi- 
mately because  of  the  resistance  of  the 
individual.  All  sepsis  depends  on  the 
dose  and  the  soil ;  some  patients  are 
more  susceptible  than  others,  because 
their  receptivity  is  greater  and  the 
resistance  less  to  the  same  dose. 

The  doctor  made  reference  to  the 
Bozzi  dilator,  and  quoted  several 
European  observers  on  its  use  in  ec- 
lampsia cases.  He  should  like  to  put 
himself  on  record  by  the  statement, 
that  he  could  not  see  from  his  own 
experience  with  the  Bozzi  dilator,  and 
from  what  he  had  read  in  the  hands 
of  American  operators,  that  it  has  a 
place  in  obstetrics,  since  we  have  the 
Pomeroy  bag  and  vaginal  Cesarean 
section. 

Again,  another  warning  about  one 
other  statement  the  doctor  made  and 
that  is  manual  dilation  of  the  cervix. 
Manual  dilation  of  the  cervix,  we  all 
admit,  in  multipara  is  a  method  that 
we  all  have  to  resort  to,  and  yet  it  is 
fraught   with    a   certain    amount  of 


danger  and  more  danger  than  bag 
dilation.  His  experience  with  eclamp- 
sia cases  that  are  already  suffering 
from  toxaemia  is,  that  they  are  not 
able  to  resist  very  active  surgical  pro- 
cedures. The  doctor  comes  forward 
with  a  series  of  cases  that  are  success- 
ful, not  only  as  far  as  the  mother,  but 
for  the  child  in  a  majority  of  in- 
stances, still  he  felt  that  he  could  have 
gotten  these  results  without  accouche- 
ment force,  if  he  understood  accouche- 
ment force  as  the  doctor  understood  it. 

In  regard  to  drainage  of  the  uterus, 
the  speaker  said  that  the  empty  uterus 
will  drain  itself,  if  we  secure  contrac- 
tion and  we  have  the  patient  change 
her  posture  from  time  to  time.  He 
could  not  conceive  of  any  mechanical 
device  that  could  improve  on  Nature's 
method  of  drainage,  and  personally  he 
had  not  yet  found  it  necessary  to  use 
a  mechanical  device. 

In  regard  to  occipito-posterior  cases, 
the  doctor  spoke  of  forceps.  We  are 
all  agreed  where  the  head  is  engaged 
in  occipito-posterior  cases,  or  where 
we  can  engage  it,  to  catch  the  head 
with  forceps  is  the  operation  of  elec- 
tion, but  the  majority  of  occipito- 
posteriors  have  a  disturbed  posture, 
the  head  frequently  remains  unen- 
gaged, and  in  these  cases  his  personal 
results  had  been  very  much  better 
with  version  than  attempting  a  long, 
tedious  forceps,  axis  traction,  or  other- 
wise. 

Dr.  W.  P.  Pool  said  that  the  ques- 
tion of  sepsis,  which  is  of  greater 
primary  interest  to  the  obstetrician 
than  almost  any  other,  presents  itself 
in  a  number  of  different  forms.  One 
of  these  that  Dr.  Barry  had  mentioned 
had  been  of  considerable  interest  to 
him,  i.  e.}  post  partum  thrombo- 
phlebitis in  the  pelvic  or  crural  veins, 
a  comparatively  rare  but  most  annoy- 
ing complication,  and  one  that  some- 
times seems  so  far  dissociated  from 
the  septic  state  that  some  observers 
have  ascribed  to  it  other  causes.  In  a 
recent  article  by  Morley  of  Ann  Arbor 
which  recapitulates  the  views  of  other 
writers  upon  this  disease,  which  not 
only  complicates  the  puerperal  state, 
but  also  may  occur  after  pelvic  and 
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abdominal  operations,  the  conclusion 
reached  was  that  the  cause  of  phlebitis 
is  unknown.  The  cases  observed  by 
the  speaker  have  presented  in  their 
onset  the  typical  picture  of  a  septic 
seizure — chill,  rise  of  temperature, 
pain  and  local  evidences  of  inflamma- 
tion in  the  groin  on  the  affected  side, 
followed  by  swelling  of  the  limb. 
Such  symptoms  can  scarcely  be  pro- 
duced by  mere  mechanical  obstruc- 
tion in  the  veinous  circulation,  and  he 
believed  that  the  thrombus  must  have 
been  septic  in  its  origin.  Such  cases 
often  present  no  untoward  symptoms 
during  the  first  ten  or  fifteen  days  of 
the  puerperium,  and  whether  the  in- 
fection finds  its  way  at  this  late  time 
from  some  hitherto  dormant  focus  in 
the  parturient  canal,  or  whether  it 
w  as  previously  latent  in  the  blood,  it 
is  difficult  to  determine.  Such  a 
course  may  lend  support  to  the  latter 
theory. 

The  opsonic  vaccine  had  been  used 
a  number  of  times  at  the  Long  Island 
College  Hospital  with  average  good 
results.  He  recalled  two  cases — one 
a  young  woman  who  had  been  in- 
fected through  a  small  cut  on  her 
hand.  At  the  time  of  admission  she 
was  comatose,  and  showed  every 
symptom  of  profound  toxaemia,  and 
rapidly  approaching  death.  Exami- 
nation of  the  blood  showed  strepto- 
coccus, and  a  vaccine  prepared  from 
the  blood  was  injected.  Within  forty- 
eight  hours  there  was  a  decided  re- 
action. The  temperature  was  reduced, 
sensibility  returned,  and  the  heart  ac- 
tion improved.  Convalescence  dated 
from  that  time.  A  second  dose  was 
used  and  recovery  was  finally  com- 
plete. Tn  all  human  probability  the 
vaccine  saved  this  patient's  life.  An- 
other case  is  still  in  the  hospital.  A 
young  woman  who  had  attempted 
abortion  upon  herself  in  early  preg- 
nancy. The  uterus  was  slightly  en- 
larged, a  mild  endometritis  was  pres- 
ent, and  there  was  some  induration  in 
the  right  side.  She  had  general  septic 
symptoms,  fever,  rapid  heart,  etc. 
The  day  after  her  admission  she  de- 
veloped a  violent  mania  which  contin- 
ued and  increased  during  the  follow- 
ing three  or   four  days.     The  local 


condition  did  not  seem  to  give  a  clear 
indication  for  operation,  but  a  blood 
examination  disclosed  general  staphy- 
lococcic infection.  The  vaccine  was 
employed  and  the  patient's  mental 
condition  immediately  began  to  im- 
prove, though  there  was  no  decided 
reaction  in  the  other  symptoms.  One 
week  later  a  second  injection  was 
made,  since  which  time  there  has  been 
gradual  recovery.  She  is  now  en- 
tirely rational,  the  temperature  has 
fallen  to  normal,  and  she  is  well  on  the 
way  to  complete  convalescence.  There 
is  still  induration  in  the  pelvis,  but  the 
general  sepsis  is  done  away  with. 

The  treatment  of  eclampsia  is  al- 
ways a  vexed  question  to  the  obstetri- 
cian, and  must  depend  largely  upon 
the  requirements  of  the  case  in  hand. 
The  speaker  reported  in  this  connec- 
tion a  Csesarean  section  for  eclampsia 
that  he  had  recently  done  on  a  patient 
who  had  been  brought  into  the  hos- 
pital hastily  at  night.  She  had  been 
in  convulsions  most  of  the  day,  al- 
though a  competent  physician  had 
applied  the  best  remedies  at  his  com- 
mand. Her  condition  was  most 
serious — deep  coma,  varied  at  inter- 
vals of  a  few  minutes  by  conscious- 
ness— heart  very  weak  and  rapid — 
practically  complete  suppression  of 
urine.  Examination  showed  that  the 
cervix  was  entirely  undilated,  long 
and  hard  (she  was  a  primapara),  and 
it  appeared  that  anything  short  of  a 
radical  operation  would  be  useless.  He 
did  the  suprapubic  Cesarean  opera- 
tion, and  a  still  born  child  was  de- 
livered. The  convulsions  ceased,  the 
kidneys  began  to  functionate,  and  the 
patient  made  a  successful  though 
tedious  recovery.  This  operation  must 
hold  a  very  narrow  field  in  eclampsia. 
Dr.  Pool  said,  as  it  does  in  some  other 
obstetric  conditions,  but  be  believed 
that  Cesarean  section,  either  vaginal 
or  suprapubic,  may  occasionally  be  of 
great  value  in  the  treatment. 

In  the  treatment  of  occipito-pos- 
teriors  he  agreed  with  Dr.  Polak. 
Earlier  he  had  used  forceps  for  the 
rotation  of  such  positions  when  the 
head  was  lodged  above  the  brim,  but 
had  abandoned  that  operation  because 
of   the   almost   inevitable    injury  in- 
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flicted  upon  the  cervix  and  vaginal 
walls.  In  cases  where  the  head  per- 
sistently remains  occopito-posterior, 
and  persistently  refuses  to  engage  in 
spite  of  postural  measures  and  manual 
means  of  rotation  and  engagement,  he 
believed  that  the  better  procedure  is  to 
secure  complete  dilation  of  the  cervix, 
by  means  of  the  water  bag,  if  neces- 
sary. Not  only  dilation  but  absolute 
relaxation  of  the  cervical  ring — then 
version,  if  the  condition  of  the  uterus 
permits. 

Dr.  O.  Paul  Humpstone  said  that 
he  had  the  pleasure  of  discussing  a 
paper  the  doctor  read  at  Mineola,  and 
at  that  time  Dr.  Barry  condemned  very 
strongly  "the  elaborate  trunks"  that 
some  obstetricians  take  with  them, 
and  the  gallery  was  certainly  with  the 
doctor  that  day.  The  speaker  said 
that  he  would  very  much  like  to  hear 
from  the  doctor  what  he  carries  in  his 
obstetrical  bag  when  he  goes  to  these 
cases. 

With  regard  to  the  management  of 
occipital  posterior  presentations,  in 
hospital  and  consulting  practice  most 
cases  are  seen  too  late  for  version. 
After  the  cervix  is  dilated,  forceps 
should  be  applied  and  the  head  pulled 
down  into  the  hollow  of  the  sacrum 
and  on  the  pelvic  floor;  almost  every 
case  can  be  rotated  in  this  way.  While 
more  children,  possibly,  may  be  lost 
this  way  than  with  version,  it  is  the 
safest  and  easiest  method  to  employ. 

Dr.  A.  A.  Hussey  stated  that  Dr. 
Baldwin  raised  the  question  as  to 
whether  the  elaborate  technic  of  the 
teachers  can  be  carried  out  in  practice. 
He  did  not  see  any  reason  why  it  could 
not.  Dr.  Humpstone  had  referred  to 
the  trunk  of  the  obstetrician.  That 
trunk  need  not  be  very  heavy  and  yet 
carry  all  the  stuff  necessary  to  an  ab- 
solutely aspetic  delivery.  He  thought 
the  first  requisite  to  an  aseptic  deliv- 
ery was  to  keep  the  hand  out  of  the 
vagina,  and  to  that  end  to  determine 
the  course  of  labor  by  abdominal  pal- 
pation, as  far  as  possible.  The  busy 
practitioner  wants  to  know  how  much 
dilation  of  the  cervix  there  is,  that  he 
may  judge  the  stage  of  labor.  (If  he 
wants  to  place  the  patient's  interest 


secondary  to  his  own  time,  that  is  a 
matter  between  him  and  his  con- 
science.) The  abdominal  palpation 
tells  you  everything  practically,  except 
the  degree  of  dilation  of  the  cervix. 
By  careful  observation  for  a  few  min- 
utes, watching  the  frequency  and 
character  of  the  pains  and  the  way  the 
patient  bears  them,  he  thought  one 
could  arrive  at  a  fair  conclusion.  He 
may  make  mistakes  and  get  there  too 
late.  And  he  may  do  that  any  way. 
Better  for  the  patient  to  have  the  baby 
lying  in  the  bed  before  the  doctor  ar- 
rives than  to  have  too  many  vaginal 
examinations  before  delivery. 

The  physician  should  carry  sterile 
rubber  gloves  and  use  them  if  he  has 
to  do  any  work  after  delivery. 

As  to  when  to  repair  trauma  re- 
ceived during  delivery,  he  did  not 
believe  it  best  to  repair  the  cervix  im- 
mediately after  delivery  or  to  examine 
to  see  if  the  cervix  is  torn.  Patients 
do  better,  so  far  as  sepsis  goes,  if  the 
cervix  and  perineum  are  repaired 
forty-eight  hours  after  delivery.  The 
results  from  the  point  of  view  of  nor- 
mal union  are  quite  as  good. 

As  to  the  question  of  forceps  versus 
version  in  occipito  -  posteriors,  he 
wanted  to  place  himself  in  favor  of 
forceps.  Version  in  the  hands  of  a 
skillful  man  may  be  a  comparatively 
simple  operation  in  selected  cases,  but 
taken  as  a  general  rule  he  regarded  it 
as  a  dangerous  procedure.  Unless  you 
have  a  roomy  pelvis,  a  perfectly  para- 
lyzed cervix  and  a  relaxed  vagina,  the 
dangers  to  the  child  are  as  great  if 
not  greater  than  in  the  forceps  opera- 
tion. The  head  can  frequently  be 
turned  into  an  occipito-anterior  by  the 
hand  in  the  vagina.  If  flexion  is  se- 
cured and  if  there  is  no  cephalo-pelvic 
disproportion,  the  head  can  always  be 
pulled  down  into  the  hollow  of  the 
sacrum  and  then  turned  on  the  floor 
of  the  perineum.  When  disproportion 
exists  both  forceps  and  version  are 
dangerous  and  the  Cesarean  operation 
is  indicated. 

Dr.  J.  H.  Barry  said  that  with  re- 
spect to  the  question  of  technic,  his 
technic,  he  hoped,  has  been  sane,  and 
it    certainly    has    been    simple.  He 
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thought  it  had  been  pretty  well  cov- 
ered by  Dr.  Polak  in  that  it  has  been 
an  attempt  at  absolute  cleanliness  and 
does  not  go  into  the  matter  of  chem- 
ical disinfection  much.  He  main- 
tained constantly  a  good  concentrated 
solution  of  creolin  at  hand,  and  he 
never  reentered  the  vagina  with  his 
hand,  unless  he  first  redipped  it  in  the 
creolin  solution. 

There  was  one  point  in  respect  to 
the  prevention  of  sepsis  which  would 
occur  to  the  general  practitioner,  and 
which  did  not  apply  in  respect  to  the 
specialist,  and  that  was  his  engage- 
ment with  vicious,  phlegmonous  cases 
such  as  erysipelas,  an  abscess  of  the 
breast  case  or  such  like.  Yesterday  he 
went  considerably  out  of  his  way  to 
see  a  post-partum  case  prior  to  seeing 
an  abscess  of  the  breast  case  rather 
than  take  the  more  convenient  reverse 
order.  One  can  see  his  post-partum 
cases  early  in  the  day,  even  if  it  is  an 
expense  or  loss  of  time,  and  in  that 
respect  he  will  be  less  likely  to  carry 
some  grievous  infection  to  a  case  of 
child  bed. 

The  superintending  of  the  nurse,  as 
Dr.  Carroll  Chase  had  alluded  to,  is  a 
very  important  matter.  He  made  the 
point  in  a  previous  paper  that  a  care- 
less, indifferent,  slovenly,  unclean 
nurse  can  compromise  the  most  pains- 
taking effort  on  the  part  of  the  physi- 
cian, let  him  be  as  cleanly  as  he  will. 


As  to  the  power  of  Nature  referred 
to  by  Dr.  W.  B.  Chase,  he  thought  we 
all  agreed  that  it  would  appear  often- 
times that  when  we  are  overscrupu- 
lously  careful,  we  might  seem  to  at- 
tain to  a  less  favorable  result  than 
where  we  were  not  so  well  primed,  or 
where  the  conditions  did  not  offer 
such  a  chance,  as  in  the  homes  of  the 
careless  or  dirty  as  against  the  better 
type  of  surroundings. 

His  cases  of  infection  had  occurred 
where  they  were  least  suspected. 
There  had  been  no  detritus  found  in 
one  case  and  the  labor  had  been  easy. 
In  that  case  of  septic  infection  he  made 
an  exploration  of  the  uterus  with  the 
finger  on  the  twelfth  day  and  found 
the  uterus  absolutely  clean,  and  he  was 
thoroughly  assured  there  was  no  nidus 
of  infection  as  resulting  from  retained 
placenta. 

In  the  matter  of  the  drainage  of  the 
uterus  referred  to  by  Dr.  Polak,  it 
might  be  remembered  that  he  only 
quoted  Gallant's  method  or  technic, 
and  that  perhaps  only  to  criticize  in 
the  sense  of  taking  issue  with  him  on 
the  matter  of  the  soaked  gauze.  He 
well  remembered  Dr.  Polak  himself 
in  a  discussion  on  the  same  subject, 
when  he  maintained  that  the  tempera- 
ture comes  down  when  the  gauze 
comes  out  of  the  uterus  and  stays  up 
when  it  is  there. 
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THE  statement  is  made,  and  at- 
tributed to  Guy's  Hospital  Re- 
ports, that  93  per  cent,  of  all 
persons  dying  at  the  age  of  forty-five 
or  over  present  at  autopsy  some  evi- 
dence of  kidney  lesion.  This  has 
been  fully  confirmed  in  this  coun- 
try and  furnishes  us  abundant  rea- 
son for  the  study  of  the  etiology  of 
nephritis  in  any  manner  or  at  any 
time  possible.  If,  to  the  death  rate 
from  nephritis  itself,  there  are  added 
the  deaths  which,  although  immedi- 
ately due  to  some  intercurrent  infec- 
tion, are  made  possible  by  limited  kid- 
ney capacity,  the  necessity  of  watch- 
ing closely  this  excretory  organ  be- 
comes apparent. 

In  connecting  enterogenic  intoxi- 
cations with  nephritis,  the  difficulty 
is  to  give  a  broad  view  and  still  keep 
the  subject  within  time  limits.  There 
is  so  much  detail  referable  to 
bacteriology,  chemistry  and  metabol- 
ism that  any  presentation  must  be 
disjointed  and  incomplete,  and  it 
must  be  acknowledged  at  the  out- 
set that  the  branch  of  medicine  on 
which  we  would  rely  for  the  final 
proof — viz.,  experimental  medicine — 
has  failed  to  supply  the  evidence 
which  many  require  for  conviction. 
In  Osier's  recently  published  Sys- 
tem of  Medicine  you  will  find  an  ar- 
ticle on  gastro-intestinal  auto-intoxi- 

•Address  delivered  before  the  Queens-Nassau 
Society  at  Long  Island  City,  December  7,  1907. 


cations  by  Taylor,  in  which  the  ex- 
treme of  pessimistic  nihilism  is  ex- 
pressed regarding  the  whole  subject. 
This  article  was  commented  upon  by 
many  medical  journals  as  a  sample 
of  "safe  and  sane"  deduction.  Per- 
haps the  feeling  which  it  voices, 
and  for  which  many  echoes  were 
found,  is  but  a  healthy  reaction 
against  too  many  unproven  guesses. 
On  the  other  hand,  we  are  confronted 
by  this  fact  that  careful  clinical  ob- 
servation, properly  guarded,  is  very 
dependable  evidence,  von  Noorden 
tells  us  that  on  several  occasions  he 
has  been  forced  to  opinions  based 
on  clinical  findings  which  seemed 
diametrically  opposed  to  the  evi- 
dence furnished  by  experimental 
medicine;  he  adds  that  he  never  re- 
gretted his  choice.  So  that  in  con- 
sidering enterogenic  intoxications  as 
a  possible  cause  of  nephritis  we  are 
in  this  position :  that  the  experi- 
mental evidence  is  meagre  or  nega- 
tive and  that  whatever  light  is  thrown 
on  this  subject  at  present  must  be 
gathered  to  a  large  extent  from 
clinical  medicine.  I  am  sure  that 
those  of  you  who  have  followed 
the  indican  reaction  in  the  urine 
in  its  relation  to  diseases  of  the 
kidney  will  have  reached  the  same 
conclusions  which  I  have,  viz.,  that 
under  some  conditions  it  may  be  a 
sole  cause  of  nephritis,  and  under 
others  a  contributory  cause. 
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This  first  chart  (Fig.  I)  was  pre- 
sented last  year  in  a  modified  form 
for  the  purpose  of  showing  graphi- 
cally what  is  meant,  from  a  chemical 
point  of  view,  by  normal  digestion 
and  bacterial  digestion  in  the  intes- 
tinal tract.  It  must  be  borne  in  mind 
that  this  condition  has  little  in  com- 
mon with  constipation,  particularly 
that  form  of  constipation  dependent 
upon  rectal  hypertonus ;  in  fact,  peo- 
ple suffering  from  constipation  due 
to  rectal  hypertonus  usually  show  few 
signs  of  proteid  putrefaction  in  the 
bowel,  and  this  putrefaction  exists 
much  more  frequently  among  those 
who  have  a  daily  evacuation.  The 
chart,  as  you  see  it,  is  more  or  less 
self-explanatory;  it  gives  some  of 
the  end-products  of  proteid  putrefac- 
tion among  what  are  known  as  the 
secondary  and  final  dissociation  prod- 
ucts. To  these  are  added  on  the 
chart,  for  purposes  of  reference,  the 
synthetic  products,  the  ptomaines  and 
the  bacterial  cellular  toxines.  I  have 
also  included  the  leucomaines,  sepa- 
rating the  word  by  a  question  mark, 
to  indicate  the  fact  that  they  are 
products  of  bacterial  activity  only  to 
a  small  degree,  and  that  they  should 
be  considered  as  products  of  mal-met- 
abolism.  They  are  placed  here  because 
the  suggestion  has  been  made  that 
they  are  released  from  the  cells  of  the 
body  at  the  instigation  or  because  of 
absorption  of  substances  elaborated 
during  proteid  putrefaction  in  the 
bowel ;  so  far  as  I  know,  there  is  not 
the  slightest  ground  for  this  belief 
except  that  the  two  conditions — pro- 
teid putrefaction  and  uric  acid  dia- 
thesis, for  instance — are  often  co- 
existent. 

Taylor  makes  the  broad  assertion 
that  none  of  these  secondary  and  final 
dissociation  products  are  toxic,  and 
says,  furthermore,  that  no  substance 
has  been  discovered  which,  intro- 
duced into  the  system  in  quantities 
which  might  arise  as  the  result  of 
enterogenie  intoxication,  has  been 
proven  to  be  toxic.  Perhaps  he  is 
right  and  perhaps  also  enterogenie 
intoxication  is  also  a  pathologic  proc- 
ess.    There   may   be   substances  of 


which  we  have  no  knowledge.  May 
we  not  with  profit  spend  a  time  in  fol- 
lowing out  to  a  degree  the  pharmacol- 
ogy of  some  of  these  putrefactive 
products  ?  Take,  for  instance,  the  fat- 
ty acids,  which  are  formed  in  relative- 
ly large  amounts  both  in  proteid  pu- 
trefaction and  carbohydrate  fermen- 
tation. They  are  oxidized  partly  in 
the  body,  that  is,  metabolized  to  sim- 
ple end-products,  and  in  the  process 
evolve  heat,  sparing  carbohydrate.* 
That  they  do  spare  carbohydrate  is  no 
argument  that  they  do  not  cause  trou- 
ble ;  if  they  are  absorbed  as  unsatu- 
rated acids  and  are  not  normal  prod- 
ucts of  digestion  (the  lower  fatty 
acids  are  not),  their  metabolism  must 
be  a  strain  on  oxidative  capacity 
which  in  time  will  show  itself.  More- 
over, they  do  rob  the  organism  of  al- 
kali, which  is  a  very  serious  proposi- 
tion and  for  the  proper  consideration 
of  which  there  is  not  now  time.  They 
also  tend  to  make  the  urine  hyperacid, 
which  as  you  know  is  not  conducive 
to  the  well-being  of  the  kidney  epi- 
thelium. Some  years  ago  a  French  ob- 
server claimed  to  have  produced 
cirrhosis  of  the  liver  by  injection  of 
these  substances. 

If  we  pass  over  to  the  aromatic 
compounds,  Herter  has  shown  that 
indol  itself  is  toxic  both  on  animals 
and  human  beings ;  his  conclusions 
have  been  contested,  and  it  was  dem- 
onstrated that  in  order  to  get  toxic 
effects  in  animals  it  was  necessary  to 
inject  as  much  as  one  centigram  per 
kilo  of  body  weight,  an  amount  which 
is  far  in  excess  of  what  is  ever  elabo- 
rated in  the  intestine.  The  same  objec- 
tion is  raised  against  other  substances 
in  this  list.  Ammonium  butyrate  has 
been  found  to  be  one  of  the  hemolytic 
substances  of  pernicious  anemia.  Of 
the  ptomaines  few  are  toxic,  and  those 
which  are  toxic,  have  been  found  in 
the  intestine  only  in  acute  obstruc- 
tions. We  are  in  real  ignorance  as  to 
the  possibility  of  bacterial  cellular 
toxines  from  the  intestines  reaching 
the  general  body  cell;  histologically 

"Particularly  the  higher  inetnhers  of  the  fatty 
series.  The  lower  member!  are  oxidized  to  a  less 
extent  and  appear  in  the  urine. 


NEPHRITIS  AND  INTESTINAL  PUTREFACTION 


S7 


many  bacteria  appear  in  intestinal 
contents  which  have  lost  their  cyto- 
plasm, leaving-  only  the  cell  wall.  The 
fate  of  this  intercellular  substance 
is  unknown.  Vaughn  has  found  toxic 
matter  in  the  bacillus  coli,  but  the 
anaerobes,  which  are  the  real  organ- 
isms of  putrefaction,  have  not  been 
investigated,  and  the  damage  which 
might  accrue  from  their  cellular  tox- 
ines  is  unknown.  With  Shiga's  ba- 
cillus the  toxic  effects  are  too  well 
known,  but  here  we  have  the  activity 
of  the  micro-organism  confined  to  the 
contents  of  the  intestine  only  in  the 
initial  stage  of  the  disease. 

It  does  not  seem  fair  to  the  subject, 
however,  to  consider  it  from  this 
viewpoint  alone,  but  we  should  take 
into  consideration  the  effects  which 
these  substances  might  have  on  meta- 
bolic processes  if  their  absorption  con- 
tinues over  a  long  space  of  time.  This 
is  a  view  which  experimental  medicine 
has  failed  to  investigate.  For  the  pur- 
pose of  illustrating  what  is  meant,  I 
have  devised  this  simple  figure  (Fig. 
II).  The  line  A  B  will  represent  the 
intensity  of  intoxication,  both  as  re- 
gards quantity  and  quality;  the  line 
C  D,  the  oxidizing  capacity  of  the  or- 
ganism and  also  the  detoxicizing  ca- 
pacity of  the  liver  and  possibly  other 
cells;  and  the  line  E  F  the  eliminative 
capacity.  You  will  notice  that  this 
last  line  is  twice  as  long  as  either  of 
the  other  two,  which  indicates,  as  we 
know,  that  the  capacity  of  the  organ- 
ism to  rid  itself  of  waste  material  is 
twice  or  three  -  times  whatever  it  is 
called  upon  to  do ;  in  other  words, 
there  is  a  "factor  of  safety"  of  three 
perhaps.  There  is  a  like  " factor  of 
safety"  as  regards  oxidative  capacity. 
Now  there  may  be  a  low  grade  of  in- 
toxication for  a  long  time  without 
symptoms,  but  it  will  have  its  effect 
on  both  the  oxidizing  capacity  and  the 
capacity  for  elimination.  The  same 
may  be  said  of  the  use  of  alcohol ;  a 
man  may  use  it  in  moderation  for 
some  years  without  having  subjective 
symptoms,  but  eventually  some  organ 
will  be  affected  and  he  will  seek  a  doc- 
tor. So  we  can  say  that  as  the  line 
A  B  tends  to  increase,  time  elapsing, 


the  lines  C  D  and  E  F  will  tend  to 
decrease,  and  the  relation  will  soon 
appear  where  the  organism  has  reach- 
ed its  limit  of  endurance  and  the  vic- 
tim will  look  for  aid.  Eventually  those 
functions  which  are  represented  by  the 
lines  C  D  and  E  F  will  become  so  dam- 
aged as  to  be  permanently  disabled. 
I  believe  that  it  is  in  these  two  places, 
oxidation  and  elimination,  where  the 
true  significance  of  the  toxic  capacity 
of  the  secondary  and  final  end- 
products  of  proteid  disintegration  will 
be  found. 

According  to  the  title  of  this  paper, 
we  are  especially  interested  to-day  in 
the  eliminative  function  and  the  effect 
these  substances  may  have  on  the 
principle  organs  of  elimination — the 
kidneys.  In  order  to  correlate  these 
facts  it  will  be  necessary  to  review 
for  a  moment  the  effect  which  foreign 
substances  have  upon  the  renal  paren- 
chyma. You  are  aware  that  several 
drugs,  and  especially  minerals,  have 
a  selective  action  on  certain  portions 
of  the  kidney  tissue ;  for  instance,  bi- 
chloride of  mercury,  if  injected  in 
small  doses,  soon  cause  changes  in  the 
epithelium  of  the  tubules;  and  if  the 
injections  are  larger,  the  whole  kid- 
ney will  give  evidence  of  disturbance. 
Bichromate  of  potash  is  a  favorite 
substance  for  producing  experimental 
kidney  lesions.  Then  there  are  cer- 
tain organic  substances  which  also 
have  selective  action  on  the  kidneys, 
such  as  the  toxine  of  diphtheria, 
which  produces  an  acute  nonsuppu- 
rative interstitial  nephritis.  (Coun- 
cilman.) It  is  not  necessary  to  con- 
sider this  phase  of  the  subject  further. 
You  will  find  a  digest  of  the  litera- 
ture on  experimental  nephritis  in  a  re- 
cent article  by  Ophiils,*  together  with 
some  reports  of  his  own  work.  From 
a  careful  reading  of  this  subject  I 
have  been  led  to  formulate  the  fol- 
lowing general  principles : 

(1)  To  some  extent,  the  character 
of  the  kidney  lesion  depends  on  the 
character  of  the  toxin  which  pro- 
duces it. 

(2)  To  a  greater  extent,  however, 

*Ophuls,  Journal  of  Atner.  Med.  Assn.,  1907,  p. 
483. 
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the  character  of  the  lesion  depends  on 
the  amount  of  toxine  to  which  it  is 
exposed  and  the  length  of  time  over 
which  the  process  extends. 

In  other  words,  an  irritation  so 
small  as  to  do  no  more  damage  than 
prolonged  physiological  overwork 
will,  if  continued  long  enough,  pro- 
duce interstitial  change ;  on  the  other 
hand,  acute  irritation  will,  in  general, 
be  confined  largely  to  the  parenchy- 
ma. It  is  easy  to  conceive  how.  with 
a  variety  of  factors  at  work  and  with 
a  varying  intensity,  a  kidney  may 
take  on  various  changes  and  show  va- 
rious grades  of  interstitial  or  paren- 
chymatous change  in  response  to  the 
irritants  which  cause  them.  This 
view  is  supported  by  clinical  ex- 
perience. The  nephritis  of  lead  pois- 
oning is  that  of  interstitial  change; 
the  changes  secondary  to  the  acidosis 
of  diabetes  are  both  parenchymatous 
and  interstitial ;  a  gouty  kidney  is  a 
kidney  of  interstitial  change  where 
the  irritation  has  been  of  long  dura- 
tion. On  the  other  hand,  the  irrita- 
tion of  drugs,  which  of  course  are 
comparable  to  acute  processes  as  we 
ordinarily  use  medicines,  such  as  that 
resulting  from  the  use  of  cantharides, 
are  parenchymatous. 

What  effect,  then,  will  enterogenic 
poisons  have  on  the  kidney?  There 
has  been  little  experimental  work 
done  along  this  line.  Croften  has 
shown  that  the  xanthin  bases  produce 
kidney  lesions,  these  bases  existing 
performed  in  the  proteid  molecule 
and  being  released  during  proteid 
putrefaction.  But  we  also  have  to 
think  of  the  tri-methvl-xanthin  (caf- 
feine) of  coffee,  which  nearly  every- 
body uses,  and  possibly  the  over-use 
of  coffee  may  be  a  factor ;  the  lower 
fatty  acids  tend  to  make  the  urine 
hyper-acid,  and  as  clinicians  we  all 
know  that  that  condition  is  capable  of 
producing  marked  irritation  ;  of  the 
combined  ethereal  sulphates  we  have 
no  information,  but  we  do  know 
that  sulphates  as  a  class  are  excret- 
ed by  the  kidney  quite  as  easily  as 
urea. 

We  may  not.  therefore,  be  able  to 
demonstrate  experimentally  that  any 


of  these  poisons  are  toxic  to  the  kid- 
ney of  themselves,  particularly  when 
the  amount  which  is  formed  during 
proteid  putrefaction  in  the  intestine 
is  taken  into  consideration.  But,  clin- 
ically, I  hope  to  present  some  patients 
and  protocols  which  will  support  my 
contention. 

Case  I.  Acute  degenerative  nephritis  in 
children.  (Patient  presented.)  T.  W., 
now  aged  9.  First  presented  for  treatment 
February  24,  1905.  Complaints :  nervous- 
ness, sleeplessness  and  bronchitis.  Practi- 
cally under  no  restrictions  as  to  eating  and 
consequently  was  a  large  consumer  of 
meat.  Heart  presented  typical  bruit  de 
gallop.    Slight  puffiness  under  eyelids. 

Urine  of  February  24. 
Reaction — Hyperacid. 
Sp.  Grav. — 1.028. 

Albumen — Twenty-five  per  cent,  by  bulk. 
Sugar — Negative. 

Uric  acid — Excessive  by  Heller's  test. 

Indican — Enormous  excess. 

Casts — Many  hyaline,  finely-granular,  and 
epithelial,  occasional  coarsely-granular, 
and  blood-cast. 

Occasional  isolated  blood  cell,  and  occa- 
sional leucocyte. 

Occasional  uric  acid  crystal. 

Urine  of  March  3. 
Reaction — Acid. 
Sp.  Grav. — 1.015. 
Albumen— Negative. 
Sugar — Negative. 
Indican — Trace. 

Casts — Occasional  finely-granular  and  hya- 
line. 

Treatment. — Napthaline  as  an  intestinal 
antiseptic;  plenty  of  water  to  drink;  meat 
food  stopped ;  rectal  lavage. 

Notwithstanding  my  warnings,  the  boy 
was  allowed  to  relapse  into  his  old  habits 
and  he  came  again  with  practically  the 
same  symptoms,  November  24,  1906. 

Urine  of  November  24,  1906. 
Reaction — Acid. 
Sp.  Grav. — 1.028. 

Albumen — Twenty-five  per  cent,  by  bulk. 
S  aga  r — N  egative. 
Indican — Great  excess. 

Casts — Occasional  large  and  small  hyaline 
and  finely-granular  and  epithcliated  ;  also 
epithelial.  Rarely  a  coarsely-granular, 
and  very  fine  fatty. 

Occasional  leucocyte. 

Urine  of  November  27,  1906. 
Reaction — Acid. 
Sp.  Grav. — I.00O. 
Albumen — Trace  ( Esbach ) . 
Smia  r — Negative. 
Indican — Normal. 

Casts — Occasional  large  and  small  hyaline, 
and  a   few  faintly  line  fatty. 
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Treatment. — On  this  occasion,  the  boy 
was  regarded  as  a  subject  for  pardonable 
experiment  as  it  was  desired  to  test  the 
efficacy  of  the  intestinal  antiseptic.  For 
this  reason,  his  diet  was  not  curtailed ;  he 
was  simply  given  a  laxative  two  nights  in 
succession,  and  a  capsule  coated  with  melt- 
ed salol,  containing  two  minims  of  creo- 
sote, with  instructions  to  take  one  every 
two  hours. 

Whether  a  sub-acute  parenchyma- 
tous nephritis  in  an  adult  can  be 
caused  solely  by  an  enterogenic  in- 
toxication I  am  unable  to  say.  I  have 
on  record  several  cases  where  it  ap- 
parently was  a  strong  factor,  but  it 
is  excedingly  difficult,  if  not  impossi- 
ble, to  exclude  other  causes.  For  in- 
stance, in  protocol  Xo.  2,  which  fol- 
lows : 

Case  II.  Ida  J.,  a  serving  maid.  26 
years  of  age.  Swedish  nationality.  Xo  his- 
tory of  previous  acute  infection ;  has  been 
troubled  for  a  good  many  years  with  "ma- 
laria,"' but  there  was  no  history  of  typical 
chills,  fever  and  sweating.  She  complained 
of  symptoms  referable  to  a  simple  anemia. 
The  diagnosis  of  strong  parenchymatous 
irritation  grafted  on  a  chronic  diffuse  ne- 
phritis seems  warranted  by  the  symptoms 
and  urinary  examination. 

Urine  of  November  7,  1906. 

Reaction — Acid. 
Sp.  Grav. — 1.014. 

Albumen — Fifteen  per  cent,  by  bulk. 

Sugar — Negative. 

Indican — Enormous  excess. 

Casts — Numerous  large  and  small  hyaline 
and  rinely-granular ;  occasionally  epithe- 
lial,   coarsely-granular   and  fatty. 

Numerous  isolated  leucocytes. 

Urine  of  November  17,  1907. 

Reaction — Acid. 
Sp   Grav. — 1.009. 

Albumen — Trace  (Heller  and  Esbach). 
Sugar — Negative. 
Indican — Excessive  but  decreased. 
Casts — Large  and  small  hyaline,  fine  and 
coarsely-granular,  epithelial  and  mixed. 

Treatment. — Bed;  water;  and  rectal  ir- 
rigations, t.  i.  d.  Non-nitrogen  diet.  A 
pill  cosisting  of  acid-oleate  of  sodium, 
zitlC  sulpho-carbolate  and  bismuth  sub- 
salicylate, t.  i.  d.,  and  iron. 

Her  immediate  symptoms  relieved,  she 
married  quite  hastily  and  i<S  months  later 
died  of  eclampsia. 

It  is,  of  course,  a  question  in  this 
case  whether  simply  stopping  proteid 
food  did  not  accomplish  the  decrease 
in  albumen  secretion.    This  decrease 


was  noted  the  second  day  after  treat- 
ment was  instituted,  but  in  cases  sim- 
ilar to  this,  decrease  in  albumen  as  the 
indican  reaction  recedes  is  not  always 
noted.  Occasionally,  however,  the 
results  are  exceedingly  gratifying, 
both  as  regards  the  improvement  in 
urinary  picture  and  almost  always  as 
regards  the  subjective  symptoms. 

The  two  following  cases  concern 
contracting  kidney.  It  seems  that 
the  evidence  warrants  us  in  saying 
that  there  are  few  cases  of  this  vari- 
ety of  nephritis  in  which  proteid 
putrefaction  in  the  intestine  does  not 
have  a  hand  in  its  institution  and  in 
its  maintenance. 

Case  III.  H.  W.,  set.  12.  Presented 
lTmself  on  September  1,  1906.  with  a  boil. 
Three  years  prior  an  attack  of  scarlet  fever 
and  parenchymatous  nephritis,  which  was 
followed  in  the  next  few  months  by  an  at- 
tack of  measles  and  later  by  chicken-pox. 
His  diet  had  never  been  limited  and  his 
parents  stated  that  he  was  never  restricted 
in  the  matter  of  eating  meat,  and  that  he 
usually  ate  it  in  considerable  quantity.  The 
diagnosis  of  interstitial  change  (so  rare  in 
a  subject  of  this  age)  was  based  on  the 
urinary  examination ;  hypertrophied  left 
heart  without  valvular  lesion,  and  a  sys- 
tolic arterial  pressure  of  135  mm. 

Urine   of  September   12,  1906. 

Reaction — Acid. 

Sp.  Gravity — 1.006. 

Albumen — Trace  (Esbach) . 

Sugar — Negative. 

Indican — Enormous  excess. 

Casts — Occasional  small  hyaline,  fine  gran- 
ular, epitheliated  and  large  hyaline  and 
many  fine  fatty. 

Total  quantity  2200CC.   (24  hours). 

Urine  of  September  18,  1906. 

Practically  no  change  in  urinary  examina- 
tion, except  a  slight  decrease  in  the  in- 
dican. There  was,  however,  a  drop  in 
the  systolic  pressure  of  10  mm.* 

Treatment  was  directed  entirel) 
toward  the  intestinal  condition.  The 
elements  at  work  in  this  case  to  pro- 
duce the  interstitial  change  are  obvi- 
ous; unquestionably  the  initial  paren- 
chymatous irritation  Following  the 
scarlet  Fever  started  it.  and  it  was 
maintained  by  the  two  infectious  dis- 
eases following;  to  produce  the  con- 

#Vld«i  Houghton,  Aitttrican  Mtdicint,  Vol.  x, 
p.  608,  1905. 
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tracting  kidney,  however,  the  irrita- 
tion must  necessarily  have  continued 
longer,  and  I  believe  that  the  condi- 
tion represented  by  the  indicanuria 
was  responsible.  If  this  boy  could 
have  had  his  intestinal  condition  con- 
trolled after  the  attacks  of  infectious 
diseases,  the  contracting  kidney  would 
never  have  occurred. 

Case  IV.  (Patient  presented  to 
the  Society).  This  case  has  been  un- 
der observation  now  for  four  years, 
and  it  is  only  within  the  last  year 
that  he  has  given  evidence  of  con- 
tracting kidney.  As  it  is  believed 
that  intestinal  putrefaction  is  the  sole 
cause  of  the  condition  (other  cases 
under  observation  having  been  com- 
plicated by  other  factors),  it  will  be 
presented  in  more  than  ordinary  de- 
tail. 

Frederick  S.,  now  aged  42.  First  came 
to  consult  regarding  an  attack  of  bilious- 
ness in  August,  1903.  The  records  show 
no  previous  history  of  moment,  except  that 
he  did  some  athletic  work  in  college  and 
his  habits  of  eating  were  not  properly 
balanced.  As  to  the  use  of  alcohol,  per- 
haps once  a  month  with  friends,  he  in- 
dulged, but  not  to  great  excess.  He  always 
has  been  a  ''liberal  feeder,"  but  the  only 
illness  of  which  he  could  complain  was  an 
occasional  attack  of  biliousness  and  head- 
ache. Calomel  usually  relieved  the  symp- 
toms. The  urine  at  this  time  (August, 
1903)  : 

Amount  in  24  hours — i6oocc. 

Reaction — Acid. 

Albumen — Negative. 

Sugar — Negative. 

Indican — Excessive. 

Casts — A  few  small  hyaline. 

Occasional  leucocyte. 

During  the  following  two  years,  the 
urinary  condition  did  not  change.  I  ex- 
amined his  urine  several  times,  but  even 
when  he  was  feeling  well,  the  indican  was 
always  excessive.  In  1906  (October),  there 
first  was  noted  albumen  in  the  urine.  The 
blood  pressure  at  this  time  was  130mm. 

Reaction — Acid. 

Albumen — Trace  ( Esbach ) . 

Sugar — Negative. 

Indican — Excessive.      Ehrlich's  aldehyde 

(skatol) — excessive. 
Casts — Many  small  and  large  hyaline  casts. 

On  May  6,  1907,  he  complained  of  not 
feeling  well,  cough,  etc.  The  systolic  arte- 
rial pressure  was  140mm.  The  urine  as 
follows : 


Reaction — Acid. 
Albumen — Trace. 
Sugar — Negative. 

Indican — Excessive.     Ehrlich's    aldehyde — 

excessive. 

Casts — Numerous  small  hyaline,  occa- 
sional epithelial,  and  a  few  fine  fatty. 

Some  calcium  oxalate  and  uric  acid  crys- 
tals* 

During  the  following  two  weeks  he  passed 
through  a  terrific  pneumonia,  in  which  the 
toxemic  symptoms  predominated,  and  dur- 
ing which  evidence  of  parenchymatous  irri- 
tation appeared.    He  recovered.    On  July 
19,  1907,  the  systolic  arterial  pressure  was 
140mm.  and  the  urine  appeared  as  follows  : 
Reaction — Acid. 
Sp.  Grav. — 1.020. 
Albumen — Trace  (Esbach). 
Sugar — Negative. 
Indican — Excessive. 

Casts — Numerous  large  and  small  hyaline, 
finely-granular  and  epithelial,  occasional 
coarsely-granular  and  many  fine  fatty. 
Urates  in  excess. 

During  the  period  that  this  case 
has  been  under  observation  many 
partial  urinary  examinations  have 
been  made,  and  they  always  indicat- 
ed excessive  proteid  putrefaction  in 
the  bowel.  The  reason  for  the  per- 
sistence of  the  indican  reaction  in  this 
case  is  that  the  patient  could  never  be 
prevailed  upon  to  limit  his  intake  of 
meat.  If  the  persistence  of  the  indican 
reaction  and  the  gradual  change  in  the 
kidney  as  indicated  by  the  urine  and 
the  blood  pressure  is  but  a  coinci- 
dence and  does  not  stand  in  the  rela- 
tion of  cause  and  effect,  it  is  most 
remarkable.  It  is  possible,  of  course, 
that  physiological  overwork  by  the 
kidney  may  have  something  to  do 
with  the  change,  but  I  think  we  can 
eliminate  sub-oxidative  processes  for 
the  reasons  given. 

Perhaps  these  few  cases  do  not 
convince  of  the  relation  which  I  be- 
lieve exists  between  proteid  putrefac- 
tion in  the  bowel  and  nephritis.  It 
is  not  claimed  that  it  is  a  sole  cause 
except  in  a  few  isolated  instances. 
That  it  is  usually  a  factor  of  impor- 
tance and  which,  to  a  certain  extent, 
may  be  controlled,  is  the  claim,  and 
one  which  I  believe  future  clinical 
experience  and  experimental  medi- 
cine will  substantiate. 

*This  was  the  only  occasion  on  which  evidence 
of  suboxidation  was  noted.  As  he  had  a  high 
muscular  and  general  cellular  tone,  this  may  be 
excluded  as  a  cause. 
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Figure  II. 
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This  figure  is  designed  to  illustrate  the 
relationship  between  the  intensity  of  in- 
toxication, oxidative  and  eliminative  ca- 
pacity. 

Line  A  B  will  represent  the  intensity 
of  intoxication,  as  regards  both  quantity 
and  quality  of  the  toxic  substances. 

Line  C  D  will  represent  the  oxidative 
capacity. 

Line  E  F  will  represent  the  eliminative 
capacity. 

There   is   reason  to  believe  that  some 
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of  the  minor  glands  of  the  organism 
which  have  internal  secretions  play  an  ac- 
tive part  as  direct  antagonists  to  entero- 
genic  toxines.  This  is  illustrated  by  the 
square  above  and  to  the  right.  It  will  be 
seen  that  the  symptoms  will  tend  to  ap- 
pear as  the  intoxication  reaches  the  limit 
of  oxidation  (or  detoxicazation)  and  excre- 
tion. At  some  point  (o),  as  the  line  A  B 
increases  in  length,  fever  will  appear.  This 
is  especially  true  in  children,  but  often  oc- 
curs in  adults. 
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i  4  \  V  7  E  have  no  drugs  that  can 
\y  directly  benefit  an  inflamed 
kidney,"  states  Senator  in 
his  excellent  treatise  on  Bright's  dis- 
ease;  the  treatment  of  nephritis  has, 
therefore,  to  be  directed  mainly 
through  dietetic  and  hygienic  meas- 
ures. A  special  diet  for  nephritics 
was  adopted  many  years  ago,  and  the 
menu  was  chiefly  composed  of  milk 
and  its  derivatives.  Xot  only  in  cases 
of  acute  nephritis  were  we  in  the 
habit  of  ordering  an  absolute  milk 
diet,  but  also  in  chronic  cases  of 
Bright's  the  patients  were  invariably 
subjected,  even  for  a  period  of  weeks, 
to  an  exclusive  milk  diet.  We  had  no 
clinical  nor  chemico-pathological 
proofs  that  milk  is  the  ideal  food  for 
nephritics,  and  that  there  existed  a 
reason  for  restriction  or  exclusion  of 
other  food-stuffs  from  the  diet  of 
these  patients.    ( )nly  within  the  past 


few  years,  since  the  communication 
of  Van  Noorden  at  the  Congress  for 
Internal  Medicine,  at  Carlsbad,  in 
1899,  has  there  been  noticed  a  more 
liberal  tendency  in  formulating  the 
diet  lists.  He  experimented  clinically 
with  different  food-stuffs  in  order  to 
study  their  effect  on  the  diseased  kid- 
ney. With  the  aid  of  his  assistants 
and  with  abundant  material  afforded 
him  by  his  clinic  at  Frankfort,  he  had 
many  opportunities  to  set  aside  old 
traditions  by  actual  observation  and 
to  throw  a  new  light  upon  the  ra- 
tional treatment  of  nephritis. 

The  fundamental  principle  of  the 
dietary  was  to  spare  the  diseased  kid- 
ney tissues  and  to  prescribe  only 
such  food-stuffs  the  excretion  of 
whose  metabolic  products  irritate  the 
kidneys  the  least.  The  amounl  of  al- 
bumin excreted  in  the  urine  was 
taken  as  a  basis  for  these  calculations. 
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This  may  hold  good  in  acute  forms, 
where  the  decrease  in  the  amount  of 
albumin  is,  as  a  rule,  parallel  with  the 
amelioration  of  other  clinical  symp- 
toms, but  it  can  hardly  be  applied  in 
chronic  cases  of  cirrhosis  of  the  kid- 
ney because,  in  the  latter,  the  per- 
centage of  albumin  varies,  and  the 
lower  figures  on  the  scale  of  the  albu- 
minometer  do  not  in  themselves  indi- 
cate improvement,  if  the  other  sub- 
jective and  objective  symptoms  do  not 
correspond.  It  may  be  apropos  to 
note  that  it  is  inadvisable  to  acquaint 
the  patient  with  the  percentage  of  al- 
bumin in  his  urine,  for  he  might  thus 
be  induced  to  make  examinations  him- 
self or  have  them  made  by  the  nearby 
pharmacist,  and  would  arrive  at  erro- 
neous and  distressing  conclusions. 

In  selecting  the  diet,  we  must  not 
fail  to  keep  in  view  the  physiological 
fact,  that  the  end-products  of  meta- 
bolism are  mainly  excreted  through 
the  kidneys,  some  with  ease  and  oth- 
ers with  difficulty  ;  therefore,  when  the 
excretory  powers  of  the  inflamed  kid- 
ney are  diminished,  only  such  food- 
stuffs should  be  prescribed  whose  ulti- 
mate end-products  are  easily  eliminat- 
ed. On  the  other  hand,  it  must  not  be 
forgotten  that  products  eliminated 
with  difficulty  act  as  irritants  to  the 
diseased  tissues,  and  if  retained  in 
large  quantities  by  the  blood,  may  pro- 
duce a  general  toxemia. 

Single  ingredients  of  the  urine  can 
be  divided  into  two  large  groups,  ac- 
cording to  their  excretion  by  the  kid- 
neys. To  the  first  group  belong  those 
substances  excreted  with  difficulty — 
urea,  creatinin,  pigments,  hippuric 
acid,  phosphates,  inorganic  sulphates, 
water.  The  second  group  comprises 
those  substances  excreted  with  ease — 
uric  acid,  Xanthin  bases,  aromatic 
substances,  ammonia,  amide  acids, 
chlorides,  water.  Water,  it  will  be 
seen,  is  classed  in  both  groups,  and  this 
apparent  anomaly  will  be  considered 
later.  To  be  in  position  to  formulate 
a  rational  protective  diet,  one  must 
determine  the  mother-substance  of 
each  ingredient,  in  order  to  avoid 
those  food-stuffs  whose  ultimate  end- 
products  irritate  the  kidney. 


Creatinin  is  easily  avoided  by  the 
exclusion  of  substances  containing 
creatin;  such  as  bouillon,  beef-broths, 
meat  extracts,  and  the  like.  Eggs  and 
milk  contain  only  traces,  and  creatin 
is  totally  absent  from  vegetables. 

The  urinary  pigments  are  derived 
mainly  from  haemoglobin.  The  meta- 
bolism of  the  blood  pigments  cannot 
be  influenced  by  diet,  but  the  ingestion 
of  haemoglobin  must  be  avoided,  for 
it  is  absorbed  by  the  blood  and  elimi- 
nated by  the  kidneys.  One  must  also 
exclude  drugs  whose  excretion  colors 
the  urine,  as  sulphonal  and  trional. 

Phosphoric  Acid  is  present  in  large 
quantities  in  meats,  yolk  of  eggs,  milk, 
and  many  vegetables.  Milk  contains 
phosphoric  acid  in  such  proportion 
that  the  increase  of  phosphates  in  the 
urine  of  patients  kept  exclusively  on 
a  milk  diet  amounts  to  three  to  four 
grams  daily.  The  excretion  of  such 
quantities  of  phosphates  overtaxes 
the  diseased  tissues  and  is  a  convinc- 
ing proof  that  an  exclusive  milk  diet 
is  not  as  harmless  as  has  been  gener- 
ally believed.  To  partially  neutralize 
the  injurious  action  of  the  milk  one 
may  add  calcium  carbonate  which, 
combining  with  the  phosphoric  acid, 
forms  an  insoluble  phosphate  of  cal- 
cium, excreted  mainly  through  the 
bowels.  This  chemical  reaction  may 
explain  the  popularity  of  the  Wildun- 
gen  Springs,  whose  waters  are  rich  in 
lime  salts.  Again,  the  addition  of 
lime  water  makes  milk  more  easily  di- 
gested. 

Hippuric  Acid  is  formed  in  the  kid- 
ney itself  by  the  union  of  benzoic  acid 
and  glycocoll.  In  acute  nephritis,  this 
chemical  union  takes  place  with  diffi- 
culty and  is  often  altogether  lacking. 
The  benzoic  acid  passes  through  the 
kidney  unchanged,  and  the  glycocoll 
is  eliminated  as  urea.  Although  there 
is  no  evidence  that  the  benzoic  acid 
acts  as  an  irritant  to  the  kidney,  it 
is  advisable  to  omit  those  articles 
of  food  that  contain  very  large  quan- 
tities of  this  acid,  such,  namely,  as 
green  vegetables,  kernel-bearing  fruits 
and  cranberries.  On  the  other  hand, 
other  fruits,  as  pears  and  apples,  rasp- 
berries and  grapes,  contain  only  traces 
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of  this  acid,  and  there  is  no  chemical 
reason  for  their  rejection,  not  alone 
because  they  represent  a  very  palata- 
ble accessory  to  the  meager  diet  of  the 
nephritic,  but  because  fruit  syrups 
contain  a  large  amount  of  sugar  which 
in  itself  has  a  nutritive  value. 

The  subject  of  the  excretion  of  al- 
cohol by  the  kidneys  has  not  yet  been 
settled,  but  it  is  generally  agreed  that 
alcohol  is  toxic  for  the  kidneys  and 
ought  to  be  entirely  withdrawn  from 
the  diet.  Still,  under  certain  circum- 
stances, one  cannot  deny  the  therapeu- 
tic value  of  alcohol  even  in  acute  cases, 
when  the  symptoms  of  cardiac  failure 
are  present ;  it  serves  also  as  a  good 
appetizer  and  digestive  when  anorexia 
and  nausea  prevent  adequate  feeding 
of  the  patients.  An  apparent  thera- 
peutic paradox  has  been  practised  by 
many,  namely,  while  strictly  forbid- 
ding the  use  of  alcohol,  they  have  en- 
couraged the  liberal  use  of  kumyss  or 
kefir.  It  is  usually  overlooked  that 
the  latter  contains  about  2  per  cent, 
of  alcohol,  and  if  it  is  taken  in  large 
quantities,  the  patient  consumes  about 
40  to  60  grams  of  alcohol  daily,  an 
amount  contained  in  three  ounces  of 
cognac,  or  in  a  quart  of  Rhine  wine. 

Acetic  and  Citric  Acids. — The  ex- 
clusion of  vinegar  from  the  diet  of 
nephritics  is  founded  on  an  old  preju- 
dice. As  one  cannot  find  traces  of 
vinegar  in  the  urine,  and  as  there  is 
no  clinical  evidence  that  dishes  pre- 
pared with  vinegar  do  any  harm  to 
the  kidney,  such  a  restriction  has  no 
rational  basis,  and,  in  general,  the 
dietary  rules  ought  to  be  more  liberal, 
because  such  rigid  regulations  tend  in 
themselves  to  make  their  execution  by 
the  patient  more  trying.  The  sug- 
gestion to  substitute  lemon,  or  citric 
acid,  for  vinegar  is  not  a  wise  one, 
not  only  because  lemon  is  not  readily 
acceptable  by  the  patient,  but  also  be- 
cause the  citric  acid  is  not  completely 
oxidized  in  the  blood,  and  thus  irri- 
tates the  kidneys  which  are  compelled 
to  excrete  it. 

Uric  Acid  and  Alloxuric  Bases  have 
been  formerly  allotted  to  the  group  of 
substances  that  are  excreted  with  dif- 
ficulty, but   later  investigations  have 


shown  that  they  are  easily  excreted  by 
the  kidneys,  nevertheless,  since  they 
are  toxic  substances,  and  may  possibly 
accumulate  in  the  blood,  one  must  for- 
bid the  use  of  such  food-stuffs  as  favor 
the  formation  of  alloxuric  bases; 
namely,  certain  kinds  of  meats,  thy- 
mus gland,  liver,  spleen,  kidney  and 
concentrated  meat  broths. 

The  inflamed  kidney  offers  most 
resistance  to  the  elimination  of  urea 
and  sulphates.  Both  are  severe  irri- 
tants to  the  parenchyma.  It  is  uni- 
versally recognized  that  urea  is  a 
powerful  diuretic,  yet  the  prolonged 
retention  of  urea  in  the  blood  leads  to 
general  toxic  symptoms.  In  order  to 
lessen  the  production  of  urea  and  pre- 
vent its  accumulation  in  the  body, 
from  the  view-point  of  a  protective 
therapy,  it  is  necessary  to  limit  as  far 
as  possible  the  ingestion  of  proteids, 
for  urea  is  the  end-product  of  albumi- 
nous metabolism. 

Physiological  experiments  have 
shown  that  a  strong,  healthy  individual 
can,  for  a  short  time  at  least,  and  with- 
out prejudice  to  his  body,  tolerate  a 
daily  reduction  of  proteid  to  60  grams, 
provided  that  the  missing  50  grams 
be  replaced  by  an  amount  of  carbo- 
hydrates or  fat,  yielding  an  equivalent 
number  of  calories.  This  physiologi- 
cal finding  can  be  applied  to  great 
advantage  in  the  treatment  of  acute 
nephritis.  When  the  nephritic  con- 
sumes from  two  to  three  liters  of  milk 
daily,  as  is  often  prescribed,  he  thus 
acquires  from  no  to  120  grams  of 
proteid.  Out  of  this  amount,  there 
are  formed  30  to  35  grams  of  urea 
which  must  be  discharged  through  the 
kidneys,  a  task  which  the  diseased 
parenchyma  cannot  with  ease  perform. 
This  leads  not  only  to  an  undesired 
irritation  of  the  kidneys,  but  also  to 
the  injurious  retention  of  urea  in  the 
blood.  These  facts  furnish  a  convinc- 
ing proof  that  milk,  even  in  cases  of 
acute  kidney  inflammation,  when  taken 
in  large  quantities,  is  by  no  means  an 
ideal  nutrient,  but  may  rather  become 
a  dangerous  one.  In  accordance  with 
this  principle,  von  Noorden  modified 
the  milk  diet  of  the  acute  nephritic  so 
as  to  give  the  patient  but  three  pints 
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of  milk  together  with  three-quarters 
of  a  pint  of  cream  daily.  This  mixture 
contains  about  55  grams  of  proteid, 
70  grams  of  milk  sugar,  and  170 
grams  of  fat — which  are  equivalent  to 
2,100  calories — and  contains  only  half 
as  much  proteid  as  three  quarts  of 
milk.  In  producing  2,100  calories,  it 
suffices  to  sustain  the  strength  of  the 
patient.  In  rare  instances,  as  in  the 
case  of  large  and  strong  individuals, 
accustomed  to  an  abundant  dietary,  it 
is  necessary  to  amplify  the  bill  of  fare ; 
in  such  cases,  one  may  with  safety 
cover  the  deficit  by  the  addition  of 
gruels  and  puddings,  sugar  and  fruit- 
syrups.  These  foods  have  but  traces 
of  proteid,  and  do  not  task  the  kidney. 

In  acute  cases  of  nephritis  the  renal 
epithelium  offers  considerable  resist- 
ance to  the  passage  of  water.  Thus 
gives  rise  to  oliguria,  hydremia  and 
edema  of  the  tissues.  As  a  matter  of 
routine,  physicians  have  been  in  the 
habit  of  prescribing  large  quantities 
of  milk  and  alkaline  mineral  waters, 
relying  upon  the  time-worn  belief  in 
the  diuretic  action  of  water,  assuming 
that  it  stimulates  the  kidney  to  greater 
activity,  and  facilitates  the  excretion 
of  waste  products.  This  old  regime 
is,  however,  in  evident  conflict  with 
the  principles  of  protective  therapy, 
because  while  the  excretory  powers  of 
the  kidney  are  impeded,  the  ordering 
of  large  quantities  of  fluids  can  only 
cause  material  injury  to  the  patient. 
In  spite  of  the  excessive  intake  of 
water,  the  amount  of  urine  does  not 
increase,  while  the  edema  becomes  still 
larger,  the  hydremia  worse,  a  greater 
burden  is  thrown  upon  the  heart,  and 
the  blood  pressure  is  unduly  increased. 
Under  such  conditions,  one  should 
rather  restrict  the  amount  of  nourish- 
ment and  fluids  to  a  minimum,  until 
an  equilibrium  has  been  established. 
The  improvement  of  the  patient  is 
more  rapid  when  food  is  totally  with- 
held for  a  day  or  two,  and  the  patient's 
thirst  is  quenched  only  by  small  pieces 
of  ice.  Forced  nourishing  of  the  pa- 
tient occasions  unnecessary  vomiting. 
Of  course,  such  a  hunger-cure  cannot 
be  continued  any  length  of  time,  but 
it  is  only  intended  as  a  brief  measure, 


because  the  acute  symptoms  are  of  but 
short  duration.  In  combating  the 
edema  and  hydremia,  it  is  necessary  to 
proceed  energetically  and  without 
delay,  and  one  of  the  most  effective 
measures  for  this  purpose  is  artificial 
diaphoresis.  It  has  been  assumed  that 
a  profuse  perspiration  causes  the  ex- 
cretion not  only  of  considerable  water, 
but  also  of  the  toxic  metabolites,  but 
this  view  is  not  now  shared  by  physio- 
logical chemists,  who  fail  to  detect  an 
increased  cutaneous  elimination  of 
urea  during  diaphoresis.  The  thera- 
peutic value  of  diaphoresis  consists 
merely  in  relieving  the  kidney  from 
excreting  all  the  water ;  and  its  arti- 
ficial production  should  be  instituted 
only  for  the  relief  of  edema,  hydremia, 
and  accompanying  oliguria.  Sweat- 
cures,  which  are  prescribed  when 
diuresis  has  already  set  in,  the  powers 
of  the  kidney  have  improved,  and  the 
edema  has  diminished  while  albumi- 
nuria is  still  present,  lack  a  physio- 
logical raison  d'etre,  and  subject  the 
patient  to  a  very  annoying  procedure. 
Under  these  conditions  it  is  more 
advisable  to  restrict  the  amount  of 
liquid  nourishment  until  a  normal 
equilibrium  has  been  established. 

In  the  chronic  form  of  contracted 
kidney,  the  picture  is  different.  In 
this  condition  water  is  readily  elimi- 
nated by  the  kidney,  and  the  prescrip- 
tion of  greater  quantities  serves  to 
flush  the  tissues  and  to  facilitate  the 
elimination  of  various  end-products 
that  are  excreted  by  the  kidney  with 
difficulty.  And  though  it  .must  be 
admitted  that,  when  diluted  by  water, 
the  above  substances  irritate  the  kid- 
ney less,  yet  we  must  not  forget  that 
too  great  an  amount  of  water  over- 
taxes the  heart  and  occasions  steno- 
cardiac  attacks.  These  attacks,  how- 
ever, promptly  subside  upon  reducing 
the  amount  of  drinking  water.  Von 
Noorden  cites  several  cases  in  which 
the  treatment  consisted  only  of  a  re- 
duction in  the  amount  of  fluid,  and 
demonstrates  that  this  produced  a 
rapid  and  decisive  improvement.  He 
feels  justified  in  saving  the  following: 
"In  many  cases  of  contracted  kidney 
as  well  as  in  cardiac  diseases  a  rational 
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reduction  in  the  amount  of  water  is 
often  a  life-saving  measure."  We 
should  not  wait  until  symptoms  of 
heart  dilatation,  difficulty  in  breathing, 
and  weak  pulse  are  in  evidence,  but 
should  always  keep  in  view  the  prin- 
ciples of  prophylactic  therapy,  and 
accustom  the  nephritic  to  restricted 
drinking  while  his  heart  is  still  strong. 
Even  in  these  chronic  cases,  von 
Noorden  believes  that  three  pints  of 
fluid  a  day  should  fully  answer  the  re- 
quirements of  the  patient.  As  stated 
before,  the  prescribing  of  larger  quan- 
tities of  liquids  was  based  on  the  idea 
of  washing  out  the  excrementitious 
substances. 

Since  the  excretion  of  solid  ingre- 
dients is  not  always  parallel  with  the 
quantity  of  urine,  one  must  always 
be  on  the  alert  to  examine  the  urine 
more  frequently  for  nitrogen.  If  a 
retention  is  discovered  the  patient 
should  be  advised,  for  the  time  being, 
to  drink  more.  As  a  prophylactic 
measure  it  is  desirable  to  advise  the 
patient  to  set  apart  one  day  in  the 
week  as  a  drinking  day,  or  to  take  a 
flushing-out  cure  of  several  days' 
duration  every  two  or  three  months. 
Not  only  the  quantity  of  fluid,  but  also 
the  character  of  the  same  is  of  great 
import.  Alcoholic  drinks  must  be  ab- 
solutely forbidden.  Not  alone  the  kid- 
ney, but  also  the  heart  and  arteries, 
which  are  always  simultaneously  af- 
fected, must  be  guarded,  and  alcohol 
should  be  taken  only  when  prescribed 
by  the  physician  as  medicine.  And  as 
a  drug  it  is  at  times  of  great  thera- 
peutic value.  Von  Noorden  asserts 
that  he  frequently  succeeded  in  pre- 
venting a  night's  attack  of  cardiac 
asthma  by  ordering  half  a  pint  of 
champagne  before  the  patient  retired. 

The  water-restriction  cure  so  warm- 
ly advocated  by  Von  Noorden  and  his 
numerous  following  has  been  recent- 
ly supplemented  by  the  dechloridiza- 
tion  treatment  first  advanced  by  the 
French  School  headed  by  WidaL  The 
fundamental  principles  of  this  recent 
contribution  to  the  therapy  of  nephri- 
tis are:  1st.  In  chronic  nephritis 
there  is  a  retention  of  chlorides,  which 
is  occasionally  the  only  symptom  in- 


dicative of  this  condition.  2d.  As  a 
result  of  this  retention,  water  accu- 
mulates in  the  tissues  in  order  to  main- 
tain the  osmotic  equilibrium  between 
the  tissues  and  the  blood.  3d.  It  has 
been  found  that  the  reduction  of  the 
amount  of  salt  in  the  diet  is  a  potent 
means  of  combating  edema.  4th.  It 
has  also  been  demonstrated  by  certain 
French  investigators  that  chloride  re- 
tention aggravates  in  other  respects 
the  symptomatology  of  nephritis,  par- 
ticularly the  arterial  hypertension. 
Widal  and  Javal  have  shown  that  the 
temporary  employment  of  the  dechlor- 
idization  treatment  is  most  effective 
in  certain  periods  of  the  disease.  It 
may  be  noted  that  the  traditional  good 
effects  of  the  milk  diet  depended  upon 
the  poverty  of  this  substance  in  salt. 
But  it  is  possible  to  employ  a  regime 
containing  even  less  salt  than  milk. 
Widal  finds  that  such  a  diet  may  in- 
clude meat,  bread  baked  without  salt, 
potatoes,  butter,  rice  and  pastries,  pro- 
vided that  no  salt  is  added  in  their 
preparation.  Widal's  practice  is  to 
keep  a  chart  showing  the  daily  fluctua- 
tion in  the  chloride  excretion,  in  order 
to  regulate  the  amount  of  salt  allowed 
in  the  patient's  dietary,  for  it  has  been 
found  that  if  the  patient  is  allowed  as 
much  salt  as  is  excreted  in  his  urine, 
then  this  quantity  of  salt  produces  no 
baneful  results.  In  addition,  Javal  in- 
sists on  the  daily  weighing  of  these 
patients.  Diminution  of  edema  will 
at  once  show  itself  in  decrease  of 
weight,  while  an  increase  of  weight 
in  a  nephritic  may  be  interpreted  as 
the  first  symptom  of  a  beginning  ede- 
ma not  yet  visible.  The  German 
clinicians  who  are  not  prone  to  ac- 
cept offhand  the  conclusions  of  their 
French  colleagues,  have  not  only  con- 
firmed by  laboratory  investigation  the 
validity  of  these  researches,  bu1  have 
also  appropriated  the  salt- free  diet  in 
their  practice.  This  is  certainly  a 
strong  support  of  this  new  therapy. 
My  own  personal  experience  with  the 
salt- free  diet  has  been  limited  to  three 
cases  at  present  under  observation  in 
my  service  at  the  Jewish  Hospital,  and 
the  results  seem  to  be  in  accord  with 
those  claimed  by  others;  namely,  the 
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general  improvement  of  the  patient, 
the  diminution  of  edema,  and  the  loss 
of  weight  all  seem  to  be  parallel  to 
one  another. 

As  regards  coffee,  tea,  and  tobacco, 
it  must  be  stated  that  they  are  not  di- 
rect kidney  poisons,  but  expend  their 
irritation  more  upon  the  heart  and 
vascular  system.  Their  effect  must  be 
studied  in  each  individual  and  the 
amount  allowed  accordingly  regu- 
lated. 

Spices,  as  a  rule,  such  as  pepper, 
paprika,  cloves,  mustard,  garlic  and 
celery,  are  to  be  regarded  as  harmful. 
Asparagus  might  also  be  included,  if 
it  could  be  shown  that  the  extensive 
use  of  this  vegetable  produces  any 
harm. 

Xo  subject  in  the  broad  field  of 
dietetics  has  aroused  such  animated 
controversy  as  that  of  the  question  of 
meat  in  nephritis.  Almost  from  time 
immemorial  it  has  been  the  custom  in 
kidney  disease  to  regard  red  meat  as 
the  forbidden  fruit.  A  complete  revo- 
lution was  wrought  when  the  much- 
quoted  von  Xoorden  entered  the  arena 
and,  backed  by  numerous  investiga- 
tions, hurled  a  vigorous  scientific  pro- 
test against  this  orthodox  view. 
While  we  must  admit  that  spiced 
meats,  meat  extracts  and  broths 
should  be  abstained  from,  there  is  no 
clinical  or  chemical  proof  showing 
that  red  meat  is  more  harmful  than 
white.  This  idea  was  based  on  the  as- 
sumption that  red  meat  is  richer  in 
extractive  substances  than  the  white. 
The  supposition  was,  however,  posi- 
tively set  aside  by  the  work  of  Offer 
and  Rosenquist,  who  established  the 
fact  that  the  amount  of  extractives  is 
not  constant,  and  that  they  are  even  at 
times  present  in  greater  amounts  in 
white  meat,  poultry,  or  game  than  in 
beef.    The  preparation  of  the  meat  is 
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also  an  important  factor,  meat  when 
cooked  showing  less  extractive  sub- 
stance than  when  fried  or  roasted.  On 
the  other  hand,  inasmuch  as  the  ne- 
phritic, at  any  rate,  is  given  a  little 
meat,  it  may  readily  be  seen  that  dif- 
ference of  extractive  substance  is  so 
small  that  it  may  justly  be  disregarded, 
and  that  the  time-worn  custom  of  pro- 
hibiting beef  may  well  be  abandoned. 
It  is  self-evident  that  this  modern  view 
is  of  eminent  import  to  the  chronic 
nephritic  who,  suffering  from  a  pro- 
tracted disease  and  condemned  for 
years  to  the  monotonous  diet  of  white 
meat,  finally  develops  a  complete  ab- 
horrence for  all  meats.  Adding  insult 
to  injury,  some  clinicians,  not  content 
alone  with  denying  the  patient  meats, 
have  also  robbed  his  dietary  of  eggs, 
with  the  result  that  they  have  made 
the  diet  so  poor  in  proteids  that  weak- 
ness and  lassitude  have  been  the  natu- 
ral consequences.  As  regards  the 
quantity  of  meat,  the  nephritic  should 
receive  a  daily  ration  of  100  grams  of 
albumen.  Assuming  that  he  takes  750 
cc.  of  milk  containing  26  grams  of 
albumen,  two  eggs  with  13  grams  of 
albumen,  and  that  20  grams  of  pro- 
teids are  in  other  food,  as  bread,  vege- 
tables, etc.,  there  still  remains  50 
grains  of  proteid  that  he  can  be  al- 
lowed in  the  form  of  meat,  which 
amounts  to  about  half  or  three-quar- 
ters of  a  pound. 

I  have  not  attempted  to  indicate 
more  than  in  brief  outline  the  princi- 
ples underlying  the  modern  dietetics 
of  nephritis,  a  subject  pregnant  with 
the  utmost  significance  not  only  to  the 
progress  of  clinical  medicine,  but  also 
to  the  well-being  and  comfort  of  the 
innumerable  victims  of  one  of  the 
most  chronic  and  hopeless  diseases  of 
our  modern  civilization. 
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THE  PLACE  OF  THE  MEDICAL  SPIRIT  IN  THE 
IDEAL  HOSPITAL.* 


By  LEWIS  STEPHEN  PILCHER,  M.D.,  LL.D., 

BROOKLYN,  N.  Y. 


IN  addressing  myself  to  the  special 
theme  which  has  been  assigned  to 
me,  I  find  myself  drawn  at  once  to 
thinking  of  what,  for  want  of  a  bet- 
ter term,  I  will  call  the  medical  spirit, 
and  the  peculiar  relation  which  it  bears 
to  hospital  work.  Medical  training, 
medical  practice  and  medical  tradi- 
tion all  tend  to  create  in  medical  men 
a  state  of  mind  in  which  the  com- 
mercial side  of  their  calling  is  con- 
tinually minified  and  the  altruistic  and 
scientific  elements  are  magnified.  A 
community  never  looks  in  vain  to  its 
physicians  for  counsel  and  help  in  the 
prevention  of  disease  and  in  the  solu- 
tion of  sanitary  problems  which,  in  the 
ratio  that  the  public  are  benefited, 
have  as  their  immediate  and  direct  re- 
sult a  diminution  of  the  conditions 
upon  which  physicians  apparently  de- 
pend for  their  livelihood.  There  is 
no  other  calling  in  which  the  demands 
for  self-effacement  are  so  continually 
made  upon  its  followers,  and  the  ex- 
perience of  all  ages  and  of  every  land 
is  that  medical  men  have  never  failed 
to  respond  to  such  calls  to  sink  their 
personal  gains  for  the  general  weal. 

Fortunately  this  spirit  by  no  means 
prevents  medical  men  from  being 
good  business  men  and  able  to  wisely 
guide  the  business  element  in  their 
own  work  and  in  the  work  of  public 
institutions  with  which  they  may  be 
connected.  It  is  a  truth  which  can  be 
easily  substantiated  that  during  the 
last  generation,  during  which  time  the 
hospitals  of  the  world  have  assumed 
an  importance  in  the  world's  work 
never  before  occupied  by  them,  those 
institutions  have  attained  the  greatest 
degree  of  efficiency  in  the  discharge 
of  their  functions  as  hospitals,  in 
which  medical  men  have  been  accorded 
special  influence  in  their  administra- 
tion, not  necessarily  to  the  extent  of 
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having  the  entire  executive  control 
vested  in  them,  but  in  a  manner  and 
degree  that  has  secured  to  them  the 
opportunity  to  infuse  into  the  work 
and  development  of  such  institutions 
in  a  marked  degree  their  own  special 
medical  spirit.  For  it  is  peculiarly 
under  such  conditions  that  is  most 
likely  to  be  secured  in  an  hospital 
high  professional  aims,  the  apprecia- 
tion of  the  requirements  of  adequate 
discipline  in  all  departments,  the 
knowledge  of  the  interrelation  and  the 
relative  importance  of  each  depart- 
ment of  the  different  sides  of  the  com- 
plicated world  that  exists  in  an  hos- 
pital, and  such  a  close  and  intelligent 
sympathy  with  each  that  a  harmoni- 
ous and  just  discharge  of  every  obli- 
gation may  always  be  effected. 

The  unquestionable  superiority  of 
the  hospitals  of  Germany  during  the 
last  fifty  years  may  be  traced  directly 
to  the  dominance  in  their  affairs  of 
the  medical  men  who,  as  chiefs  in 
their  several  departments,  have  been 
vested  with  influence  and  power  to 
direct  the  affairs  committed  to  them 
unequaled  in  any  similar  institutions 
in  the  world. 

I  am  earnestly  desirous  not  to  un- 
duly exaggerate  the  important  part 
which  its  medical  men  may  have  upon 
the  character  of  an  hospital,  but  so 
important  is  the  proper  adjustment  of 
this  side  of  an  hospital  organization  to 
every  department  of  it  that,  in  any 
attempt  to  speak  of  an  ideal  hospital, 
it  inevitably  forces  itself  into  the  first 
and  most  conspicuous  place.  That  it 
should  be  appreciated  in  its  full  mag- 
nitude by  lay  members  of  Boards  of 
Hospital  Management  is  very  greatly 
hindered  by  the  readiness  with  which 
such  managers  find  that  they  are  able 
to  obtain  the  cooperation  of  medical 
men  in  hospital  work.  The  difficulty 
is  always  not  so  much  to  obtain  a 
sufficient  number  of  medical  men  to 
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do  the  work  of  an  institution  as  it  is 
to  select  from  the  large  number  of 
eager  applicants  the  restricted  number 
required  for  the  work  of  the  institu- 
tion. The  hospital  manager  is  led  to 
feel  that  the  hospital  connection  which 
he  controls  is  of  such  special  value  to 
its  holder  by  reason  of  the  added  pro- 
fessional prestige,  acquaintance  and 
opportunities  which  it  gives,  that  it  is 
a  full  compensation  for  the  work  that 
the  appointee  does  in  the  institution, 
and  that  whatever  of  consideration 
may  be  shown  him  in  influencing 
administrative  affairs,  or  even  in  the 
choosing  of  his  associates  or  the 
subordinates  upon  whom  the  carry- 
ing out  of  his  own  special  work  in- 
timately depends,  is  of  grace  rather 
than  of  right. 

Perhaps  this  view  is  correct.  Cer- 
tainly it  is  whenever  an  hospital  ap- 
pointment is  held  by  a  man  solely  to 
increase  his  professional  reputation 
and  to  increase  his  professional  gains, 
who  looks  upon  the  hospital  simply 
as  a  field  to  be  worked  for  what  he 
can  personally  get  out  of  it. 

In  the  ideal  hospital,  however,  the 
case  is  far  different,  it  would  be  ab- 
surd for  any  one  to  claim  that  the 
thought  of  added  professional  pres- 
tige and  the  resultant  business  advan- 
tage does  not  enter  largely  into  the 
minds  of  hospital  physicians  and  sur- 
geons; naturally,  they  appreciate  the 
lull  value  of  this  side  of  the  work  and, 
knowing  that  they  receive  much,  they 
are  ready  in  return  to  give  much. 

But  above  and  beyond  this  plane  of 
material  business  give-and-take,  in  the 
relations  between  an  hospital  and  its 
medical  staff,  is  a  higher  and  more 
important  one  into  the  genesis  of 
which  the  special  "medical  spirit"  to 
which  I  have  referred  enters  most 
fully.  The  medical  man  of  lofty  char- 
acter and  lofty  aims  sees  in  the  op- 
portunities afforded  by  an  hospital  by 
its  aggregation  of  patients  and  its 
fullness  and  elaborateness  of  equip- 
ment an  opportunity  of  the  most 
favorable  character  for  applying  his 
knowledge  to  the  relief  of  his  fellow- 
men,  for  testing  continually  advanc- 
ing methods  of  diagnosis  and  treat- 
ment, and  for  the  working  out  of  the 
problems  which  the  obscurity  and  in- 


tricacy and  multiplicity  of  human  ails 
are  continually  pressing  for  solution. 

It  is  with  the  spirit  of  an  en- 
thusiast, a  worker  in  the  great  labo- 
ratory of  human  progress,  that  the 
medical  mind  of  the  character  I  have 
described  approaches  the  possibilities 
of  an  hospital  and  throws  himself  into 
its  work.  Whatever  of  the  spirit  of 
charity  moves  the  most  sensitive  hu- 
man being  in  the  presence  of  human 
need  and  human  woe,  is  equally  felt 
by  such  a  man  as  he  passes  from  bed- 
side to  bedside  through  the  wards  of 
the  hospital  in  which  he  is  permitted 
to  labor ;  but,  more  than  this,  into 
the  work  of  relief  he  infuses  a  part 
of  himself  and,  in  doing  this,  is  often 
actuated  and  sustained  by  a  peculiar 
spirit  of  enthusiasm  which  lifts  him 
entirely  above  the  ordinary  plane  of 
barter  and  trade,  profit  and  loss,  of 
calculating  commercialism;  and  just 
in  the  degree  with  which  medical  men 
bring  to  their  work  this  spirit  do  they 
find  themselves  in  the  company  of  the 
noblest  names  of  their  profession 
throughout  all  the  centuries.  It  is 
this  spirit  which  is  at  the  very  base  of 
all  good  and  noble  and  true  medical 
work,  both  in  the  home  and  in  the 
hospital.  In  the  development  of  the 
ideal  hospital  it  is  most  important 
that  it  be  pervaded  by  such  a  "medi- 
cal spirit."  It  is  the  soul  of  a  hospital, 
its  most  vital  element. 

Is  it  not  true  that  property  may  be 
bought,  that  bricks  and  mortar,  iron 
and  glass  and  marble,  may  be  assem- 
bled in  the  most  perfect  structure, 
that  an  organization  may  be  perfected 
for  supplying  sufficient  income,  that 
the  doors  may  be  opened  and  the  beds 
filled  with  patients,  and  if  there  still 
remain  wanting  the  physician  and  the 
surgeon  of  adequate  skill  to  make  use 
of  all  these  materials  and  to  bring  to 
the  sick  and  the  wounded  the  relief  of 
w  hich  they  stand  in  need,  the  hospital 
is  lacking  in  the  most  important  es- 
sential of  all?  On  the  other  hand, 
neither  a  great  material  equipment, 
nor  a  position  in  the  centre  of  a  great 
population,  nor  historical  traditions, 
nor  the  possession  of  a  great  endow- 
ment, make  a  great  hospital.  The 
truth  in  the  epigram  attributed  to 
I 'resident  Garfield,  that  a  log  in  the 
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woods  with  Dr.  Hopkins  sitting  on 
one  end  of  it  and  a  student  on  the 
other  sufficed  to  constitute  a  great 
university,  is  equally  applicable  to  an 
hospital. 

The  simplest  equipment,  hampered 
it  may  be  by  many  limitations  from 
lack  of  means,  may  afford  an  arena  in 
which  a  master  may  do  the  greatest 
work. 

Possibly,  as  I  have  been  talking, 
there  has  come  into  the  minds  of 
some  present  the  history  of  a  hospital 
in  a  small  town  in  a  northwestern 
state,  whose  fame,  first  local,  then  ex- 
tending far  and  wide  among  medical 
men,  has  now  become  the  general 
property  and  pride  of  every  intelligent 
American.  What  is  the  secret  of  the 
unparalleled  work  which  has  been  ac- 
complished there,  which  promises  to 
continue  indefinitely  ? 

There  has  been  nothing  about  it  of 
ostentation  or  pretense,  nothing 
smacking  of  meretricious  advertising, 
but  steadily  and  regularly  every  morn- 
ing two  surgeons,  brothers,  in  adjoin- 
ing rooms,  address  themselves  to  their 
work,  and  accomplish  for  the  relief 
of  men  the  possibilities  of  modern 
surgery. 

They  are  sagacious,  judicious, 
painstaking,  skillful,  but  in  no  greater 
degree  than  many  other  surgeons  in 
all  parts  of  the  land ;  their  work  is 
bold,  yet  conservative,  and  by  its  suc- 
cess justifies  its  character ;  in  its  qual- 
ity, however,  it  does  not  differ  in  any 
marked  degree  from  that  which  is 
shown  by  many  surgeons  in  many 
places,  but  in  its  quantity  it  has  at- 
tained the  dimensions  which  have  at- 
tracted such  widespread  attention. 
Their  hospital,  founded  and  main- 
tained by  a  charitable  sisterhood,  was 
at  first  small  and  restricted  in  its 
facilities ;  the  growth  which  it  has 
made  has  been  simply  that  required  to 
follow  the  demands  of  the  increasing 
work  brought  to  it  by  its  surgeons, 
until,  in  its  last  Annual  Report,  it 
had  to  record  the  results  in  over  4,000 
patients  treated  during  the  year.  I 
have  had  the  honor  of  the  personal 
friendship  of  these  men  for  many 
years,  and  have  watched  with  interest 
and  gratification  the  phenomenal 
growth  of  their  work.    What  is  its 


secret?  Their  personal  qualities  and 
attainments,  of  course,  may  not  be 
overlooked,  but  while  one  gives  every 
credit  due  them  for  these,  it  does  not 
appear  that  they  are  so  exceptional  as 
to  have  entered  in  any  chief  degree 
into  the  result  under  inquiry.  To  a 
very  marked  degree,  however,  have 
they  displayed  in  their  work  the  special 
medical  spirit  which  I  have  described, 
and  have  been  able  to  make  it  domi- 
nate the  institution  in  which  they 
have  worked ;  here  they  have  been 
able  continuously  to  exercise  their  in- 
fluence as  they  have  done  their  work 
day  after  day  and  year  after  year; 
there  has  been  no  interruption  by  the 
coming  in  of  other  men  or  of  other 
influences.  Continuity  of  work,  con- 
tinuity of  influence,  continuity  of  re- 
sponsibility, with  the  loftiest  ideals 
and  loftiest  aims,  added  to  their  per- 
sonal qualities  and  the  loyal  and  con- 
tinued support  by  the  sisterhood  in 
whose  hospital  they  labor — these  are 
the  elements  which  have  made  known 
the  world  over  the  little  Hospital  of 
Saint  Mary,  in  the  town  of  Rochester, 
Minnesota,  as  the  place  where  the 
Mayos  have  done  their  work. 

In  other  fields  and  in  other  years 
many  similar  records  have  been  made. 
John  Hunter  will  forever  give  lustre 
to  Saint  George's  Hospital,  in  Lon- 
don; Percival  Pott  and  Abernethy 
make  Saint  Bartholomew's  notable; 
Sir  Astley  Cooper  gave  to  Guy's  Hos- 
pital an  abiding  fame ;  the  old  In- 
firmary of  Edinburgh  will  always  be 
associated  with  the  name  of  Syme, 
and  the  world  will  never  forget  that 
in  the  wards  of  the  Glasgow  Infirm- 
ary Lister  first  demonstrated  the  doc- 
trine of  antisepsis.  In  this  country, 
the  Warrens  and  their  successor,  Bige- 
low,  for  fifty  years  made  the  Massa- 
chusetts General  Hospital  the  chief 
hospital  in  New  England,  in  which 
Morton  was  privileged  to  give  to  man- 
kind the  knowledge  of  ether  anes- 
thesia ;  and  more  recently  the  hoarded 
millions  of  Johns  Hopkins  have  been 
made  to  contribute  to  the  welfare  of 
mankind  by  the  work  of  Billings  and 
Hurd,  of  Welch  and  Osier  and  Hal- 
sted  and  Kelly  and  of  those  whom 
they  have  trained  and  brought  around 
them. 
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I  may  not  continue  further  on  this 
line  of  thought;  I  trust  that  I  have 
made  clear  my  feeling  that  the  most 
essential  requisite  of  all  for  the 
making  of  an  ideal  hospital  is  that  its 
medical  staff  should  be  dominated  by 
a  lofty  medical  spirit,  and  that  the 
spirit  should  be  permitted  to  have  its 
legitimate  influence  and  place  in  the 
councils  of  the  hospital. 

No  exhortation  nor  emphasis  is 
needed  from  me  on  this  theme  to  my 
colleagues  who  listen  to  me ;  possibly, 
however,  others  may  not  have  had 
their  attention  called  to  it  in  an  equal 
degree,  and  its  discussion  may  not  be 
considered  untimely  nor  unprofitable. 


I  know  how  impossible  it  is  ever  full) 
to  realize  an  ideal ;  there  are  always 
limitations  and  modifications  which 
circumstances  impose  upon  the  prac- 
tical working  out  of  any  plan,  how- 
ever good  in  itself  it  may  be,  still  it  is 
always  well  to  have  an  ideal  to  work 
towards,  and  as  a  part  of  the  ideal 
hospital  which  it  is  the  aim  and  de- 
sire of  these  hospital  managers  to 
create,  I  would  hold  up  as  its  most 
important  element,  the  "medical 
spirit."  It  is  a  priceless  possession, 
which  may  be  stimulated  and  encour- 
aged, or  repressed  and  destroyed,  ac- 
cording to  the  attitude  towards  the 
medical  staff  which  the  directorate 
may  assume. 


CLINICAL  STUDY  OF  A  CASE  OF  SARCOMA  OF  THE 

MEDIASTINUM.* 

By  J.  RONSHEIM,  M.D., 

Interne  Jewish  Hospital, 
BROOKLYN,  N.  Y. 


THE  patient,  D.  G.,  age  46,  male, 
married,  a  native  of  Russia,  and 
laundry  keeper   by  occupation, 
was  admitted  to  the  Jewish  Hospital 
August  24,  1907.   His  family  and  pre- 
vious histories  are  negative. 

Present  illness  began  about  nine 
months  prior  to  admission ;  patient 
had  an  attack  of  what  he  terms 
"grippe" ;  following  this  he  experi- 
enced sticking  pains  in  the  right  chest 
at  about  the  level  of  the  nipple  in  the 
mid-axillary  line.  Had  sore  throat 
and  a  slight  cough  which  gradually 
increased ;  it  was  at  first  unproductive 
but  was  soon  accompanied  by  a 
slightly  tenacious  mucoid  sputum. 
There  was  no  fever.  Shortness  of 
breath  quite  marked.  Appetite  poor, 
no  nausea  or  vomiting;  bowels  reg- 
ular. For  a  few  weeks  prior  to  ad- 
mission patient  noticed  that  the  left 
side  of  the  neck  was  swollen;  this 
Swelling  he  states  almost  completely 
disappears  when  he  is  in  erect  posture 

•Road  before  the  Clinical  Society  of  the  Je  w- 
ish Hospital,  October   tX,  i9°7- 


for  any  length  of  time.  Patient  states 
that  he  is  very  uncomfortable  when 
lying  on  his  right  side  or  back  and 
cannot  sleep  in  this  position  owing  to 
constant  coughing. 

On  admission  the  patient  was  quite 
dyspneic  and  coughing  continually,  at 
the  same  time  bringing  up  a  somewhat 
tenacious,  bloody  sputum.  His  gen- 
eral appearance  was  that  of  a  well 
developed  and  well  nourished  man ; 
face  and  upper  extremities  somewhat 
cyanotic.  T.  P.  R.  normal ;  eyes,  pu- 
pils were  equal  and  reacted  normally ; 
tongue,  coated  with  a  yellow  fur; 
pharynx,  congested ;  neck,  short  and 
thick  ;  on  left  side  a  soft  swelling,  not 
sharply  defined,  pits  on  pressure,  no 
fluctuation,  no  local  temperature, 
overlying  skin  neither  inflamed  nor 
adherent.  Chest,  somewhat  barrel- 
shaped  :  respiratory  excursion  more 
marked  on  left  side.  A  line  of  con- 
gested venules  along  the  line  of  dia- 
phragmatic attachment  on  left  side 
anteriorly. 

Heart:  —  Apex  beat  not  visible  but 
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felt  in  fifth  left  intercostal  space  four 
and  one-quarter  inches  from  mid- 
sternal  line.  Cardiac  dulness  extended 
five  and  one-quarter  inches  to  left  of 
midsternal  line.  Sounds  at  apex  were 
clear;  at  base  the  second  aortic  sound 
was  slightly  accentuated.  No  adven- 
titious sounds. 

Lungs  : — The  respiratory  excursion 
on  the  right  side  was  less  marked 
than  on  the  left  side.  Tactile  fre- 
mitus present  on  both  sides  and  of 
equal  intensity.  On  percussion  anter- 
iorly there  was  an  area  of  dulness  be- 
ginning above  one-half  inch  below  the 
suprasternal  notch  and  blending  below 
with  the  cardiac  and  hepatic  dulness ; 
laterally  it  extended  two  and  three- 
quarter  inches  to  the  right  and  one 
and  three-quarter  inches  to  the  left 
of  the  midsternal  line.  Posteriorly 
there  was  slight  dulness  over  the 
upper  portion  of  the  right  lung. 

On  auscultation  of  the  left  chest 
anteriorly  the  breath  sounds  were 
found  harsh ;  expiratory  sound  pro- 
longed ;  a  few  subcrepitant  rales  at 
base ;  vocal  resonance  normal.  Pos- 
teriorly the  same  signs  were  obtained. 

On  auscultation  of  the  right  chest 
anteriorly  the  breath  sounds  were  faint 
and  distant,  being  a  little  more  marked 
over  the  dull  area.  Vocal  resonance 
was  only  faintly  transmitted,  being  a 
little  more  marked  over  the  dull  area. 
Whispered  voice  was  heard  over  the 
dull  area  only.  Posteriorly  there  was 
distinct  bronchial  breathing  from  apex 
to  spine  of  scapula  and  a  few  subcrepi- 
tant rales  at  the  base. 

There  was  no  pulsation  of  the  chest 
wall ;  no  tracheal  tug ;  no  bruit ;  radial 
pulses  were  synchronous,  but  the  ten- 
sion was  higher  on  the  left  side. 

The  liver  was  enlarged,  the  edge 
being  two  inches  below  the  free  costal 
margin.  Spleen  was  not  enlarged. 
No  masses  or  fluid  in  the  peritoneal 
cavity.  Axillary  glands  of  both  sides 
slightly  enlarged. 

The  urine  on  admission  showed  a 
marked  trace  of  albumin,  otherwise  it 
was  negative.  Blood  count  was  nor- 
mal. Sputum  examination  for  tuber- 
cle bacilli  was  negative. 

August  2%th. — Upper  air  passages 
examined  and  found  normal. 


August  2gth. — Patient  was  fluoro- 
scoped,  and  a  shadow  was  seen  corre- 
sponding to  the  area  of  dulness ;  no 
pulsations  could  be  seen.  An  X-ray 
plate  was  taken  but  proved  negative. 

August  30th. — Tracheoscopy  was 
attempted,  but  proved  unsuccessful 
owing  to  the  gagging  and  dyspnea  of 
the  patient. 

September  jth. — Flatness  over 
lower  portion  of  right  base  posteriorly 
with  very  distant  breathing.  Com- 
plained of  some  difficulty  in  swallow- 
ing solid  food. 

September  10th. — Left  upper  ex- 
tremity edematous,  circumference  at 
middle  of  arm  being  one  inch  greater 
than  that  of  right  arm  at  same  level. 
Entire  left  chest  edematous  also. 

September  nth. — Two  little  masses 
were  noticed  on  inner  side  of  right 
arm ;  under  cocaine  anesthesia  an  in- 
cision was  made  and  these  masses 
were  found  to  be  clots  of  blood. 
Flatness  over  lower  portion  of  right 
base  had  reached  to  within  one-half 
inch  of  angle  of  scapula.  By  the  20th 
of  September  the  entire  right  chest 
was  flat  with  bronchial  breathing  all 
over.  The  breathing  in  the  upper 
part  was  very  loud  and  clear  (con- 
solidation), whereas  below  the  breath- 
ing was  feeble  and  distant  (compres- 
sion by  fluid). 

September  220I. — Right  chest  aspi- 
rated and  one  litre  of  straw-colored 
fluid  was  withdrawn,  which  proved 
to  be  clear  serum. 

October  1st. — Larynx  was  again  ex- 
amined and  the  vocal  cords  found  to 
be  slightly  congested. 

October  Jth. — The  right  pupil  was 
found  to  be  slightly  larger  than  the 
left ;  on  illumination  both  pupils  re- 
acted, but  the  right  more  slowly  than 
the  left,  and  the  contraction  was  fol- 
lowed immediately  by  dilatation  de- 
spite the  continuance  of  the  illumina- 
tion, thus  showing  irritation  of  the 
sympathetic  nerve.  Consensual  re- 
action was  present.  Eye  grounds 
negative.  Also  the  right  ear  was  more 
congested  than  the  left.  One  en- 
larged gland  felt  in  the  right  supra- 
clavicular fossa. 

During  the  six  weeks  at  the  hos- 
pital the  patient  has  had  several  at- 


104 


/.  RONSHEIM 


tacks  of  asphyxia.  He  has  had  no 
pain  whatever.  There  has  been  no 
material  loss  of  weight.  His  expec- 
toration has  been  more  or  less  blood 
stained. 

Several  attempts  were  made  to  get 
an  X-ray  photograph,  but  owing  to 
the  marked  dyspnea  they  have  all 
proved  unsuccessful. 

In  arriving  at  a  diagnosis  in  this 
case  we  must  consider  tumors  of  the 
mediastinum ;  inrlamatory  processes 
of  the  mediastinum ;  aneurism  of  the 
arch  of  the  aorta ;  Hodgkin's  disease 
and  pericarditis  with  effusion. 

In  his  present  condition  the  pos- 
sibility of  pleurisy  with  effusion  and 
endothelioma  of  the  pleura  would  have 
to  be  taken  into  consideration,  but  the 
condition  of  the  patient  on  admission 
was  such  as  to  exclude  these  condi- 
tions. 

Pericarditis  with  effusion  can  be 
eliminated  by  the  absence  of  all  symp- 
toms referrable  to  that  condition. 

Hodgkin's  disease  can  be  eliminated 
by  the  age  of  the  patient  and  by  the 
absence  of  involvement  of  any  other 
chains  of  glands.  Acute  inflammatory 
processes  of  the  mediastinum  can  be 
eliminated  by  the  fact  that  they  most 
usually  follow  the  acute  infectious  dis- 
eases ;  by  the  age  of  the  patient ;  by 
the  extent  of  the  process ;  and  by  the 
absence  of  all  symptoms  and  signs  of 
inflammation. 

Syphilis  can  be  eliminated  by  the 
absence  of  a  specific  history ;  by  the 
absence  of  any  other  specific  lesions ; 
and  by  the  negative  results  from  the 
constant  use  of  potassium  iodid. 

Tuberculosis  of  the  bronchial  lymph 
glands  can  be  eliminated  by  the  age 
of  the  patient ;  by  the  absence  of  tuber- 
cle bacilli  in  the  sputum  ;  and  by  the 
absence  of  any  clinical  manifestations 
of  tuberculosis. 

Aneurism  of  the  arch  of  the  aorta 
can  be  eliminated  by  the  absence  of 
an  expansile  tumor;  by  the  absence  of 
thrill  and  murmurs;  by  the  absence  of 
tracheal  tug:  by  the  absence  of  vocal 
cord  paralysis;  and  by  the  fact  that 
the  radial  pulses  are  synchronous. 

Under  tumors  of  the  mediastinum 
we  mtfSl  consider  Ixith  benign  and 
malignant    tumors.      I'enigh  tumors 


form  only  a  small  portion  of  media- 
stinal new  growths.  The  most  infre- 
quent are  fibromas  and  lipomas, 
bimple  and  echinococcus  cysts  occur 
occasionally,  as  well  as  tumors  of  the 
thyroid  gland  extending  into  the 
thorax ;  in  the  latter  their  connection 
with  the  thyroid  gland  is  the  only  aid 
in  diagnosis. 

Dermoids  are  the  most  frequent  of 
this  subdivision  of  tumors ;  they  occur 
usually  in  the  anterior  mediastinum ; 
the  diagnosis  can  only  be  made  at 
operation  or  if  rupture  into  a  bronchus 
occurs  with  expectoration  of  dermoid 
elements.  They  must  be  considered, 
however,  when  malignant  tumors  and 
aneurism  can  be  eliminated. 

Malignant  tumors  are  by  far  the 
most  common  of  mediastinal  new 
growths.  Under  this  subdivision  we 
must  consider  lymphosarcoma  and 
carcinoma,  of  which  the  former  is 
somewhat  the  more  frequent. 

Lymphosarcomas  usually  take  origin 
in  the  bronchial  glands ;  they  may, 
however,  arise  from  the  thymus  or  its 
remains,  or  even  from  other  tissues  in 
the  chest.  They  usually  occur  in  the 
young,  grow  rapidly,  and  attain  a 
large  size. 

Carcinomas  occur  usually  in  people 
of  advanced  years ;  they  seem  to  origi- 
nate most  often  in  the  walls  of  the 
bronchial  tubes ;  also  from  the  lung, 
thymus,  and  bronchial  glands.  They 
are  usually  small,  circumscribed,  and 
involve  but  few  of  the  lymphatic 
glands.  They  cause  more  destruction 
of  tissue  and  more  obstruction  of  the 
bronchial  tubes  than  do  the  lympho- 
sarcomas, as  they  are  in  the  wall  of 
the  tubes,  whereas,  lymphosarcomas 
press  from  without  and  do  not  invade 
the  wall  of  the  tube  itself.  The  car- 
cinomas often  involve  the  walls  of  the 
larger  arteries  and  cause  fatal  hemor- 
rhage; lymphosarcomas,  on  the  other 
band,  respect  the  arteries,  but  press 
on  the  larger  veins. 

In  this  patient  his  age,  the  appa- 
rently slow  growth  of  the  mass,  the 
blood-stained  sputum,  the  local  edema, 
the  marked  dyspnea,  the  striking  ab- 
sence of  pain,  the  enlargement  of  the 
supraclavicular  gland,  and  the  frequent 
attacks  of  asphyxia,  together  with  the 
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other  points  mentioned  in  the  history, 
seem  to  favor  the  diagnosis  of  malig- 
nant tumor  of  the  mediastinum,  prob- 
ably carcinoma. 

SUBSEQUENT    HISTORY   AND  POST-MOR- 
TEM FINDINGS. 

On  October  16th  the  right  chest  was 
again  aspirated  and  1,000  cc.  of  clear 
serous  fluid  were  withdrawn ;  this  was 
followed  by  an  attack  of  extreme 
dyspnea  and  cyanosis. 

On  October  18th  a  patch  of  bron- 
chial breathing  was  found  over  upper 
portion  of  left  lung  posteriorly. 

On  October  24th  the  patient  had  a 
hemorrhage  from  the  lungs,  about  two 
ounces  of  bright  red  blood  being- 
coughed  up ;  this  was  followed  by  ex- 
treme dyspnea.  The  patient  soon  fell 
into  a  semi-conscious  state  and  repira- 
tions  dropped  to  9  or  10  per  minute; 
this  condition  persisted  until  his  death, 
at  noon  on  October  26th. 

Autopsy,  October  26th,  at  5  P.  M. 
Report  by  Dr.  Blatteis.  Extreme  ede- 
ma of  the  left  upper  extremity  and  left 
side  of  chest;  supraclavicular  and 
axillary  glands  are  not  palpably  en- 
larged. Right  costal  cartilages  slight- 
ly prominent.  The  autopsy  incision 
being  limited  to  five  inches  it  was  im- 
possible to  study  the  relations  in  situ. 
The  left  pleural  cavity  was  completely 
obliterated  by  moderately  fresh  adhe- 
sions. The  right  visceral  pleura  was 
adherent  to  costal  pleura  at  three  sepa- 
rate points  on  the  upper  lobe  forming 
three  compartments,  the  lowermost  of 
which  contained  about  175  cc.  of  clear 
serous  fluid.  The  pericardium  did  not 
contain  any  fluid. 

A  tumor  mass  12  cm.  long,  6  cm. 
broad,  and  6  cm.  in  depth  was  found 
extending  from  the  level  of  the  apices 
of  the  lungs  downward  over  pericar- 
dium to  level  of  auricles.  It  was  ad- 
herent to  pleura  of  left  lung  and 
partly  so  to  pleura  of  right  lung. 
It  was  ovoid  in  form,  slightly  tabu- 
lated, and  light  pinking  in  color.  It 
completely  surrounded  the  lower  6 
cm.  of  the  trachea,  the  latter  show- 
ing some  constriction  at  a  point  about 
2  cm.  above  the  bifurcation.  The 
first  5  cm.  of  the  left  bronchus  were 
partiallv  surrounded  by  the  tumor 
mass ;  the  right  bronchus  was  likewise 


involved  but  to  a  less  extent.  The  mu- 
cous membrane  of  the  right  bronchus 
showed  marked  hypertrophy.  The  lu- 
men of  the  right  bronchus  was  nar- 
rowed, partly  by  pressure  of  the  tumor 
mass  and  partly  by  the  hypertrophied 
mucous  membrane.  The  esophagus 
was  adherent  to  the  posterior  surface 
of  the  tumor  mass. 

The  tumor  was  enclosed  in  a  very 
thin  fibrous  capsule ;  its  consistency 
varied  from  moderately  firm  to  fluc- 
tuation. On  section  there  were  areas 
of  fairly  firm  tissue  substance,  and, 
scattered  throughout,  several  areas  of 
degeneration  containing  a  yellowish- 
white  material  of  the  consistency  of 
pus. 

The  heart  muscle  was  of  good  char- 
acter. The  left  ventricle  was  slightly 
hypertrophied.  The  right  ventricle 
showed  comparatively  a  greater  degree 
of  hypertrophy.  The  mitral  valve 
cusps  showed  some  thick  fibrous 
nodules  along  their  free  edge.  The 
tricuspid  valves  were  slightly  thick- 
ened. The  aortic  and  pulmonary 
valves  were  normal.  The  inner  sur- 
face of  the  parietal  pericardium  and 
the  visceral  pericardium  were  normal. 

The  ascending  arch  of  the  aorta  was 
not  involved  ;  the  transverse  arch  pene- 
trated the  growth ;  the  descending 
arch  was  clear.  The  pulmonary  artery 
was  partly  surrounded  at  its  beginning 
by  the  tumor  mass.  All  the  vessels 
arising  from  the  arch  of  the  aorta  were 
completely  surrounded  by  the  tumor 
mass.  The  superior  vena  cava  was 
not  involved.  The  left  innominate 
vein  was  completely  thrombosed, 
forming  a  thick  fibrous  cord  (one  of 
the  vessels  of  collateral  circulation 
could  be  made  out).  The  right  in- 
nominate vein  was  partially  throm- 
bosed, emptying  into  the  superior  vena 
cava  by  a  lumen  whose  diameter  did 
not  exceed  3  mm. 

Left  Lung. — The  fissures  were  ob- 
literated by  adhesions.  The  pleura 
was  adherent  to  pericardium.  The 
lung  was  considerably  enlarged ;  on 
section  there  was  considerable  an- 
thracosis ;  slight  edema ;  moderate  de- 
gree of  emphysema. 

Right  Lung. — The  fissures  were 
not  obliterated  and  the  pleura  was  not 
adherent  to  the  pericardium.   The  size 
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of  the  lung  was  about  two-thirds  of 
the  normal.  The  three  points  of  ad- 
hesions (mentioned  previously)  were 
due  to  the  infiltration  of  the  growth 
into  the  costal  pleura.  On  section, 
the  lung  was  markedly  anthracotic 
and  showed  marked  increase  of  the 
fibrous  tissue.  All  the  markings  of 
the  lung  were  very  prominent.  The 
inner  border  throughout  its  length 
showed  areas  of  atelectasis.  Through- 
out the  upper  lobe,  extending  from 
the  inner  to  the  outer  surfaces,  were 
several  areas  of  whitish  tissue,  some 
of  which  followed  the  course  of  the 
bronchi.  Considerable  atelectasis 
along  the  posterior  border  also.  The 
middle  and  lower  lobes  showed  no 
involvement. 

The  peribronchial  glands,  especial- 
ly on  the  right  side,  were  markedly 
enlarged,  anthracotic.  and  were  filled 
with  a  soft  yellowish-white  material 
similar  to  the  areas  in  the  tumor  mass 
proper. 

That  part  of  the  sternum  overlying 
the  tumor  mass  showed  a  moderate 
degree  of  erosion. 


Microscopical  Examination. — The 
section  of  the  tumor  mass  proper 
showed  very  little  fibrous  tissue.  Al- 
most the  entire  substance  was  com- 
posed of  small  round  cells.  The  cells 
varied  slightly  in  size,  those  included 
in  the  fibrous  meshes  being  somewhat 
the  larger.  Very  thin  walled  blood 
vessels  were  quite  numerous. 

Section  of  the  right  lung  showed 
marked  fibrosis :  alveoli  contained  nu- 
merous "heart  failure"  cells.  Section 
of  the  area  of  tumor  infiltration 
showed  same  character  of  cells  as  the 
tumor  proper.  Many  of  the  alveoli 
were  completely  obliterated  and  others 
were  collapsed.  The  bronchi  showed 
complete  infiltration  of  all  the  coats, 
the  cartilaginous  plates  alone  being 
free. 

The  innominate  veins  showed  well- 
organized  thrombi  completely  obliter- 
ating the  lumen  of  the  left  and  partly 
obliterating  the  lumen  of  the  right. 

PatJwIogical  Diagnosis  —  Small 
round  cell  sarcoma. 


CLINICAL  STUDY  OF  TWO  CASES  OF  CEREBRO-SP1NAL 

MENINGITIS. 

BY  WILLIAM  LINTZ,  M.D., 

Interne  to  the  Jewish  Hospital. 
EROOKLYN-XEW  YORK. 


Case  I.  M.  C,  admitted  on  August 
12.  1907,  26  years  of  age,  female,  born 
in  Hungary  and  a  cigar-maker  by  oc- 
cupation. 

Previous  History. — With  the  excep- 
tion of  variola  at  the  age  of  three,  is 
negative. 

Present  History. — About  three 
weeks  before  admission  to  this  hos- 
pital the  patient  suffered  from  an  at- 
tack of  acute  articular  rheumatism 
which  involved  nearly  all  the  joints  of 
the  body.  After  this  illness  she  was 
well  for  about  three  day-  when  she 
was  quite  suddenly  seized  w  ith  severe 
pain-  in  the  head  accompanied  by  fe- 
ver. Her  neck  became  somewhat 
rigid  and  painful  On  motion,  and  she 
SOOI1  developed  a  t«>nic  Spasm  of  her 


extremities.  Then  she  seemed  to  lose 
her  speech  at  times,  and  was  taken  to 
the  Jewish  Hospital  on  August  12. 
1907* 

On  admission  the  temperature  was 
103.2  degrees,  pulse  86,  and  respira- 
tion 15. 

Physical  Examination — General  ap- 
pearance.— A  young,  well-nourished 
girl,  tongue  moist  and  coated,  tip  and 
edge-  red..  She  lies  on  her  back,  moan- 
ing aloud,  with  thighs  flexed  on  trunk 
and  legs  flexed  on  thighs  ;  is  apatheitc, 
does  not  talk  nor  answer  questions. 

Skin  Examination. — Over  her  en- 
tire body  may  be  seen  scars  of  variola 
which  she  had  23  years  ago.  The 
w  hole  body  i>  also  markedly  covered 
with  a  rash  which  varies  in  ^ize  from 
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a  pin  head  to  3  and  4  cm.  in  diameter, 
in  color  from  light  red  to  dark  pur- 
ple, is  raised  in  some  places  above  the 
skin,  and  is  irregular  in  outline,  does 
not  disappear  on  pressure,  and  does 
not  itch.    Tache  cerebrale  is  marked. 

Urine  Examination. — Always  shows 
albumin  present  and  on  few  occasions 
granular  and  hyaline  casts  have  been 
found. 

Blood  Examination. — Shows  a  leu- 
cocyte count  which  varies  from  12,000 
to  20,000,  with  polymorphonuclears 
from  80  to  86  per  cent. 

Course  of  Disease. — On  August 
13th  she  developed  exopthalmos  of  the 
right  eye,  and  a  paralysis  of  the  right 
external  rectus  muscle.  This  has  sev- 
eral times  disappeared  but  only  to  re- 
appear. The  eye  grounds  were  exam- 
ined and  at  first  found  negative,  later 
each  optic  disc  seemed  a  little  redder 
in  color  than  normal,  otherwise  the 
eyes  were  negative.  Temperature  and 
pulse  is  extremely  variable  ;  it  is  char- 
acterized by  the  regularity  of  the  ir- 
regularity ;  the  extreme  variations 
being,  for  the  temperature  from  96 
degrees  to  105.3  degrees,  and  for  the 
pulse  65  to  135.  The  respiration  va- 
ries from  20  to  40.  The  patient  com- 
plained at  times  of  severe  pain  in  the 
lower  and  upper  extremities  and  back. 
Chills,  fever  and  sweats  would  follow 
a  sudden  rise  and  drop  in  temperature. 
The  excruciating  periodical  headaches 
have  always  been  the  predominating 
symptom.  Her  mind  has  always  been 
clear,  never  confused ;  speech  slow. 
The  loss  of  flesh  is  very  marked.  The 
entire  course  is  marked  by  remissions 
and  exacerbations. 

The  vomiting,  which  was  only  occa- 
sional at  the  beginning,  has  of  late  be- 
come an  alarming  symptom.  It  is  not 
accompanied  by  nausea,  retching,  nor 
has  it  any  relation  to  the  ingestion  of 
food;  and  as  this  vomiting  is  late  in 
the  disease  and  a  lumbar  puncture 
shows  the  cerebral  spinal  fluid  to  be 
under  low  pressure,  a  diagnosis  has 
been  made  by  Dr.  Browning  of  clos- 
ure of  the  Foramen  of  Magendie,  by  a 
plastic  exhudate  which  obstructs  the 
communication  between  the  fourth 
ventricle  and  the  subarachanoid  space 
and  thus  causing  an  inter-ventricular 
accumulation  of  fluid  under  high  pres- 


sure, which  presses  upon  the  various 
centers  of  the  brain  and  may  prove 
fatal  any  moment.  Trephining  and 
opening  this  Foramen  of  Magendie 
has  been  advised,  but  no  permission 
for  operation  could  be  obtained. 

The  first  two  lumbar  punctures  have 
each  been  negative,  the  last  three  have 
each  been  positive,  the  diplococcus  in- 
tracellularis  meningitidis  being  found 
and  numerous  pus  cells.  On  one  oc- 
casion as  much  as  240  cc.  of  cerebro 
spinal  fluid  has  been  obtained.  The 
normal  being  within  10  cc. 

Difficulty  in  Diagnosis. — Although 
during  the  subsequent  course  of  the 
disease  the  case  assumed  the  charac- 
teristics which  are  now  more  or  less 
typical  of  epidemic  cerebro-spinal 
meningitis,  namely,  the  rigid  neck,  the 
exopthalmos  and  strabismus,  the  vom- 
iting and  marked  emaciation,  the  ir- 
regular temperature  and  pulse,  the 
positive  Kernig  which  is  present  to  this 
day,  the  high  leucocyte  count,  with 
the  relative  increase  of  the  polynu- 
clears,  and  finally  the  diagnostic 
puncture,  yet  at  the  beginning  certain 
other  diseases  had  to  be  excluded.  One 
of  these  is  (a)  typhoid  fever — the  per- 
sistent headache,  the  coated  tongue 
with  its  edges  and  tip  red,  the  con- 
tinuously moderate  temperature  with 
a  relatively  slow  pulse  (which  existed 
at  the  onset  of  the  disease),  the  mark- 
ed asthenia,  loss  of  appetite,  together 
with  the  apathetic  behavior  of  the  pa- 
tient, all  spoke  of  typhoid.  But  in  the 
absence  of  an  enlarged  spleen,  nose 
bleed,  pultaceous  stools,  and  the  rash 
which  was  present,  not  the  rose  spots 
of  typhoid,  and  in  the  presence  of 
rigidity  of  the  neck,  although  very 
slight,  of  a  positive  Kernig,  of  a  leu- 
cocytosis  instead  of  a  leucopenia,  of  a 
polynucleosis  instead  of  a  lympho- 
cytoses, the  negative  Widal  and  nega- 
tive blood  culture,  typhoid  could  be 
ruled  out  in  spite  of  the  negative  lum- 
bar puncture  which  was  present  at  the 
beginning.  (b)  The  rash  was  so 
marked  that  typhus  fever  and  toxe- 
mias of  various  origins  had  to  be  ex- 
cluded, (c)  The  exopthalmos  and 
strabismus  of  the  right  eye,  the  severe 
headache,  together  with  the  chills,  fe- 
ver and  sweats,  were  suggestive  of  a 
brain  abscess,    (d)  As  the  patient  had 
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barely  gotten  over  an  attack  of  acute 
articular  rheumatism  before  admission 
to  the  hospital,  rheumatic  meningitis 
had  to  be  excluded,  (e)  Tubercular 
meningitis  could  not  be  excluded  ab- 
solutely until  the  finding  of  the  men- 
ingococcus in  the  cerebro-spinal  fluid. 

Lumbar  Punctures. — It  is  only 
through  the  finding  of  the  meningo- 
coccus and  numerous  pus  cells  in  the 
cerebro-spinal  fluid  that  we  have  ar- 
rived at  an  absolutely  positive  diagno- 
sis in  this  case ;  hence  its  value  as  an 
aid  to  diagnosis  is  self-evident.  It  also 
relieves  pressure  symptoms.  The  first 
two  tappings  proved  sterile,  the  last 
three  contained  numerous  organisms 
and  pus  cells.  This  can  perhaps  be  ex- 
plained by  the  drawing  of  the  fluid  in 
the  first  two  instances  during  the  pe- 
riod of  remission,  in  the  last  three 
during  the  exacerbations.  It  is  best, 
therefore,  both  for  diagnostic  purpose 
and  relief  of  pressure  symptoms,  to 
puncture  the  cord  during  the  acute 
stage  of  the  disease  and  not  wait  for 
a  remission.  On  one  occasion  I  drew 
off  240  cc.  of  cerebro-spinal  fluid,  this 
being  the  largest  quantity  obtained  at 
a  single  tapping  that  I  could  find  re- 
corded in  this  disease. 

The  amount  of  cerebro-spinal  fluid 
that  can  be  obtained  from  a  normal 
individual  is  within  10  cc. 

Closure  of  Foramen  of  Magendie. 
— The  diagnosis  in  this  case  of  the 
closure  of  the  opening  which  commu- 
nicates between  the  fourth  ventricle 
and  the  subarachanoid  space  is  made 
upon  the  development  of  severe  head- 
ache, projectile  vomiting  and  slow 
pulse  late  in  the  disease,  which  indi- 
cates high  inter-ventricular  pressure, 
pressing  upon  the  vomiting  and  car- 
diac centres  ;  and  in  spite  of  this  high 
pressure  within  the  ventricles  of  the 
brain,  tapping  of  the  spinal  cord  yields 
but  a  small  amount  of  fluid  under  low 
pressure.  This  phenomena  can  be  due 
only  to  closure  of  the  foramen  of  Ma- 
gendie :  and  autopsy  findings  of  such 
cases  bears  out  the  diagnosis.  Tre- 
phining  and  removing  this  obstruction 
lias  saved  several  lives. 

CASE  [I.  On  August  21,  S.  V.,  21 
years  of  age,  male,  born  in  Russia, 
cutter  by  occupation,  was  admitted  to 
the  Jewish  Hospital  in  a  comatose  con- 
dition. 


Family  History. — Negative. 

Previous  History. — Has  had  gonor- 
rhceal  urethritis  for  the  last  four 
weeks.  Has  never  been  sick  other- 
wise, smokes  moderately  and  does  not 
drink. 

Present  Illness. — Patient  has  been  ill 
for  about  three  weeks.  The  disease 
began  quite  suddenly  with  fever,  head- 
ache, vomiting  and  constipation.  Rest- 
lessness and  delirium  wrere  marked 
from  the  onset.  Has  lost  about  10 
pounds  within  last  three  weeks.  On 
admission  temperature  99  degrees, 
pulse  82,  and  respirations  18. 

Physical  Examination. — Patient  is 
comatose. 

General. — Well  nourished,  well  de- 
veloped, adult  male,  mucous  mem- 
branes are  not  pale,  lips  are  parched, 
tongue  is  dry  and  coated,  and  sordes 
on  teeth.  There  are  no  herpes  labia- 
lis. 

The  skin  was  perfectly  clear. 

Eye  examinations  were  negative. 

Heart,  lungs,  liver,  spleen  and  ab- 
domen were  negative. 

Elbow  and  knee  jerks,  plantar  and 
Babinsky  reflexes  were  all  absent. 

The  neck  was  somewhat  rigid  and 
Kernig's  sign  was  present.  The  pa- 
tient came  out  of  his  coma  two  days 
after  admission  and  became  violently 
delirious.  This  delirium  and  severe 
headache  persisted  throughout  the 
disease. 

Urine  Examination. — Showed  albu- 
min in  moderate  quantities,  no  sugar 
or  casts. 

Blood  Examination. — Showed  a 
leucocyte  count  of  16,400,  with  80 
per  cent,  polymorphonuclear  leuco- 
cytes. 

The  subsequent  course  of  the  disease 
simulated  the  first  case.  This  case  was 
also  marked  by  periods  of  remissions 
and  exacerbations.  But  unlike  the 
first  case  the  skin  has  always  been 
clear,  and  marked  delirium  existed 
throughout  the  disease. 

That  this  was  a  case  of  meningitis 
was  evident  from  the  beginning.  But 
the  moderate  grade  of  temperature 
and   low  pulse,  the  marked  asthenia 

and  the  general  tuberculous  appear- 
ance of  the  patient,  led  one  to  consid- 
er tuberculous  meningitis.  A  lumbar 
puncture,  however,  differentiated  the 
two  diseases. 
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PROBLEMS  BEFORE  THE 
LEGISLATURE  OF  THE 
STATE  WHICH  ARE  OF  IN- 
TEREST TO  MEDICAL  MEN. 

FOR  many  years   opticians  have 
wished  to  receive  the  sanction 
of  the  Legislature  to  use  the 
Seal  of  the  State  of  New  York  as  an 
advertisement  of  their  business. 

The  osteopaths  have  been  fighting 
for  a  number  of  years  to  become  es- 
tablished ;  now  that  they  have  a  fixed 
position,  they  find  that  they  have  to 
study  just  as  much  as  any  one  receiv- 
ing the  degree  of  M.  D.  before  they 
can  receive  their  degree  of  D.  O., 
which  entitles  them  to  set  and  rub 
bones  to  their  heart's  content  with  the 
approval  of  the  State  Board  of  Re- 
gents, and  can  charge  accordingly. 
This  is  perfectly  satisfactory  to  the 
State  Medical  Society. 

Now  the  opticians  are  working  to 
pass  a  bill  which  will  bring  them  into 
greater  prominence  and  allow  them  to 
do  a  great  deal  of  harm  by  the  im- 
proper use  of  their  imperfect  knowl- 
edge of  optics.  As  Dr.  James  Cole 
Hancock,  of  Brooklyn,  has  stated  in 
his  letter  to  Senator  Eugene  M. 
Travis,  under  date  of  February  20: 

"The  examination  of  eyes  for  the 
prescribing  of  lenses,  or  for  other  rea- 
sons, is  distinctly  a  branch  of  the  prac- 
tice of  medicine  and  should  be  made 
only  by  a  qualified  physician.    In  my 


own  case,  seven  years  of  medical 
study  in  college  and  hospital  seemed 
to  me  necessary  before  attending  pa- 
tients in  need  of  glasses  or  other  eye 
treatment. 

In  most  cases,  under  forty  years  of 
age,  it  is  necessary  to  use  belladonna 
in  the  examination  of  eyes,  in  order 
to  temporarily  suspend  the  action  of 
the  muscles  in  the  eyes  that  enable 
them  to  focus,  for  excessive  focussing 
is  an  'eye  strain'  and  we  must  de- 
termine accurately  the  extent  of  this. 

This  matter  is  of  the  very  greatest 
importance  in  eye  examinations. 

The  eyes  of  our  school  children  are 
now  being  examined,  and  the  day  is 
probably  not  far  distant  when  chil- 
dren will  be  examined  generally  upon 
admission  to  school.  Is  there  any  part 
of  their  whole  bodies,  when  starting 
upon  such  a  course,  more,  deserving  of 
being  placed  in  proper  scientific  relation 
to  their  work  than  the  pair  of  eyes  upon 
which  will  necessarily  fall  the  greater 
part  of  the  strain  at  a  time  of  life  at 
which  the  human  structures  are  least 
able  to  sustain  strain?  The  whole 
future  health  of  these  children  may 
depend  upon  a  proper  estimate  of  the 
condition  of  their  eyes,  for  'eye 
strain'  has  a  most  important  bearing 
upon  the  general  system,  and  particu- 
larly upon  the  general  nervous  sys- 
tem. It  would  seem  obvious  that  no 
one  less  qualified  than  a  physician 
should  have  charge  of  this  important 
matter. 

It  is  much  too  usual  an  occurrence 
for  a  patient  to  present  himself  stat- 
ing that  he  has  been  examined  by  a 
number  of  opticians,  but  that  his  sight 
steadily  fails.  A  number  of  months 
have  been  occupied  by  the  trips  from 
one  to  another  optician.  When  finally 
the  oculist,  who  is  a  qualified  physician, 
examines  the  patient's  eyes  through 
the  pupils,  he  sees  immediately  that  he 
is  suffering  from  Bright's  disease, 
which  usually  has  advanced  to  a  stage 
where  there  is  no  hope  for  recovery, 
while  if  the  man  had  presented  him- 
self to  the  oculist  when  the  sight  began 
to  fail,  the  condition  would  have  been 
discovered  and  the  patient's  life  could 
have  been  greatly  prolonged,  if  not 
saved. 
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The  last  statement  should  be  quite 
enough  to  convince  that  the  only 
proper  person  to  examine  so  import- 
ant a  part  of  the  human  system  as  the 
eye  should  be  qualified  to  recognize 
the  signs  of  general  disease.  These 
occur  in  the  eyes  in  forty  per  cent,  of 
the  cases  of  Bright's  disease,  and  in 
a  very  large  percentage  of  other  gen- 
eral diseases,  particularly  important 
among  which  is  diabetes.  In  a  great 
many  of  these  diseases  these  eye 
changes  may  be  the  first  to  be  recog- 
nized. 

The  proposed  bill,  if  passed,  would 
in  no  sense  tend  to  improve  the  effi- 
ciency of  opticians,  and  I  know  of  a 
number  of  the  more  reputable  among 
them  who  are  not  in  favor  of  it,  and 
doubtless  there  are  many  more. 

Its  main  object  seems  to  be  to  in- 
duce the  Legislature  to  advertise  the 
business  of  the  opticians,  which  busi- 
ness is  distinctly  a  public  menace." 

The  letter  of  Dr.  Hancock  speaks 
for  itself,  and  to  intelligent  men  the 
comparison  between  an  optician  and  a 
physician  devoting  himself  to  this 
branch  of  medicine  may  be  empha- 
sized by  stating  that,  in  order  to  fit 
glasses  as  do  the  opticians,  a  course 
of  two  or  three  days  under  a  proper 
man  would  prepare  them  to  occupy 
the  position  intelligently ;  a  medical 
man  must  devote  four  years  to  the 
study  of  the  related  sciences  before  his 
judgment  is  accurate  enough  to  be  en- 
trusted with  this  problem.  The  opti- 
cian-, with  the  exception  of  those  of 
the  better  class  such  as  Hoecker,  Mey- 
rowitz.  and  others,  wish  to  found  a 
College  of  Optometry,  and  to  consider 
all  those  at  present  as  practicing  op- 
tometry to  be  graduates  of  this  col- 
lege ;  they,  themselves,  to  appoint 
their  own  regents  and  to  define  their 
privileges. 

THE  ANTI-VIVISECTION 
MOVEMENT. 

IT  is  almost  impossible  to  believe 
that  any  medical  man,  in  his 
right  mind,  would,  without  care- 


ful consideration,  sign  any  petition 
in  favor  of  the  proposed  bill,  en- 
titled "An  Act  to  prevent  cruelty  by 
regulating  experiments  on  Living 
Animals." 

The  bill  regulates  experimenta- 
tion on  animals,  and  distinctly  speci- 
fies the  cases  in  which  anesthesia 
must  be  used.  It  is  absolutely  im- 
possible to  forecast  the  needs  of  the 
future.  Many  experiments  will  be 
found  necessary,  the  nature  of  which 
we  at  present  have  no  conception, 
and  such  limitations  as  the  law 
would  place  upon  experimentation 
would  greatly  hamper  the  progress 
of  the  healing  art.  The  provision 
which  requires  a  system  of  reports, 
if  it  were  adopted,  could  easily  be 
converted  into  a  means  of  persecu- 
tion. 

The  officials  of  the  State  Medical 
Society  have  written  to  many  of  the 
members  of  the  society  asking  them 
to  write  to  their  senators  and  as- 
semblymen urging  opposition  to  this 
measure.  The  attacks  of  the  news- 
papers, especially  the  one  lately  di- 
rected against  Dr.  Simon  Flexner, 
of  the  Rockefeller  Institute  for 
Medical  Research,  are  so  absurd  as 
hardly  to  deserve  notice.  All  the 
members  of  the  association  are 
urged  to  take  active  interest  in 
these  matters. 


PRIVATE  MATERNITY 
HOMES. 

TWO  circulars  have  recently  been 
brought  to  the  attention  of  the 
writer,  both  advertisements  of 
private  maternity  homes.  These 
"homes"  arc  advertised  to  be  quiet  and 
highly  respectable  home-  during  preg- 
nancy and  confinement;  they  also 
claim  that  a  first-class  physician  is  in 
attendance.  Absolute  privacy  is  guar- 
anteed,   and    arrangements    can  be 
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made  for  the  adoption  of  infants.  A 
letter  which  accompanied  one  of  these 
advertisements  to  a  member  of  the 
Association  is  as  follows: 

"Dear  Doctor: 

"Enclosed  I  take  the  liberty  of  send- 
ing you  one  of  my  circulars,  and  would 
also  call  your  attention  to  the  fact 
that  a  commission  of  20  per  cent,  on 
entrance  and  adoption  fees  collected 
shall  be  allowed  physicians  for  every 
case  referred  by  them  to  the  Mater- 
nity. Etc." 

Although  the  conduct  of  these 
places  may  be  perfectly  legitimate, 
still  it  would  be  well  to  have  them 
investigated  by  the  County  Society 
and  their  character  definitely  ascer- 
tained. 


VITAL  STATISTICS  FOR  1907. 

THE   New   York   State  Depart- 
ment of  Health  reports  147,442 
deaths  during  the  year  1907. 
This  is  a  slight  increase  in  the  mor- 
tality rate  over  that  of  the  previous 
year : 

Deaths  under  1  year  were  27,957 

"  from  1  to  5  years  ....  12,142 
5  "  10  "  ....  3,249 
"  10  "  20  "  ....  5,206 
"  20  "  40  "  ....24,830 
"  40  "  60  "  ....29,539 
"  60  "  80  "  ...  .34,516 
"     over         80    "   9,838 

Of  males,  76,904  died;  females. 
67,476.  From  typhoid  fever  1,668 
deaths  were  reported ;  to  which  should 
probably  be  added  136  deaths  attrib- 
uted to  malarial  diseases ; 

From  measles   995 

"     scarlet  fever   1,029 

"     diphtheria    2,600 

"     influenza    2,372 


From  erysipelas    482 

"     smallpox    10 

cerebro-spinal  meningitis  225 
"     pulmonary  tuberculosis  .  14,406 
"     tuberculosis  of  other  or- 
gans   2,164 

"     cancer   6,400 

diseases  of  the  nervous 

system   14,468 

"     diseases  of  the  circulatory 

system   16,893 

"     pneumonia   io,qqo 

"  enteric  diseases  in  infants  9,205 
"     Bright's  disease   9,211 

Unless  one  is  familiar  with  vital 
statistics  some  of  the  above  figures  will 
be  a  surprise ;  more  especially  is  this 
true  of  the  figures  showing  the  deaths 
from  measles  and  scarlet  fever.  Phy- 
sicians are  apt  to  treat  measles  in  a 
careless  way,  considering  it  no  more 
dangerous  than  an  ordinary  attack  of 
indigestion,  but  when  they  refer  to 
the  above  table  and  realize  that  in  1907 
there  were  995  deaths  from  the  dis- 
ease, while  in  1906  there  were  1,969 
deaths,  as  opposed  to  the  mortality  of 
scarlet  fever  in  1907  of  1,029,  while  in 
1906  it  was  only  690,  they  will  be  im- 
pressed with  the  seriousness  of  the 
disease.  The  number  of  deaths  re- 
ported from  diphtheria  is  another  im- 
portant item  which  should  receive  the 
careful  attention  of  the  State  Society. 
With  the  modern  agents  which  are 
provided  us  for  the  treatment  of  the 
disease,  it  is  but  fair  to  assume  that  if 
the  physicians  themselves  were  more 
careful  and  less  prejudiced,  fewer 
cases  would  die  of  the  disease.  An- 
other item  which  appears,  shows  128 
deaths  from  tetanus,  which  should  be 
classified  under  preventable  diseases. 

It  would  be  well  if  the  State  Society 
should  take  upon  itself  a  consideration 
of  this  report  of  the  State  Department. 
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Nassau   Hospital   in   Minneola — 

For  the  past  few  months  the  affairs 
of  the  Nassau  Hospital  at  Mineola 
have  been  in  a  most  unsatisfactory 
condition.  In  a  measure,  the  con- 
ditions have  been  brought  about  by 
the  policies  of  the  administration. 
Nevertheless,  the  needs  of  the  hos- 
pital demand  much  assistance  in 
order  to  pay  off  the  debts  of  the  in- 
stitution. The  aid  of  a  number  of 
wealthy  persons  has  resulted  in  the 
raising  of  a  considerable  fund,  and 
through  the  activity  of  Mrs.  W.  K. 
Vanderbilt  and  friends,  thousands 
of  dollars  have  been  turned  into  the 
treasury ;  it  is  aimed  to  raise  $70,000 
to  wipe  out  the  present  indebted- 
ness. It  is  hoped  that  after  the 
hospital  is  once  more  upon  its  feet, 
the  internal  workings  of  the  insti- 
tution will  be  thoroughly  investi- 
gated and  the  reasons  for  its  present 
financial  distress  be  eliminated. 

Osteopaths     in     Trouble  —  Dr. 

Byrne,  Registrar  of  Records  in  the 
Health  Department  of  Brooklyn,  re- 
fused to  accept  a  death  certificate 
signed  by  Dr.  Charles  F.  Bandel, 
a  leading  osteopathic  physician  of 
this  city.  Dr.  Bandel  claims  that  he 
has  fully  complied  with  the  condi- 
tions of  the  new  law,  and  is  suing 
the  Health  Department  for  its  re- 
jection of  his  certificate.  It  is  hoped 
that  the  matter  may  be  adjusted 
with  satisfaction,  and  it  is  suggested 
that  the  County  Society  take  an  in- 
terest in  the  proceedings. 

Burglars  in  Doctor's  Office — Dr. 

E.  T.  Randall,  of  139  Hancock 
Street,  Brooklyn,  lias  recently  been 
robbed  of  a  number  of  valuables 
through  the  conspiracy  of  his  office 
boy.  Most  of  the  stolen  valuables 
have  been  returned.  This  is  but  one 
of  many  thefts  which  have  recently 
occurred  in  Brooklyn. 

Cocaine  Kills  Physician — Dr.  I). 

L.  Cedarholm,  of  60  Berkeley  Place, 
Brooklyn,  died  in  his  office  a  few 
weeks  ago  from  an  overdose  of  the 


drug.  It  is  the  second  case  reported 
during  the  month  of  the  death  of  a 
physician  from  the  use  of  drugs. 

Dinner  to  Dr.  Ostrander — Satur- 
day evening,  February  29,  1908,  a 
complimentary  subscription  dinner 
was  tendered  to  Dr.  George  A. 
Ostrander,  at  the  Imperial  Cafe  in 
Brooklyn.  The  dinner  was  given 
under  the  auspices  of  the  Brooklyn 
Medical  Association,  who  took  ad- 
vantage of  the  opportunity  to  come 
together  to  evidence  their  regard 
and  esteem  for  Dr.  Ostrander,  who 
has  faithfully  and  honorably  com- 
pleted a  half-century  of  professional 
life  in  Brooklyn.  The  occasion  was 
a  most  enjoyable  one,  and  was  well 
attended  by  his  many  friends. 

P.   &   S.   Alumni   Reunion — The 

Annual  Meeting  of  the  Long  Island 
Association  of  the  Alumni  of  the 
College  of  Physicians  and  Surgeons 
of  New  York  was  held  at  the  Uni- 
versity Club  on  Wednesday,  Febru- 
ary 19,  1908.  The  members  of  the 
alumni  were  entertained  by  Dr. 
Howard  Fox,  who  gave  an  illus- 
trated lecture  on  Spirocheta  Pallidia 
in  Syphilis. 

Death    of    Dr.    Ordronaux  —  Dr. 

John  Ordronaux,  of  Glen  Head, 
died  of  apoplexy  on  January  20, 
1908,  at  the  age  of  77  years.  Many 
institutions  were  remembered  in  his 
will ;  a  list  of  these  has  already  been 
given. 

City  Hospital,  New  York — Ex- 
aminations for  internes  for  the 
house  staff  of  this  hospital  will  be 
held  on  March  27  and  28  of  this 
year,  in  New  York  City.  The  City 
I  [ospital  has  a  large  general  service, 
with  about  800  beds,  comprising  all 
branches  of  medicine,  and  the  length 
of  service  is  18  months.  All  applica- 
tions for  the  position  should  be  ad- 
dressed to  the  Chairman  of  the 
Executive  Committee,  Dr.  Smith 
Ely  Telliffe,  64  West  tfth  Street, 
New  York. 
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Department  of  Diseases  of  the 
Stomach  and  Intestines — A  new  de- 
partment in  the  above  branch  of 
medicine  has  been  added  at  the 
Brooklyn  Hospital.  Dr.  Dudley 
Roberts  has  been  appointed  Chief  of 
the  Service,  and  Dr.  James  T. 
Pilcher,  Associate.  The  work  of 
the  department  includes  the  diseases  of 


the  upper  and  lower  portions  of  the 
digestive  tract,  and  aims  to  develop 
the  use  of  the  esophagoscope  in  dis- 
eases of  the  esophagus  and  stomach. 
New  laboratory  facilities  are  in 
course  of  construction,  which  will 
enable  the  department  to  carry  out 
original  researches,  particularly  in 
obscure  diseases  of  the  pancreas. 
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478//?  Regular  Meeting,  October  10,  1907  (Continued) . 
The  President,  Raymond  Clark,  M.D.,  in  the  Chair. 


ECTOPIC  GESTATION. 

Dr.  Gerard  Kasper  stated  that  this 
patient,  35  years  of  age,  had  had  one 
child  twelve  years  ago ;  no  miscar- 
riages ;  last  menstruation  August  6th. 
Ten  days  ago  she  had  severe  abdomi- 
nal pain,  accompanied  by  vomiting. 
She  had  had  pain  at  intervals  of  a 
week  before  that,  the  pain  being  com- 
plained of  on  the  right  side.  Exam- 
ination of  the  abdomen  revealed  ten- 
derness on  that  side  with  slight  dull- 
ness on  percussion.  There  was  slight 
rigidity  of  the  right  rectus.  Biman- 
ual examination  was  omitted  on  ac- 
count of  the  pain.  There  had  been 
no  ''spotting"  at  any  time. 

The  uterus  could  not  be  mapped 
out  or  anything  on  the  right  side. 
The  diagnosis  was  not  positively 
made,  but  a  laparotomy  was  decided 
on.  The  diagnosis  of  ectopic  was 
taken  into  consideration  and  also  ca- 
tarrhal appendicitis.  She  thought  she 
was  pregnant,  had  marked  vomiting 
previous  to  this  attack  of  pain  and 
her  breasts  showed  some  enlarge- 
ment. She  was  removed  to  the  Bush- 
wick  hospital,  the  abdomen  was 
opened,  and  the  diagnosis  of  ectopic 
was  clearly  demonstrated.  The  tube 
was  removed  intact ;  there  was  no 
rupture,  and  on  opening  the  tube 
after  operation  a  foetus  was  found 
in  the  sac. 

Dr.  T.  B.  Hegeman  said  that  in  re- 
lation to  the  subject  of  ectopic  gesta- 


tion, he  wanted  to  relate  the  history 
of  a  double  ectopic.  He  referred  this 
case  to  Dr.  Bristow  in  January  with 
a  diagnosis  of  ectopic ;  there  was  a 
mass  to  the  right  of  the  cul-de-sac. 
This  patient  had  missed  one  period. 
She  complained  of  great  pain  on  defe- 
cation. On  operation  an  intraliga- 
mentous ectopic,  ruptured  enough  to 
make  some  oozing,  was  found.  The 
patient  made  a  good  recovery. 

This  patient  went  on  all  right  men- 
struating normally  until  June.  He 
was  called  in  again,  and  she  com- 
plained of  intense  abdominal  pain  on 
the  left  side.  The  history  was  some- 
what similar,  although  not  the  same 
as  on  the  previous  occasion.  There 
was  some  pain  on  defecation.  She 
was  sent  into  St.  John's  hospital,  and 
a  diagnosis  of  unruptured  ectopic 
made.  The  foetus  was  not  more  than 
%  inch  in  length.  One  ectopic  oc- 
curred in  January  and  the  other  in 
June  of  the  same  year.  Outside  of 
this  case  the  speaker  believed  there 
was  no  record  of  two  ectopic  preg- 
nancies occurring  in  the  same  patient 
with  only  six  months  intervening. 
FATTY  HEART. 

Dr.  Henry  F.  Graham  stated  that 
this  patient,  male,  42  years  old,  U.  S., 
of  excellent  habits,  had  always  led 
an  oudoor  life  and  never  had  rheu- 
matism, for  several  years  past  had 
been  much  given  to  attacks  of  syn- 
cope, fainting  at  times  even  as  a  re- 
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suit  of  mental  suggestion.  He  was 
admitted  to  the  Third  Surgical  Ser- 
vice of  the  Methodist  Episcopal  Hos- 
pital, October  27,  1899.  suffering 
from  an  acute  attack  of  appendicitis. 

On  physical  examination  the  heart 
sounds  were  found  not  very  strong, 
but  quite  regular  and  of  fair  quality ; 
no  murmurs ;  pulse  80.  Urine  neg- 
ative. During  administration  of 
enema  patient  fainted  and  became 
quite  cyanotic ;  pulse  weak. 

Operation  by  Dr.  J.  B.  Bogart 
under  ether  anesthesia.  Patient  stood 
operation  well  and  pulse  remained 
quite  regular,  although  not  very 
strong  (64-76).  Condition  remained 
satisfactory  until  sixth  day  after  op- 
eration, when  after  complaining  of 
sudden  pain  in  the  wound,  he  lapsed 

479//?  Regular  Meeti 

MALIGNANT  ENDOCARDITIS. 

Dr.  Francis  A.  Hulst  presented 
a  specimen,  a  heart  removed  at 
autopsy  from  a  woman  who  had 
died  from  an  infection.  The  history 
given  briefly  was  that  of  an  abor- 
tion on  herself.  There  was  consid- 
erable bleeding  for  about  two  weeks 
at  which  time  she  had  a  chill,  fol- 
lowed by  fever  every  day  from  990 
to  103 0 .  and  toward  the  end  up  to 
1040.  The  fourth  or  fifth  day  in  the 
hospital  she  died. 

The  interesting  feature  at  autopsy 
was  that  of  vegetations  on  the  mi- 
tral valves,  with  recent  infarcts  in 
the  kidney  and  spleen.  Cultures 
from  the  infarcts  showed  a  staphy- 
lococcus pyogenes  aureus. 

ANGIO-SARCOM A  OF  THE  LIVER. 

Dr.  II.  W.  Morgenthaler  pre- 
sented these  specimens.  The  patient 
five  months  before  death  complained 
of  discomfort  in  the  right  iliac  re- 
gion, and  soon  after  that  she  devel- 
oped acute  lancinating  pains  in  that 
region.  A  month  later  she  developed 
the  same  pains  in  the  right  hypo- 
chondrium  referred  to  the  left 
shoulder  and  left  side.  The  woman 
was  pregnant  ;  she  came  into  the 
hospital  with  the  diagnosis  of  six 
months  gestation.  The  abdomen 
was  very  much  enlarged  ;  that  was 
attributed  to  the  pregnancy,  but  the 
abdomen  grew  too  fast  and  was  too 
large  for  a  six  months  gestation,  so 


into  a  comatose  state  w7ith  almost 
imperceptible  pulse,  shallow  respira- 
tions and  cyanosed  skin.  This  con- 
dition lasted  for  half  an  hour,  after 
which  he  responded  to  appropriate 
treatment.  Convalescence  was  un- 
eventful from  this  time  until  the 
sixteenth  day,  when  he  complained  of 
pain  in  the  left  side  radiating  from 
the  gluteal  region  to  the  shoulder. 
This  lasted  for  several  days.  On 
the  23d  day  after  operation,  while  sit- 
ting up  in  the  afternoon,  he  was 
suddenly  seized  with  faintness  and 
very  severe  pain  in  the  left  side  of 
the  chest.  The  respirations  became 
short  and  catchy ;  skin  cyanotic  and 
cold.  He  failed  to  respond  to  stimu- 
lation and  died  one  and  a  half  hours 
after  the  beginning  of  the  attack. 

g,  November  14,  1907. 

a  diagnosis  of  possible  hypertrophic 
cirrhosis  of  the  liver  was  made. 
Soon  after  that  a  growth  appeared 
in  the  neck,  and  that  changed  the 
whole  appearance  of  the  case,  so  it 
was  diagnosed  as  a  malignant  tumor 
of  the  liver.  At  the  autopsy  the 
liver  was  found  very  much  en- 
larged ;  it  extended  from  the  right 
second  rib  down  to  the  brim  of  the 
pelvis  ;  it  weighed  thirteen  pounds, 
and  was  filled  with  a  large  number 
of  small  bodies  up  to  the  size  of  a 
large  orange.  Section  showed  the 
tumors  to  be  angio-sarcoma.  Metas- 
tatic growths  were  found  in  the 
head  of  the  pancreas,  in  the  lung 
and  kidney,  and  one  small  growth 
was  found  in  the  great  omentum. 

Dr.  Raymond  Clark  said  the 
specimens  were  interesting,  and  of 
rather  rare  type.  The  diagnosis 
was  rather  difficult  on  account  of 
the  pregnancy.  The  nearest  they 
could  come  to  the  actual  condition 
of  affairs  was  to  say  it  was  probably 
a  malignant  growth.  After  the 
autopsy  «>ne  might  think  a  diagnosis 
ought  to  have  been  made  before,  for 
the  reason  that  it  grew  very  rapidly. 
The  liver  probably  enlarged  to  its 
abnormal  size  within  six  to  eight 
months.  Sarcoma  is  the  only  growth 
which  would  give  us  that  enlarge- 
ment in  that  time.  All  the  surgeons 
who  saw  the  case  said  it  was  in- 
<  tperable. 
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BACILLUS  AEROGENES  CAPSULATUS 
INFECTION. 

Vaccination. 

Dr.  Frank  H.  Clark  presented  the 
history  of  the  following  case : 

Fannie  Levy,  aged  26,  German,  was 
brought  to  Bushwick  Hospital  June 
2d  suffering  from  a  compound  frac- 
ture of  both  bones  of  left  forearm,  the 
result  of  a  fall  from  a  second-story 
window.  History  obtainable,  both 
personal  and  family,  showed  no  con- 
stitutional or  hereditary  taint  what- 
ever. Wound  was  treated  antisepti- 
cally  and  arm  placed  in  splints.  About 
1 1  hours  after  admission,  a  bluish  area 
about  the  size  of  a  five-cent  piece  ap- 
peared at  the  site  of  the  wound,  to- 
gether with  protrusion  of  some  soft 
pulpy  tissue.  At  this  time  the  tem- 
perature was  100  4-5  degrees,  and  the 
pulse  98.  Treatment  consisted  of  wet 
dressings  and  morphia  to  control  pain. 

Within  the  next  12  hours  the  pulse 
rose  to  120,  while  the  temperature 
declined  a  trifle.  The  evening  of  the 
second  day  found  the  discolored  area 
at  least  doubled  in  size,  while  crepi- 
tation could  be  felt  as  far  up  the  arm 
as  the  elbow-joint,  and  on  gentle  pres- 
sure bubbles  of  gas  came  from  the 
wound  emitting  the  odor  of  hydrogen 
sulphide.  The  temperature  had  risen 
to  104  degrees,  and  the  pulse  to  124. 
During  the  next  few  hours  the  pulse 
arose  to  140,  and  the  temperature 
dropped  to  102  degrees.  Stimulants 
of  all  kinds  were  administered  and  the 
arm  kept  wet,  but  the  condition  stead- 
ily grew  worse,  while  the  line  of  dis- 
coloration traveled  further  up  the  arm, 
presenting  a  problem  almost  hopeless 
of  solution.  Many  times  amputation 
had  been  suggested,  but  it  appeared 
extremely  doubtful  that  the  patient 
would  stand  the  shock  of  operation. 
At  this  juncture  Dr.  J.  Bion  Bogart 
was  asked  to  see  the  case  with  me,  and 
upon  his  arrival  at  the  hospital  I  was 
enabled  to  show  him  the  report  of  the 
microscopist,  showing  the  presence  of 
the  bacillus  aerogenes  capsulatus.  The 
gangrene  had  extended  to  the  elbow 
with  no  well  defined  line  of  demarka- 
tion. 


While  the  odor  from  the  patient 
was  unbearable,  Dr.  Bogart  agreed 
with  me  against  operation  at  that  time, 
and  advised  isolation,  which  was  at 
once  accomplished  by  removing  the 
patient  to  a  tent  on  the  lawn,  where 
for  the  following  month  or  more,  with 
the  arm  kept  submerged  in  a  hot  saline 
bath,  the  temperature  of  which  was 
kept  constantly  at  no  degrees.  Dr. 
A.  T.  Bristow  was  communicated  with 
because  it  was  thought  that  he  had 
met  with  such  cases,  and  he  in  turn 
referred  me  to  Dr.  Nathaniel  B.  Pot- 
ter, with  whom  both  Dr.  Bogart  and 
I  talked  on  the  'phone.  At  Dr.  Pot- 
ter's suggestion,  material  was  taken 
from  the  wound  and  sent  to  the 
"Lederle"  laboratory,  from  which  was 
received  several  vials  of  vaccine,  which 
was,  however,  contaminated  by  the 
presence  of  spores.  As  the  case  had 
assumed  a  most  desperate  aspect,  it 
was  decided  to  use  it. 

Dr.  Potter  saw  the  case  with  me  on 
June  26th,  and  after  examination  de- 
clared it  as  his  opinion  that  it  would 
be  useless  to  administer  the  vaccine,  as 
the  case  was  absolutely  hopeless.  He 
did  not  believe  the  girl  could  live  24 
hours.  Nevertheless  the  vaccine  was 
given,  10  minims  being  injected  into 
the  right  breast.  No  apparent  benefit 
was  observed  as  a  result,  the  patient's 
condition  gradually  getting  worse,  the 
temperature  remaining  high,  while  de- 
lirium was  almost  constant. 

On  the  29th,  a  second  injection  of 
the  same  quantity  was  given,  and  the 
following  day  matters  began  to  im- 
prove, the  temperature  and  pulse  re- 
ceded, and  the  respirations  became  less 
rapid,  while  the  general  condition 
seemed  to  be  improved.  The  patient 
took  more  nourishment  and  appeared 
brighter  and  more  comfortable.  On 
the  30th,  Dr.  Potter  saw  the  patient 
and  was  both  surprised  and  pleased 
at  the  change  in  her  condition,  which 
was  very  marked.  I  should  have  stated 
that  the  second  injection  was  given 
in  the  right  thigh. 

On  July  1st,  the  third  and  last  in- 
jection was  given,  the  left  breast  be- 
ing selected  as  the  place  of  entrance, 
while  the  quantity  was  the  same  as 
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in  the  two  previous  ones.  The  im- 
provement which  had  been  noticed 
continued,  the  temperature  dropping 
several  degrees,  while  the  pulse  and 
respirations  also  approached  the  nor- 
mal. At  this  time  the  arm  had  par- 
tially separated  at  the  elbow- joint  and 
floated  about  in  the  saline  bath,  the. 
patient  having  absolutely  no  control 
whatever  over  it.  It  became  apparent 
that  the  moment  for  surgical  aid  had 
arrived,  and  the  tent  was  converted  as 
fas  as  possible  into  a  field  hospital, 
with  everything  needed  at  hand  and 
so  arranged  as  to  consume  as  little 
time  and  avoid  as  much  shock  as  pos- 
sible. Nitrous-oxide  gas  was  used  as 
an  anesthetic,  and  the  arm  removed  by 
transfixion  in  something  less  than  two 
minutes,  the  vessels  secured,  the 
wound  packed  and  left  unsutured.  At 
the  time  of  operation  the  pulse  ranged 
from  1 20  to  122,  and  the  temperature 
from  ipo  to  10 1  degrees.  The  patient 
recovered  rapidly  from  the  shock, 
which  was  slight,  the  temperature, 
pulse,  and  respirations  gradually 
lowered,  while  the  general  condition 
improved  rapidly,  and  an  uneventful 
recovery  followed.  On  August  2d, 
patient  was  discharged  from  the  hos- 
pital. Prior  to  the  administration  of 
the  vaccine,  various  remedies  had  been 
tried,  among  them  being  the  bi-chlor- 
ide  of  mercury  in  doses  ranging  from 
1-70  to  1-30  grs. ;  hypodermic  injec- 
tions of  hydrogen  peroxide  ;  solutions 
of  iodine  and  camphor  were  tried, 
while  the  normal  saline  solution  was 
given  frequently.  All  of  these 
measures  were  of  no  avail,  and 
nothing  of  an  encouraging  nature 


was  noticed  until  the  vaccine  was 
used,  and  then  the  results  were  as 
has  been  stated. 

Since  her  discharge  from  the  hospi- 
tal, the  patient  has  steadily  improved, 
has  gained  in  weight  and  is  enjoying 
better  health  than  before  her  accident. 

Dr.  Nathaniel  B.  Potter  said  that 
this  was  the  most  striking  case  that  he 
had  seen  since  he  had  been  interested 
in  bacterial  vaccine  therapy.  He 
thought  that  Dr.  Clark  had  been  a  lit- 
tle modest  about  one  thing,  in  addi- 
tion to  the  vaccine — his  patient  had  re- 
ceived extraordinary  good  general 
medical  care. 

The  important  point  in  the  whole 
question  was  whether  it  was  the  vac- 
cine that  cured  the  infection  or  what 
it  was.  The  Lederle  Laboratories  re- 
ceived from  Dr.  Clark  a  broth  tube 
inoculated  from  the  patient;  the  broth 
culture  contained  many  encapsulated 
diplo-bacilli  and  a  very  few  staphylo- 
cocci. We  were  in  such  a  hurry  to 
prepare  the  vaccine  that  no  attempt 
was  made  to  isolate  the  two  organisms 
and  make  up  separate  vaccines,  be- 
cause, as  Dr.  Clark  said,  we  were  prac- 
tically positive  that  this  patient  was 
going  to  die  and  we  believed  within 
a  very  short  time.  What  we  inocu- 
lated, was  the  growth  from  the  broth 
cultured  from  the  patient,  and  if  it 
cured  her,  her  own  germs  cured  her 
disease — that  is  the  most  important 
part  of  the  case.  The  speaker  said 
that  this  diplo-bacillus  with  a  capsule 
produces  air,  and  that  it  also  grows  in 
the  presence  of  air,  which  latter  pecu- 
liarly shows  that  it  is  not  identical 
with  Welch's  bacillus. 
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Regular  Meeting,  November  12,  1907. 
The  President,  A.  H.  Bogart,  M.D.,  in  the  Chair. 


OPERATION    FOR    RELIEF  OF 
EPILEPTIFORM  ATTACKS. 

Dr.  Walteh  A.  Sherwood  stated 
that  this  patient  was  a  young  man,  22 
years  of  age.  When  one  year  old  he 
had  an  attack  of  facial  erysipelas, 
which  he  said  was  followed  by  necrosis 


of  bone  at  the  junction  of  the  nasal 
and  frontal  bones;  while  this  was  in 
progress  the  patient  was  struck  in  the 
forehead  by  a  hammer,  since  which 
time  he  has  had  a  well  marked  depres- 
sion in  the  frontal  bone  at  the  base  of 
the  nose.     No  history  of  syphilis. 


SURGICAL  SOCIETY. 


117 


The  trouble  for  which  he  sought  re- 
lief began  four  years  ago  with  epilepti- 
form attacks,  and  since  then  he  has 
had  convulsive  seizures  several  times 
each  week,  often  as  many  as  four  in 
a  day  and  very  seldom  less  than  two 
in  a  day.  These  attacks  which  were 
steadily  growing  more  and  more  fre- 
quent, started  with  a  gastric  aura, 
after  which  the  patient  would  lose  con- 
sciousness for  a  few  minutes  during 
which  time  he  would  have  a  convulsive 
seizure  of  varying  intensity. 

Operation,  July  1st.  A  transverse 
incision  three  inches  in  length  was 
made  directly  over  the  depression  in 
the  frontal  bone,  and  with  a  medium- 
sized  trephine  a  button  of  bone  the 
size  of  a  five  cent  piece  was  taken  out. 
This  was  not  removed  directly  over 
the  depression  because  of  the  situation 
of  the  longitudinal  sinus,  but  a  little 
to  the  left  side  and  above  the  depres- 
sion. From  this  opening  the  depres- 
sion was  removed  in  small  pieces  by 
means  of  a  gouge  and  a  dental  drill, 
until  the  entire  depression  was  done 
away  with  and  the  bone  was  perfectly 
even  with  the  surface.  After  the  de- 
pression was  removed,  it  was  seen  that 
the  longitudinal  sinus  was  exposed 
and  that  in  one  place  it  had  been 
almost  entered ;  this,  however,  was 
eventually  avoided,  and  nothing  was 
found  except  a  slight  bulging  of  the 
dura  mater  which  presented  somewhat 
of  a  purplish  appearance.  There  were 
a  few  adhesions  which  were  divided. 
The  wound  was  sewed  up  without 
drainage  and  healed  uneventfully.  The 
patient's  convalescence  was  not  note- 
worthy except  for  one  slight  epilepti- 
form seizure  which  occurred  on  the 
fourth  day  after  operation,  during 
which  the  arms  and  legs  were  in  clonic 
spasm  for  a  few  seconds  ;  the  patient 
did  not  lose  entire  consciousness.  He 
left  the  hospital  at  the  end  of  two  and 
a  half  weeks.  It  is  now  four  and  one- 
half  months  since  the  operation  and  he 
has  been  entirely  free  from  his  con- 
vulsive seizures,  being  able  to  attend 
to  his  duties  without  interruption. 
For  three  years  previous  to  his  opera- 
tion he  had  been  having  one  to  four 
attacks  almost  every  day,  but  since 
he  left  the  hospital  he  has  had  abso- 


lutely no  attacks.  The  amount  of  time 
which  has  elapsed  since  the  operation 
is  too  short  to  report  this  case  as  cured, 
but  the  immediate  result  following 
operation  seemed  sufficiently  gratify- 
ing to  warrant  the  above  report.  The 
future  history  of  this  patient  will  be 
watched  with  interest,  and  a  later  re- 
port of  his  condition  made  to  the 
society. 

RESECTION  OF  INTESTINE  IN  CHILD 
SIXTEEN  WEEKS  OLD: 
RECOVERY. 

Dr.  Walter  A.  Sherwood  pre- 
faced his  report  of  this  case  by  saying 
that,  in  1897,  Gibson  tabulated  with 
great  care  all  of  the  cases  of  intus- 
susception he  could  find  recorded  in 
medical  literature,  239  in  all.  In  this 
series  there  is  no  record  of  a  recovery 
in  a  non-reducible  or  gangrenous  in- 
tussusception requiring  resection,  in 
any  patient  under  seven  years  of  age. 
In  the  July,  1902,  number  of  the  An- 
nals of  Surgery,  Dowd  reported  a 
case  of  gangrenous  intussusception  in 
a  child  four  years  old,  in  which  he  did 
a  resection  and  the  patient  recovered. 

On  October  10th  last  there  was  ad- 
mitted to  the  hospital  a  child,  male, 
aged  16  weeks,  although  prematurely 
born  had  been  since  its  birth,  a  per- 
fectly healthy  infant,  and  its  weight, 
a  few  days  previous  to  admission,  was 
a  little  less  than  eight  pounds ;  it  was 
being  nursed  at  the  breast,  and,  ac- 
cording to  the  mother's  statement,  was 
thriving.  Just  twenty-four  hours  pre- 
vious to  entering  the  hospital  the  child 
was  suddenly  seized  with  what  seemed 
to  be  abdominal  cramps ;  it  cried  out 
as  if  in  severe  pain  and  vomited  short- 
lv  after  the  onset  of  the  attack. 
Throughout  the  night  and  up  to  the 
time  of  admission  to  the  hospital,  the 
vomiting  was  frequently  repeated ;  the 
vomited  material  consisting  of  green- 
ish and  brownish-green  fluid  mixed 
with  curdled  milk.  When  the  diaper 
was  changed  in  the  morning,  the 
mother  noticed  that  it  was  slightly 
tinged  with  blood-stained  mucus;  this 
was  observed  several  times  during  the 
day,  but  at  no  time  was  there  any  evi- 
dence of  fecal  matter,  or  was  any  gas 
passed.  No  other  symptoms  were 
obtainable.     Examination  revealed  a 
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well  developed  child,  apparently  suf- 
fering considerably  from  shock.  Rec- 
tal temperature  97.8,  pulse  160;  skin 
cool ;  expression  listless,  but  even  with 
these  conditions  the  child  did  not  look 
very  sick. 

Examination  of  the  abdomen  re- 
vealed the  following  conditions :  Just 
above  the  right  iliac  region  was  felt 
a  hard  sausage-shaped  mass,  which 
was  easily  palpable  and  not  tender ; 
the  abdominal  wall  was  generally  dis- 
tended, but  there  was  no  muscular 
rigidity.  With  the  above  history  and 
the  presence  of  the  sausage-shaped 
mass,  it  was  not  difficult  to  make  a 
diagnosis  of  intussusception.  A  rectal 
tube  was  passed  and  no  gas  escaped. 
A  high  enema  was  given  without  re- 
sult and  the  child  was  therefore  pre- 
pared for  immediate  operation ;  under 
light  chloroform  anesthesia  the  abdo- 
men was  opened  to  the  right  of  the 
middle  line,  and  the  following  condi- 
tion was  revealed ;  between  four  and 
five  inches  of  the  ileum  had  been  in- 
tussuscepted  through  the  ileo-cecal 
valve  into  the  cecum.  The  mass  was 
brought  up  through  the  wound,  and 
an  attempt  made  to  reduce  it  by  pres- 
sure, but  this  was  unsuccessful,  and 
it  was  only  with  considerable  difficulty 
that  it  was  reduced  by  combined  pres- 
sure and  traction. 

After  reduction,  the  portion  of  the 
intestine  which  had  passed  through 
the  ileo-cecal  valve  was  carefully  in- 
spected ;  it  was  friable,  purplish-black 
in  color,  and  the  edema  was  sufficient 
to  produce  complete  occlusion  of  the 
lumen.  In  addition  to  this  the  mesen- 
tery had  been  torn  away  from  the 
intestinal  wall  for  a  distance  of  an 
inch  and  a  half.  In  view  of  these  con- 
ditions it  seemed  impossible  to  the 
speaker  to  return  the  gut  to  the  ab- 
dominal cavity,  and  even  though  the 
condition  of  the  patient  was  critical 
in  the  extreme,  a  rapid  resection  was 
done,  and  an  end-to-end  anastomosis 
effected  by  means  of  a  Murphy  but- 
ton, the  small  so-called  gall-bladder 
size  being  used  ;  about  five  inches  in 
all  were  resected,  including  that  por- 
tion of  the  ileum  which  had  passed 
through  the  ileo-cecal  valve  and  the 


caput  coli,  including  the  appendix. 
The  wound  was  closed  without  drain- 
age by  means  of  layer  sutures.  The 
entire  procedure  occupied  forty-five 
minutes.  For  three  days  the  child 
vomited  repeatedly,  the  temperature 
varied  from  101  to  105.8  degrees,  and 
the  pulse  was  imperceptible ;  on  the 
second  day  the  bowels  moved  and 
considerable  gas  was  passed. 

From  this  time  on  recovery  was 
uneventful,  except  for  a  pulmonary 
congestion  which  occurred  at  the  end 
of  the  first  week,  but  rapidly  sub- 
sided under  counter-irritation  and 
other  appropriate  measures.  The 
Murphy  button  presented  at  the  anus 
on  the  fourteenth  day  and  was  re- 
moved without  difficulty  by  the  house 
surgeon. 

It  is  now  five  weeks  since  the  oper- 
ation. The  child  is  rapidly  gaining 
in  weight,  the  last  weight  recorded 
being  ten  pounds ;  it  takes  its  nourish- 
ment, consisting  of  modified  milk, 
without  difficulty  and  does  not  vomit. 
The  bowels  move  regularly,  the  stools 
are  normal,  and  it  seems  safe  to  report 
the  case  as  cured.  What  effects  on 
the  digestive  apparatus  the  absence 
of  the  ileo-cecal  valve  will  have,  re- 
mains to  be  seen. 

Dr.  A.  T.  Bristow  said  that  in  re- 
gard to  the  first  case,  it  seemed  to 
him  that  it  was  too  soon  to  assume 
that  that  case  had  permanently  re- 
covered. It  is  well  known  in  these 
cases  of  Jacksonian  epilepsy,  that  the 
mere  administration  of  an  anesthetic 
is  very  frequently  followed  by  a  per- 
iod of  immunity  which  varies  in  dura- 
tion, and  in  view  of  this  fact,  while  at 
present  the  operator  has  every  reason 
to  he  gratified  with  his  success,  it  is 
not  by  any  means  a  certainty  that 
these  seizures  may  not  return.  The 
pupils  are  more  widely  dilated  now 
than  those  of  any  one  here  present, 
and  although  the  so-called  epileptic 
pupil  is  not  present,  the  widely  dilate  1 
pupils  arc  suggestive. 

It  seemed  to  Dr.  BristOW  that  it 
might  have  been  a  good  thing  in  this 
case  to  have  interposed  some  gold  leaf 
beneath  the  dura  at  the  point  where 
the  adhesions  had  been,  in  order  to 
prevent   fresh  adhesions;  these  fresh 
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adhesions  do  take  place,  and  if  they 
contract  it  is  perfectly  possible  for 
the  same  condition  of  irritation  to 
return  that  caused  the  first  convul- 
sions. 

The  other  case,  the  speaker  said,  is 
one  that  the  doctor  is  to  be  congratu- 
lated upon.  There  was  only  one  com- 
ment he  wished  to  make,  that  almost 
all  operations  for  intestinal  obstruc- 
tions should  be  done  under  local  anes- 
thesia. That  morning  he  had  resected 
the  intestine  in  a  baby  five  months  old, 
which  came  into  the  hospital  with  an 
intussusception  presenting  at  the  anus. 
He  opened  the  abdomen  under  local 
anesthesia,  as  the  child  was  in  bad 
condition  and  unable  to  stand  a  gen- 
eral anesthetic.  He  found  the  intus- 
susception, and  after  some  difficulty, 
with  the  utmost  gentleness,  succeeded 
in  reducing  it.  Unfortunately,  the 
condition  of  the  gut  when  reduced 
precluded  the  possibility  of  leaving  it, 
so  he  resected  about  6  inches  of  the 
ilium  and  the  entire  ascending  colon, 
putting  in  a  Murphy  button.  This 
was  done  entirely  under  local  anes- 
thesia. The  only  evidence  of  real 
pain  that  the  child  gave  was  when 
clamps  were  put  on  the  parietal  peri- 
toneum to  close  the  wound,  when  the 
child  cried  once  or  twice. 

In  these  cases,  the  speaker  said,  a 
general  anesthetic  is  always  a  misfor- 
tune; you  are  liable  to  drown  the 
patient  with  fecal  vomiting,  even 
though  the  stomach  has  been  pre- 
viously washed  out;  also,  when  you 
perform  an  operation  for  intestinal 
obstruction  you  only  do  half  the  work 
if  you  leave  the  bowel  filled  with 
fluid  feces.  In  this  case  he  emptied 
the  child's  bowels  above  the  obstruc- 
tion, of  over  a  pint  of  fluid  feces  and 
much  gas,  using  a  small  trocar  and 
canula.  A  couple  of  Lembert  sutures 
closed  the  little  wound  completely,  and 
it  was  now  possible  to  return  col- 
lapsed intestines  within  the  abdominal 
cavity  with  ease. 

Dr.  Walter  C.  Wood  said  that  Dr. 
Sherwood  is  to  be  congratulated  on 
the  outcome  of  this  case.  He  thought 
it  was  really  a  record  which  should 
encourage  us.  Although  he  employed 
a  general  anesthetic,  he  judged  from 


the  report  that  very  little  of  it  was 
used. 

The  speaker  stated  that  recently  he 
had  a  case  of  intussusception  in  an 
infant,  a  resection  of  the  bowel  being 
necessary;  the  patient  lived  two  days. 
He  had  never  yet  been  able  to  do  a 
case  in  a  child  as  young  as  this  and 
get  a  recovery,  and  he  thought  Dr. 
Sherwood  was  to  be  congratulated 
over  the  fortunate  result  at  this  time. 

Concerning  the  other  patient  he 
regretted  to  agree  with  Dr.  Bristow. 
He  had  a  patient  who,  when  last  heard 
from,  was  in  the  Craig  Colony  for 
epilepsy.  Some  five  years  previously 
the  patient  fell  from  a  ladder  and 
received  a  fractured  skull.  Treatment 
did  not  give  complete  relief  from  the 
depression,  adhesions  formed,  and 
there  was  well-marked  epilepsy  to  the 
extent  of  several  seizures  a  day.  He 
trephined  and  lifted  a  portion  of  the 
bone.  The  man  made  a  sufficiently 
good  recovery,  and  was  able  to  drive 
a  delivery  wagon  for  one  of  the 
department  stores  in  this  city  until  at 
the  end  of  a  year,  the  seizures  returned 
so  that  he  had  to  give  up  his  position 
and  finally  went  to  Craig  Colony. 

Dr.  Richard  W.  Westbrook  saw 
the  resected  specimen  of  intestine  when 
exhibited  before  the  Pathological 
Society  a  few  hours  after  the  opera- 
tion. He  made  the  criticism  then  that 
he  thought  it  was  not  an  actually 
gangrenous  bowel,  as  there  seemed  to 
be  some  resiliency  to  it,  and  he  thought 
possibly  it  might  have  been  treated 
by  other  means  than  resection — pos- 
sibly by  a  suture  to  prevent  recurrence 
of  the  intussusception,  or  by  some 
simpler  means — but  he  did  not  know 
at  that  time  that  there  was  any  injury 
to  the  mesentery.  That  was  the  only 
criticism  he  made  of  the  tissue  as  pre- 
sented— that  he  did  not  think  it  could 
be  called  a  gangrenous  bowel;  still 
it  was  not  a  fair  criticism  as  changes 
had  occurred,  although  it  was  only 
two  or  three  hours  after  the  operation 
until  its  presentation.  He  remarked 
to  Dr.  Sherwood  that  the  patient 
would  surely  die,  basing  his  opinion 
on  statistics,  and  he  now  congratulated 
Dr.  Sherwood  most  heartily  on  this 
first  reported  recovery  at  this  early 


120 


G )  X  ECOLOGICAL  SOCIETY. 


age.  The  speaker  said  he  came  near 
getting  a  recovery  in  a  child  of  six 
months  once,  who  had  a  large  intus- 
susception presenting  at  the  anus ;  he 
removed  it  by  the  cautery  without  any 
anesthetic,  also  removing  a  consider- 
able portion  of  the  ileum,  including 
the  appendix,  with  the  colon.  The 
child  lived  four  weeks  and  then  died 
of  gastroenteritis. 

THREE    CASES    OF    FOREIGN  BODY 
IN  THE  INTESTINES. 

A  report  of  these  cases  was  made 


by  Dr.  T.  B.  Spence,  for  which  see 
February  issue. 

Dr.  Walter  A.  Sherwood  did  not 
wish  it  to  be  inferred  that  that  case 
of  epilepsy  was  cured  for  all  time. 
He  simply  presented  it  four  and  a 
half  months  after  operation,  as  a  case 
which  was  relieved  of  symptoms. 

WHEN   SHALL  WE  OPERATE  IN 
CHOLELITHIASIS. 

A  paper  with  the  above  title  was 
read  by  Dr.  William  Linder. 


BROOKLYN  GYNECOLOGICAL  SOCIETY. 


Stated  Meeting,  December  6,  1907. 
The  President,  F.  J.  Shoop,  M.D.,  in  the  Chair. 


POST-OPERATIVE  PNEUMONIA. 

Dr.  A.  M.  Judd  said  that  Novem- 
ber 29th  he  was  called  upon  to  op- 
erate on  a  girl,  20  years  of  age,  for 
double  extra-uterine  gestation. 

The  first  three  days  of  her  con- 
valescence was  as  usual  in  a  simple 
clean  case  of  the  kind.  She  com- 
plained of  a  little  desire  to  cough, 
but  said  she  did  not  cough,  because 
it  hurt  her.  The  temperature  was 
99.40.  He  looked  at  the  wound  the 
next  day,  but  it  was  all  right.  De- 
cember 5th  the  temperature  shot  up, 
and  on  examination  next  morning 
he  found  a  pneumonia  of  the  right 
lobe  of  the  lung  and  small  involve- 
ment of  the  base  of  the  left  lung. 

Dr.  Judd  said  that  his  experience 
with  pneumonia,  post-operative,  had 
been  rather  bad.  He  had  one  de- 
velop last  spring  after  a  clean  hernia, 
and  in  spite  of  all  therapeutics  the 
patient  died,  lie  did  not  think  the 
pneumonias  in  these  cases  are 
caused  by  the  pneumococcus,  al- 
though some  pathologists  state  that 
the  pneumococcus  is  always  found 
in  all  cases  of  pneumonia,  but  he 
rather  thought  these  are  cases  of  strep- 
tococcus or  staphylococcus  pneu- 
monia, and  he  brought  the  point  up 
because  he  wanted  to  know  if  these 
were  cases  that  any  good  could  be 
obtained  by  means  of  opsonins. 

Dr.  George  McNaughton  thought 

it  would  be  a  good  plan  to  pay  very 


careful  attention  to  the  inhaling 
apparatus  in  which  the  anesthetic  is 
given.  Some  of  these  do  not  receive 
proper  care,  and  it  seemed  to  him 
if  he  had  much  experience  in  that 
line,  he  would  attempt  to  go  back 
to  the  old  towel  and  paper  inhaler 
for  a  time.  Another  thing  he 
thought  we  are  apt  to  forget  was 
the  season  of  the  year.  At  this  par- 
ticular season  there  is  a  good  deal 
of  something  in  the  atmosphere, 
there  is  something  that  may  infect 
people  who  are  perfectly  well,  and 
certainly  people  depreciated  in  health 
by  an  operation  are  more  likely  to 
become  infected  than  others,  and  he 
thought  that  ought  to  be  taken  into 
consideration  as  a  cause.  We  see 
more  of  these  cases  in  February  and 
March  in  operative  cases. 

Dr.  Robert  L.  Dickinson  said 
that  the  treatment  of  post-operative 
pneumonia  is  almost  entirely  pre- 
ventive, and  stated  that  perhaps  we 
are  not  always  careful  enough  about 
preventing  chilling  <»t"  the  surface  <»t 
the  patient's  body.  The  heated 
tables  are  mostly  very  cumbrous  de- 
vices, difficull  t<>  control,  readily  get- 
ting out  of  order,  and  requiring  some 
plumbing!  He  presumed  that  the 
simplest  device  is  either  a  bunch  of 
electric  lights  on  the  table,  or  else 
the  Simplex  hot  pad.  which  can  be 
regulated  to  three  different  heats, 
and  which   will  efficient lv   warm  a 
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patient.  He  thought  that  is  alto- 
gether the  least  complicated  of  the 
warming  methods  during  operation. 
However,  the  patient's  own  heat,  if 
conserved,  will  do  a  great  deal  to 
protect  against  exposure.  In  our 
gynecologic  operations,  the  speaker 
said,  each  leg  should  be  wrapped  in 
a  blanket,  and  the  whole  covered 
with  the  operating  drawers.  We 
can  hardly  be  too  particular  about 
this  matter.  We  do  not  teach  our 
nurses  the  grievous  dangers  of  chil- 
ling after  operation.  As  you  step 
into  the  room  after  operation,  you 
find  patients  in  a  cold,  clammy 
sweat,  because  the  nurse  has  not 
changed  the  underclothing. 

Dr.  J.  O.  Polak  said  that  within 
the  last  month  he  had  three  cases  of 
pneumonia  develop  after  operation. 
He  did  not  think  that  one  could 
properly  class  them  as  ether  pneu- 
monias ;  they  seem  to  be  infective 
pneumonias.  The  patients  are  young, 
and  fortunately  are  getting  well. 

He  did  not  see  any  reason  why 
these  patients  four  or  five  days  after 
an  operation  should  develop  pneu- 
monia. These  cases  had  all  been  in 
one  ward,  and  whether  due  to  the 
pneumococcus,  staphylococcus  or 
streptococcus  he  did  not  know.  He 
did  not  see,  even  with  the  precautions 
Dr.  Dickinson  suggested,  and  the  extra 
precautions  we  take,  how  these  cases 
are  to  be  prevented. 

HOSPITAL  GYNECOLOGY. 

A  paper  with  the  above  title  was 
read  by  Dr.  Robert  L.  Dickinson. 

Stated  Meeting,  January  3,  1908. 
The  President,  F.  J.  Shoop,  M.D., 
in  the  Chair. 

NEW  AXIS  TRACTION  FORCEPS. 

Dr.  C.  Jewett,  by  request  of  the 
inventor,  Dr.  Dewees,  presented  an 
axis  traction  forceps.  The  forceps, 
he  said,  aims  to  accomplish  axis 
traction  without  traction  rods.  It 
is  based  on  the  Simpson  model, 
with  some  increase  of  the  pelvic 
curve.  The  instrument,  Dr.  Dewees 
thinks,  accomplishes  all  the  require- 
ments of  axis  traction.  The  pull  is 
made  in  the  axis  of  the  blades, 
which  is  a  pull  in  the  axis  of  the 
canal,  provided  the  operator  keeps 


the  blades  in  the  right  position.  In 
the  traction  rod  forceps  this  is 
effected  automatically.  The  swivel 
joint  permits  normal  rotation,  but 
the  head  obviously  is  not  left  as 
free  to  pursue  the  normal  mechan- 
ism as  with  instruments  of  the 
Tarnier  pattern.  The  instrument,  I 
am  compelled  to  say,  does  not  meet 
all  the  requirements  of  axis  traction 
as  its  principles  are  exemplified  in 
the  Tarnier  model. 

Dr.  R.  L.  Dickinson  believed  that 
the  only  right  test  one  could  make 
is  in  the  actual  using  of  them.  It 
seemed  to  him  that  the  cephalic 
curve  is  a  good  one.  He  had  always 
liked  the  cephalic  curve  of  the 
original  Tarnier,  and  is  not  afraid 
to  bring  the  tips  relatively  near  to- 
gether, and  did  believe  that  the 
rather  exaggerted  cephalic  curve  is 
not  a  bad  thing  in  the  hands  of  a 
man  who  watches  that  he  does  not 
pull  his  forceps  off.  It  seemed  to 
him  to  have  an  excellent  balance. 
Dr.  Jewett's  is  one  of  the  few  in- 
struments that  balances  right.  The 
handles  of  most  axis  traction  for- 
ceps are  excessively  weighty.  The 
whole  instrument  is  unnecessarily 
clumsy.  Moreover,  it  is  possible 
that  that  device  may  do  less  perineal 
damage.  He  thought  the  propor- 
tion of  perineal  tears  with  axis 
traction  forceps,  if  used  throughout 
the  labor,  is  very  large. 

On  the  whole,  the  speaker  said, 
the  members  were  indebted  to  Dr. 
Jewett  for  presenting  the  instru- 
ment, because  his  impression  from 
the  picture  was  not  as  favorable  as 
from  the  handling  of  the  instrument 
itself. 

METALLIC   HEAD   BAND  FOR 
MIRROR. 

Dr.  R.  L.  Dickinson  presented  a 
head  band,  which  he  said  is  the  only 
clean  one.  This  was  brought  to  his 
mind  by  hearing  of  a  laryngologist 
who  acquired  a  chancre  of  the  ear, 
and  it  was  recalled  that  a  dirty  head 
band  might  have  infected  him.  It  is 
aimed  to  fit  the  bumps  of  the  head. 
It  is  sterilizable. 

The  speaker  also  showed  another 
adaption  of  the  same  thing  in  the  way 
of  applying  the  head  band  to  the  lens. 
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The  ordinary  single  lens  magnifier  has 
the  defect,  that  you  can  not  tell  where 
yon  are  touching,  because  you  have 
not  a  bifocal  set  point.  The  only  good 
bifocal  device  is  this,  which  puts  both 
eyes  on  the  spot,  and  by  which  you 
can  see  at  once  that  your  needle  point 
or  probe  is  approaching  the  place. 

VESICAL  IMPLANTATION    OF  CUT 
URETER. 

Dr.  J.  O.  POLAK  stated  that  the  pa- 
tient whose  history  he  reported,  was 
34  years  old,  and  had  a  large  multi- 
locular  intraligamentous  cyst,  which 
carried  the  uterus  up  with  it,  it  was 
a  thin-walled  cyst,  which  it  was  neces- 
sary in  order  to  enucleate,  to  do  a 
hysterectomy.  Aside  from  experienc- 
ing difficulty  with  intestinal  adhesions, 
the  operation  presented  no  particular 
difficulties  until  the  time  came  to  close 
up  the  peritoneum.  Over  on  the  right 
side  of  the  pelvis,  coming  out  from 
the  pelvic  wall,  about  the  location  of 
the  ovarian  vein,  was  noticed  a  large 
cut  vessel,  which  did  not  look  like  a 
vein  nor  an  artery.  On  picking  it  up 
and  following  it,  it  was  found  to  run 
along  the  pelvic  wall  within  an  inch  of 
the  median  line,  showing  itself  dis- 
tinctly to  be  the  right  ureter.  The 
proximal  end  of  the  ureter  could  not 
be  found,  but  this  portion  of  the  ureter 
was  long  enough  to  carry  it  into  the 
bladder.  A  pair  of  dressing  forceps 
were  passed  into  the  bladder,  the 
points  of  the  forceps  were  cut  down 
on,  and  after  splitting  the  end  of  the 
ureter  it  was  grasped  by  the  forceps 
and  drawn  into  the  bladder  and  the 
circumference  of  the  ureter  fastened 
into  the  posterior  right  aspect  of  the 
bladder  with  interrupted  silk  sutures. 
The  pelvis  was  drained  with  a  cigar- 
ette drain,  and  a  permanent  catheter 
Inserted  in  the  bladder.  The  first  24 
hours  urinary  output  was  24  ounces, 
which  ran  up  to  48  ounces  during  the 
first  week,  while  she  had  vesical  drain- 
age. 

At  the  end  of  the  eighth  day, 
through  an  error  of  the  house  sur- 
geon, the  catheter  was  withdrawn  and 
left  "nt  for  a  period  of  24  hours,  dur- 
ing which  lime  the  patient  experienced 
an  immense  amount  of  vesical  tenes- 
mus, wanting  to  urinate1  constantly. 
Following  promptly  Upon  this,  leakage 
w  as    not  iced    through    the  drainage 


wound.  This  urinary  drainage  kept 
up  for  some  days,  though  the  urinary 
output  from  the  bladder  kept  at  over 
20  ounces,  the  abdominal  dressings 
were  more  or  less  soaked.  Dr.  Paul 
Pilcher  twice  cystoscoped  the  bladder, 
and  located  the  position  of  the  im- 
planted ureter,  as  well  as  the  two  other 
ureteral  openings,  and  explained  the 
possibility  in  his  mind,  that  it  must 
have  been  in  drawing  through  the 
ureter,  that  the  speaker  had  robbed 
the  ureter  of  its  circulation,  and  in 
that  way  a  slough  had  taken  place, 
which  caused  the  leakage  of  this  urine. 

This  condition  went  along  until  the 
patient  developed  symptoms  of  pyelo- 
nephritis. The  bladder  was  again  ex- 
amined by  Dr.  Pilcher  and  the  open- 
ing of  ureteral  implantation  found  in- 
tact. A  catheter  was  passed  into  it, 
as  well  as  into  the  other  ureteral  ori- 
fices. The  right  ureteral  opening  al- 
lowed the  catheter  to  pass  in  an  inch 
and  a  quarter  and  then  met  with  an 
obstruction.  Renal  symptoms  de- 
veloped. Ten  days  ago  a  nephrectomy 
was  done  and  the  kidney  found  dif- 
fusely infiltrated  with  acute  miliary 
abscesses. 

The  speaker  stated  that  this  was  the 
fourth  accident  he  had  had  to  ureters. 
The  first  one  he  tied  off  a  ureter  in 
operating  for  an  intraligamentous  cyst, 
with  the  pedicle ;  seven  or  eight  days 
afterward  the  abdomen  distended.  He 
thought  lie  had  an  abdominal  abscess 
and  opened  it,  evacuating  a  quantity 
of  pussy  urine  instead.  The  patient 
menstruated  through  that  opening  un- 
til she  died,  three  years  afterward,  of 
malignant  disease  of  the  liver. 

Another  implantation  resulted  six 
months  later  in  a  kidney  infected.  The 
other  ureter  was  carried  into  the  va- 
gina, but  she  never  submitted  to 
secondary  operation. 

Dr.  C.  JEWETT  did  not  think  ure- 
teral implantation  into  any  other  place 
than  the  bladder  can  escape  ascending 
infection.  The  late  Dr.  Fowler,  how- 
ever, reported  a  case  of  implantation 
into  the  rectum  that  was  supposed  to 
have  lived  a  long  time  without  pyelo- 
nephritis. 

The  trouble  he  had  had  w  ith  implan- 
tation of  the  ureter  into  the  bladder 
is  some  stenosis  at  the  point  of  im- 
plantation, apparently.    He  had  had 
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two  or  three  experiences  with  ureteral 
injuries,  one  in  which  the  ureter  was 
injured  in  removing  a  large  dermoid, 
which  reached  to  the  xyphoid.  In  this 
case  nephrectomy  was  done  later. 

In  another  case  in  a  vaginal  hyste- 
rectomy for  cancer  of  the  cervix,  he 
had  injured  the  right  ureter  with  a 
Dowries'  clamp ;  uretero-vaginal  fis- 
tula followed.  He  opened  the  abdo- 
men with  the  intention  of  implanting 
the  ureter  into  the  bladder,  when  he 
found  hydroureter,  due  to  the  steno- 
sis at  the  vaginal  wall.  He  removed 
the  kidney. 


Dr.  R.  L.  Dickinson  said  that  a 
man  who  has  never  injured  a  ureter 
has  done  a  small  amount  of  operating. 
He  had  not  had  the  misfortune  to 
have  to  do  later  operations.  Two  ure- 
teral damages  that  he  had  done  were 
in  vaginal  hysterectomies,  one  in  a 
fibroid  of  some  size,  and  the  other  in 
a  simple  case,  but  in  an  elderly  woman 
with  a  narrow  vagina.  In  each  of 
these  cases  the  affair  took  care  of  it- 
self. One  lasted  six  months,  the  other 
a  few  weeks,  and  there  were  no  after 
effects  in  either  case. 
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Practical  Fever  Nursing.  By  Ed- 
ward C.  Register,  M.D.,  Professor 
of  the  Practice  of  Medicine  in  the 
North  Carolina  Medical  College. 
Octavo  volume  of  352  pages,  illus- 
trated. Philadelphia  and  London : 
W.  B.  Saunders  Company,  1907. 
This  work  is  designed  to  present 
to  nurses  a  working  text-book  that  will 
completely  cover  the  field  of  practical 
fever  nursing.  It  is  true  that  a  nurse 
must  have  some  knowledge  of  disease, 
and  the  reason  for  the  administration 
of  certain  remedies ;  it  is  true,  too, 
that  she  must  understand  some  of  the 
pathological  processes  in  order  that 
she  may  anticipate  certain  disasters ; 
but  it  is  not  necessary  that  she  should 
be  prepared  for  the  degree  of  medi- 
cine. It  is  one  of  the  difficult  prob- 
lems which  confront  us  in  hospitals, 
that  is,  the  over-trained  nurse.  It  is 
frequently  necessary  after  a  nurse 
leaves  the  hospital  to  instruct  her  how 
to  cook  oatmeal  and  such  things.  It 
seems  to  the  reviewer  that  in  the  pres- 
ent work  too  much  space  has  been 
given  to  pathology,  bacteriology  and 
symptomatology.  The  book,  how- 
ever, is  valuable  to  the  trained  nurse 
who  has  already  had  the  essentials  as 
taught  in  the  more  advanced  hospitals, 
but  it  could  be  made  more  practical 
if  it  appealed  to  the  nurse  who  is  not 
trained  and  who  cannot  comprehend 
some  of  its  teachings.  Aside  from 
these  faults  there  are  many  very  inter- 
esting features,  and  if  we  could  be 
assured  that  our  nurses  would  not  be 
confused  by  the  details  of  the  work, 


the  book  might  be  recommended  as 
a  text-book  in  all  training  schools  for 
nurses. 

Gynecology  and  Abdominal  Surgery. 

Volume  1.  In  two  large  octavos. 
Edited  by  Howard  A.  Kelly,  M.D., 
Professor  of  Gynecologic  Surgery 
at  Johns  Hopkins  University;  and 
Charles  P.  Noble,  M.D.,  Clinical 
Professor  of  Gynecology  at  the 
Woman's  Medical  College,  Phila- 
delphia. Large  octavo  volume  of 
851  pages,  with  405  original  illus- 
trations by  Mr.  Hermann  Becker 
and  Air.  Max  Brodel.  Philadelphia 
and  London :  W.  B.  Saunders 
Company,  1907. 

It  is  hardly  necessary  to  commend  a 
work  which  is  edited  by  Howard  A. 
Kelly,  of  Baltimore,  and  Charles  P. 
Noble,  of  Philadelphia.  It  may  be  in 
place,  however,  to  remark  upon  the 
enthusiasm  with  which  these  authors 
present  their  subject.  They  style  the 
g'eneral  surgeons  their  competitors 
and  generous  critics,  and  say  that  as 
such  they  will  not  deny  that  the  great 
advances  made  in  the  gynecological 
field  have  constituted  "the  very  back- 
bone and  marrow  of  the  abdominal 
surgery  of  to-day,"  and  would  lead 
us  to  believe  that  the  real  scope  of 
abdominal  surgery  was  not  discovered 
until  the  gynecologist  entered  upon  it. 
However,  this  is  not  true,  for  it  was, 
in  fact,  the  abdominal  surgeon  who 
first  discovered  that  the  intra-abdo- 
minal lesions  in  women  could  be  best 
corrected  by  surgical  means,  and 
gynecology  has  rather  developed  upon 
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the  heels  of  abdominal  surgery.  There 
are  many  important  chapters  which 
should  be  especially  noted,  but  whose 
usefulness  cannot  be  presented  unless 
the  text  is  read  thoroughly.  The  first 
volume  treats  almost  entirely  of 
strictly  gynecological  surgery  and  in- 
cludes, as  well,  a  chapter  on  medical 
gynecology.  The  illustrations  have 
been  done  by  Hermann  Becker  and 
Max  Brodel,  and  their  beauty  and 
exactness  are  unsurpassed  in  any  other 
publication.  Three  of  the  contribu- 
tors have  died  during-  the  publication 
of  the  work:  Drs.  A.  J.  C.  Skene,  Wil- 
liam R.  Pryor,  Fernand  Henrotin. 
The  work  is  a  niasterpiece,  and  the 
edition  of  the  second  volume  will  be 
looked  for  with  interest. 

Diseases  of  the  Stomach.     By  Dr. 

I.  Boas,  Specialist  in  Gastro-enteric 
Diseases  in  Berlin,  Germany.  The 
Sole  Authorized  English-American 
Edition  from  the  Latest  German 
Edition.  By  Albert  Bernheim, 
M.D.  (Freiburg,  Germany),  As- 
sistant to  the  late  Dr.  D.  D.  Stewart 
at  the  Philadelphia  Polyclinic  Hos- 
pital and  Post-graduate  School,  as 
Instructor  in  the  Department  of 
Diseases  of  the  Stomach  and  Intes- 
tines, etc.  Appropriately  Illus- 
trated with  Five  Full-page  Plates 
and  Sixty-five  Engravings  in  the 
Text.  730  Royal  Octavo  Pages. 
Sold  only  by  Subscription.  F.  A. 
Davis  Company,  Publishers,  19 14- 
16  Cherry  Street,  Philadelphia,  Pa., 
1907. 

Dr.  Boas  has  been  widely  known  as 
a  -1  ecialist  in  diseases  of  the  stomach, 
and  although  the  American  gastrolo- 
gists  cannot  always  agree  with  the 
methods  of  diagnosis  which  are  pur- 
sued by  the  author,  and  although 
many  of  his  theories,  in  the  hands  of 
others,  have  not  proven  satisfactory, 
-till  the  extent  of  his  researches  and 
the  results  of  his  experience  are  such 
as  to  justify  the  translation  of  the 
fifth  German  edition  of  his  work.  ITis 

h  ok  considers  chiefly  the  methods 
and  results  of  investigation  which  are 
in  direct  and  immediate  connection 
with  the  diagnosis  and  treatment  of 
the  diseases  of  the  stomach  ;  much  less 

attention  C  given  to  the  pathology  of 


the  stomach,   which  is  unfortunate. 
His  aim  has  been  to  present  as  few 
hypotheses  as  possible,  and  to  make 
the  book  as  practical,  comprehensive 
and  simple  as  may  be.    Although  it 
is  claimed  that  the  work  is  useful  to 
the  specialist,  still  it  will  be  found 
more  useful  to  the  man  who  is  doing 
general   practice,   and   it   should  be 
especially  recommended  to  such. 
Diseases    of    Infancy    and  Child- 
hood.    1  neir  Dietetic,  Hygienic, 
and  Medical  Treatment.    A  Text- 
book designed  for  Practitioners  and 
Students  in  Medicine.     By  Louis 
Fischer,  M.D.,  Visiting  Physician 
to  the  Willard  Parker  and  River- 
side Hospitals,  of  New  York  City ; 
former  Instructor  in  Diseases  of 
Children  at  the  New  York  Post- 
Graduate  Medical  School  and  Hos- 
pital, etc.,  etc. ;  Fellow  of  the  Xew 
York  Academy  of  Medicine.  With 
303  Text  Illustrations,  several  in 
Colors,  and  Twenty-seven  Full-page 
Half-tone  and  Color  Plates.  979 
Royal  Octavo  Pages.    Sold  only  by 
subscription.  F.  A.  Davis  Company, 
Publishers,  1914-16  Cherry  Street, 
Philadelphia,  Pa. 

This  somewhat  pretentious  volume 
in  a  field  already  fairly  well  covered 
is  attractive  in  appearance  and  con- 
tains a  vast  amount  of  information 
on  a  variety  of  subjects  connected 
with  infancy  and  childhood.  The 
author  has  evidently  aimed  at  pro- 
ducing a  complete  text-book,  and  has 
succeeded  fairly  well  in  accomplishing 
this  aim.  His  descriptions  of  the 
various  diseases  are  usually  full  and 
clear.  At  times  he  is  lacking  in  con- 
tinuity, and  this  is  confusing. 

The  author  has  collected  a  great 
Heal  of  information  on  milk  from 
various  sources,  giving  the  source  of 
quotations  in  some  cases,  and  in 
others  he  lias  not  indicated  that  it  is 
quoted.  It  is  difficult  to  tell  in  such 
cases  what  is  the  author's  and  what 
is  someone's  else.  This  leads  the 
author  to.  apparently,  contradict  him- 
self in  different  parts  of  the  book. 
It  is  difficult  to  see  what  reason 
prompted  certain  quotations.  The 
book  is  well  written  and  deserves  care- 
ful study. 
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THE  subject  assigned  me  is  the 
"Surgery  of  the  Thyroid 
Gland,"  but  the  goiter  question 
is  too  large  to  admit  of  complete  dis- 
cussion in  the  limits  of  a  single  paper, 
and  I  shall  confine  myself  chiefly  to 
some  difficulties  in  diagnosis  and  in 
surgical  treatment.  I  have  chosen 
these  topics  as  of  equal  interest  and 
importance  to  both  physicians  and  sur- 
geons, with  the  probability  that  the 
physicians  form  a  large  majority  at 
this  meeting.  My  excuse  for  again 
bringing  this  subject  before  the  medi- 
cal fraternity  of  New  York  State  is 
the  belief  that  the  full  importance  of 
various  forms  of  thyroid  enlargement 
as  causes  of  ill  health  is  still  unrecog- 
nized. Recently  I  have  seen  from' 
three  to  five  of  these  patients  a  week, 
most  of  whom  have  suffered  for  years, 
and  only  just  learned  that  relief  is 
possible  and  many  of  whom  have  been 
advised  against  operation  by  physi- 
cians of  high  standing.  Within  the 
limits  of  greater  New  York  are  un- 
doubtedly thousands  who  do  not  know 
that  thyroid  surgery  may  offer  a  per- 
manent and  safe  relief  for  their  dis- 
comforts, and  who  would  gladly  avail 

*Read  at  the  annual  meeting  of  the  Second 
District  Branch,  Medical  Society  of  the  State  of 
New  York,  held  at  Brooklyn,  September  28,  1907. 


themselves  of  such  relief  if  they  knew 
it  were  possible.  Enough  has  been 
said  and  written  in  recent  months  so 
that  the  neck  is  inspected  more  fre- 
quently than  formerly  for  tumors,  and 
everyone  is  familiar  with  the  usual 
manifestation  of  thyroid  enlargement, 
whether  accompanied  with  exopth- 
thalmic  symptoms  or  not.  Diagnosis 
in  the  typical  case  of  any  disease  is 
easy,  but  unfortunately  few  cases  are 
typical.  Absence  of  one  or  more 
classical  symptoms  or  an  unusual  form 
of  occurrence  of  a  very  common  symp- 
tom may  be  misleading.  I  shall  at- 
tempt to  give  you  an  account  of  some 
goiter  cases  offering  such  difficulties 
in  diagnosis,  and  tell  you  of  a  few  sur- 
gical difficulties  which  have  come, 
chiefly  from  delay  and  the  use  of 
improper  medical  measure. 

Simple  goiter  and  the  various  thy- 
roid tumors  make  up  fully  three- 
fourths  of  the  goiters  that  come  to 
my  notice.  They  would  seem  to  pre- 
sent few  possible  difficulties  in  diag- 
nosis, yet  several  patients  have  come 
under  my  care,  in  which  the  goiter  as 
the  real  cause  of  discomfort  had  been 
overlooked  for  years.  Aside  from  pos- 
sible disfigurement  of  the  growth,  dif- 
ficulty in  deglutition  and  respiration 
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are  usually  the  symptoms  complained 
of  by  the  majority  of  these  patients. 
W  hen  a  good  sized  tumor  causes 
marked  enlargement  of  the  neck  the 
diagnosis  is  easy,  but  increase  in  the 
size  of  the  neck  is  not  always  great 
or  noticeable.  W  ithout  careful  exam- 
ination of  the  neck,  many  of  these 
cases  are  passed  over  to  those  con- 
venient dumping  grounds  for  obscure 
cases;  hysteria  and  neurasthenia.  It 
is  true  that  the  hysterical  patient  often 
complains  of  a  lump  in  the  throat,  but 
I  would  caution  you  about  classing  all 
nervous  women  as  hysterical  because 
they  give  a  history  of  what  might  pass 
for  "globus  hystericus."  Sometimes 
the  lump  is  a  real  one  and  the  difficulty 
in  swallowing,  as  well  as  much  ner- 
vousness, will  clear  up  on  its  removal. 
I  have  in  mind  the  case  of  an  ex- 
tremely nervous  woman,  over  fifty 
years  of  age,  who  had  been  so  troubled 
with  difficulty  in  swallowing  that  for 
seven  years  she  had  eaten  no  meat. 
On  several  occasions  she  had  choked 
so  violently  while  eating,  that  her 
friends  quite  expected  her  to  die  in 
such  an  attack.  Because  of  her  re- 
stricted diet,  no  doubt,  she  became 
very  anaemic ;  hemoglobin  30  per  cent, 
and  red  corpuscles  2,500,000.  She  is 
a  woman  of  wealth,  and  passed 
through  the  hands  of  several  metro- 
politan internists  without  the  impor- 
tance of  goiter  being  recognized,  or 
operation  for  removal  being  even  sug- 
gested. One  of  my  colleagues  made  the 
diagnosis ;  put  the  patient  at  absolute 
rest  in  the  open  air,  and  forced  her 
feeding  with  milk,  raw  eggs,  and  iron 
until  her  hemoglobin  reached  55  per 
cent. ;  then  referred  her  for  operation. 
She  has  swallowed  solid  food  with 
perfect  comfort  since  the  third  day 
following  operation,  was  out  in  a 
wheel  chair  on  the  fifth  day,  and  still 
continues  to  gain  in  health  and  weight, 
over  four  months  later.  This  is  but 
one  of  several  similar  cases,  though 
the  distressing  symptoms  were  of 
longer  duration  than  in  any  of  my  ser- 
ies. As  I  relate  the  extreme  striking 
symptoms,  it  may  seem  that  no  one 
should  fail  to  make  a  diagnosis,  yet 
for  one  not  accustomed  to  see  such 


cases  the  diagnosis  was  not  easy. 
W  hen  1  point  out  the  difficulty  I  feel 
sure  that  none  of  you  will  fail  to 
recognize  the  first  similar  case  that 
comes  to  your  notice.  The  tumor  was 
not  large;  when  a  high  collar  was 
worn  the  swelling  was  hardly  notice- 
able, but  it  grew  down  behind  the  clav- 
icle into  the  aperture  of  the  thorax. 
It  was  what  Kocher  classes  an  intra- 
thoracic goiter.  Considering  the  small 
size  of  the  upper  aperture  of  the 
thorax  and  its  rigid  bony  boundaries, 
you  can  readily  see  that  but  a  small 
growth  is  needed  to  cause  great  diffi- 
culty in  swallowing  or  breathing. 
Kocher  has  emphasized  the  danger  of 
this  form  oi  goiter  and  advised  early 
excision  in  all  such  cases.  The  won- 
der often  is  that  patients  manage  to 
live  at  all  in  such  a  condition.  So 
large  a  part  of  the  growth  is  situated 
low  in  the  neck  that  the  diagnosis 
is  sometimes  obscure  indeed,  and  even 
after  experience  in  fifteen  cases  in  the 
removal  of  such  growths,  I  am  nearly 
always  surprised,  at  the  operation,  to 
see  the  size  of  the  tumor  and  the  depth 
to  which  it  extends  into  the  thorax.  I 
cannot  too  strongly  urge  the  danger 
of  overlooking  these  cases  of  intra- 
thoracic goiter.  In  examination  of 
such  a  growth,  pressure  over  the 
tumor  sometimes  causes  difficulty  in 
swallowing,  but  usually  this  is  not 
great.  The  obstruction  is  often  seen 
more  clearly  when  the  patient  at- 
tempts to  swallow  without  pressure 
over  the  tumor.  The  upper  aperture 
.of  the  thorax  is  the  small  end  of  the 
truncated  conical  cavity  of  the  thorax, 
and  the  goiter,  a  large  part  of  which 
is  within  the  aperture,  acts  like  a  ball 
valve  when  the  larynx,  trachea  and 
esophagus  move  upward  in  the  act  of 
deglutition.  By  no  means  all  cases 
of  difficulty  in  swallowing  or  breath- 
ing are  caused  by  goiters.  Indeed  a 
relatively  few  are  From  this  cause,  but 
it  should  always  be  kept  in  mind  in 
the  examination  of  a  patient  suffering' 
from,  such  trouble. 

Another  class  of  cases  in  which 
the  diagnosis  may  be  difficult  is 
those  in  which  the  growth  interferes 
with  circulation  and  possibly  With 
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the  sympathetic  nervous  system 
from  pressure  in  the  neck.  I  have 
in  mind  a  number  of  cases  in  which 
patients  were  troubled  with  local- 
ized areas  of  sweating  similar  to 
those  sometimes  seen  with  aneurysm 
in  the  neck.  Also  a  case  of  peculiar 
herpetic  eruption  which  cleared  up 
after  thyroidectomy,  in  which  the 
trouble  probably  came  from  pres- 
sure on  trophic  nerves. 

Interference  with  circulation  of 
the  brain  was  probably  the  cause  of 
one  case  of  "petit  mal"  which  came 
to  my  observation  with  a  goiter. 
The  patient  had  been  examined  and 
treated  by  several  nerve  specialists, 
had  tried  the  rest  cure,  a  change  of 
climate,  and  the  usual  dosing  with 
bromides.  She  was  referred  to  me 
by  a  young  practitioner  in  a  neigh- 
boring city,  to  whom  the  idea  of 
interference  with  circulation  by 
pressure  of  goiter  occurred  as  a  pos- 
sible explanation  of  the  epileptic 
attacks.  This  seems  to  me  likely, 
although  it  would  not  be  fair  to 
claim  a  permanent  cure  until  a  longer 
time  has  elapsed  since  the  operation. 

The  amount  of  obstruction  that 
may  be  caused  by  a  relatively  small 
goiter  is  sometimes  surprising.  In 
another  of  my  cases  I  found  a  car- 
tilaginous nodule  as  large  as  a  wal- 
nut, embedded  in  the  enlarged 
thyroid,  making  pressure  on  the 
deeper  structures  of  the  neck.  It 
was  so  covered  by  the  soft  gland 
tissue  in  front  that  it  was  impos- 
sible to  detect  it  before  the  opera- 
tion. In  still  another  case  I  found 
the  trachea  almost  surrounded  by  a 
collar  of  thyroid  tissue,  which  at 
times  had  caused  severe  symptoms 
of  obstruction. 

Quite  a  different  class  of  diffi- 
culties in  diagnosis  is  presented  by 
those  cases  in  which  the  symptoms 
might  perhaps  be  attributed  to  tox- 
emia from  over-secretion  of  the 
thyroid  gland.  These  cases  usually 
belong  in  the  group  of  exophthalmic 
goiters,  although  some  of  the  typical 
symptoms  are  frequently  lacking. 
Most  of  you  are  familiar  with  the 
severe  and  intractible  diarrhoea  that 


sometimes  occurs  in  such  cases,  yet 
the  real  cause  of  the  diarrhoea  is 
often  overlooked.  You  are  also 
familiar  with  the  severe  bronchial 
irritations  which  sometimes  occur  in 
these  cases.  Often,  too,  because  of 
extreme  nervousness  such  patients 
are  again  classed  as  neurasthenic  or 
as  hysterical.  If  a  careful  examina- 
tion is  made,  slight  enlargement  of 
the  thyroid  will  be  found,  together 
with  rapid  pulse  and  possibly  some 
of  the  eye  symptoms  characteristic 
of  Graves  disease. 

In  this  group  of  toxemic  cases 
probably  belong  those  in  whom 
mental  symptoms  are  a  prominent 
feature  of  the  disease.  Patients  suf- 
fering from  exophthalmic  goiter  not 
infrequently  become  insane,  and 
several  such  unfortunates  are  to  be 
found  in  all  of  our  State  hospitals. 
I  recently  removed  a  good  sized 
goiter  from  the  neck  of  a  woman 
who  had  had  several  attacks  of  acute 
mania.  Her  friends  had  been  ad- 
vised to  take  her  to  an  insane 
asylum,  but  as  a  last  resort  they 
brought  her  to  the  surgeon  instead. 
As  in  the  case  of  epilepsy,  which  I 
mentioned,  too  short  a  time  has 
elapsed  to  make  positive  statements, 
but  the  patient  made  a  good  recov- 
ery from  the  operation,  and  is  ap- 
parently slowly  improving.  As  an 
experiment  she  was  given  moderate 
doses  of  thyroid  extract  a  few  weeks 
after  her  recovery  from  the  thyroid- 
ectomy, and  this  promptly  caused  a 
recurrence  of  acute  mania,  exactly 
similar  to  the  attacks  from  which 
she  had  suffered  before  the  opera- 
tion. The  effects  of  thyroid  toxemia 
are  always  pronounced,  often  caus- 
ing severe  symptoms,  and  further 
experience  may  show  us  that  it  is 
of  greater  importance  in  the  causa- 
tion of  many  obscure  nervous  and 
mental  affections  than  is  now  sup- 
posed. 

In  exophthalmic  goiter  the  diag- 
nosis is  often  obscured  by  the  fact 
that  one  or  more  of  the  character- 
istic symptoms  are  absent.  In  my 
experience  ocular  symptoms  are 
most    frequently    absent.     I  have 
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seen  several  cases  with  great  ner- 
vousness, marked  tremor  and  pro- 
nounced tachycardia  without  any 
eye  symptoms  whatever.  In  a  re- 
cent case  the  patient  had  very 
marked  ptosis  instead  of  exophthal- 
mos. She  had  been  under  the  care 
of  nerve  specialists  for  several  years, 
but  the  real  cause  of  her  trouble 
had  been  overlooked.  Senator  of 
Berlin  has  recently  reported  a  simi- 
lar case.  On  removal  of  the  thyroid 
I  found  the  glandular  tissue  almost 
entirely  displaced  by  an  encapulated 
tumor  which  was  surrounded  by  a 
thin  shell  of  thyroid  tissue.  Next 
to  the  eye  symptoms  I  have  found 
tremor  most  frequently  absent. 
Many  patients,  particularly  in  the 
early  stage  of  the  disease,  are  what 
is  ordinarily  termed  nervous ;  they 
are  restless,  fidgety,  easily  excited, 
often  poor  sleepers,  but  when  you 
ask  them  to  forcibly  extend  their 
ringers  they  are  quite  steady  and 
able  to  do  so  with  less  tremor  than 
some  overworked  persons  in  ordin- 
ary health.  Enlargement  of  the 
thyroid  and  increased  frequency  of 
the  heart  beats  are  seldom  entirely 
lacking,  though  the  pulse  rate  may 
be  hardly  rapid  enough  to  call 
tachycardia.  The  thyroid  gland  is 
often  apparently  only  slightly  en- 
larged, but  as  Mayo  has  pointed 
out,  the  enlargement  at  the  opera- 
tion proves  to  be  much  greater  than 
was  apparent. 

I  have  not  intentionally  over- 
estimated the  frequency  and  im- 
portance of  goiter,  and  I  believe  that 
if  all  of  you  will  make  a  careful 
routine  examination  of  the  throat,  it 
will  clear  up  many  otherwise  ob- 
scure cases  for  you. 

Passing  to  the  consideration  of 
the  difficulties  in  the  surgical  treat- 
ment of  certain  cases  of  goiter,  I 
would  emphasize  the  fact  that  the 
essential  difficulties  and  dangers  of 
partial  thyroidectomy  have  in  the 
past  been  much  overestimated.  You 
know  of  Kocher's  series  of  over 
six  hundred  consecutive  operations 
with  only  one  death;  a  record  of 
safety  that  can  be  equalled  by  few, 


if  any,  major  operations.  Such  a 
series  of  cases  always  includes  some 
in  which  there  are  special  difficulties 
and  dangers.  In  my  own  experience 
I  have  lost  none  from  thyroidectomy 
for  simple  goiter  or  thyroid  tumor, 
and  only  one  exophthalamic  goiter, 
although  some  of  the  patients  were 
apparently  in  desperate  condition 
before  the  operation. 

Thyroid  excision  requires  great 
care,  especially  in  the  manipulation 
of  the  friable  capsule,  thin  walled 
large  veins,  and  in  control  of  the 
arterial  blood  supply.  The  thyroid 
gland  when  enlarged  is  in  relation 
with  practically  all  of  the  important 
structures  of  the  neck,  and  a  thor- 
ough knowledge  of  anatomy  is  in- 
dispensable. 

The  difficulties  arising  from  the 
friability  of  the  gland  and  the  deli- 
cacy of  the  veins  can  be  met  only 
by  painstaking  care  in  dissection 
and  handling.  The  complicated  an- 
atomy of  the  neck  is  not  an  im- 
portant difficulty  when  one  is 
thoroughly  familiar  with  it.  The 
difficulty  with  the  recurrent  laryn- 
geal nerve,  which  we  must  avoid  if 
we  would  spare  our  patients  par- 
alysis of  the  vocal  chords  and  per- 
manent hoarseness,  is  readily  avoided 
by  separating  off  the  posterior 
capsule  of  the  gland  in  the  neigh- 
borhood of  the  nerve,  as  suggested 
several  years  ago  by  Kocher  and 
recently  emphasized  by  Chas.  Mayo. 
The  difficulties  from  hemorrhage 
may  be  prevented  by  making  the 
main  arteries,  the  superior  and  in- 
ferior thyroids,  the  primary  objec- 
tive points  in  our  operation.  The 
difficulties  and  dangers  of  general 
anesthesia  in  these  cases  was  early 
impressed  upon  me  by  witnessing 
the  death  of  a  healthy  young  woman 
in  a  German  clinic  before  even  the 
skin  incision  was  made:  this  diffi- 
culty, too,  may  be  readily  obviated 
in  the  great  majority  of  cases,  for 
local  anesthesia  is  simple  and  satis- 
factory. Under  local  anesthesia  we 
do  not  hesitate  to  devote  all  the 
time  necessary  for  careful  manipula- 
tion and  dissection  of  all  important 
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structures.  The  importance  of  the 
use  of  local  anesthesia  has  been 
urged  by  several  surgeons  of  large 
experience  in  goiter  operations,  and 
without  question  those  who  use  it 
as  a  routine  can  show  a  lower  death 
rate  than  those  who  employ  general 
anesthesia.  With  a  single  exception, 
a  woman  with  pronounced  mental 
symptoms,  I  have  used  local  anes- 
thesia in  my  entire  series  of  cases. 
Failure  in  the  management  of  local 
anesthesia  and  other  operative  diffi- 
culties come  to  a  considerable  extent 
from  lack  of  experience  and  imper- 
fect acquaintance  with  the  best 
methods.  Any  one  who  has  aspira- 
tions to  do  this  particular  kind  of 
operating  should  certainly  take  an 
early  opportunity  of  visiting  Kocher's 
clinic,  or  if  that  is  impossible,  some 
clinic  where  his  methods  are  used. 
It  will  do  much  to  clear  up  his  opera- 
tive difficulties  and  reduce  his  mor- 
tality. In  my  opinion  no  surgeon  is 
dealing  fairly  with  his  patient  if  un- 
willing or  unable  to  equip  himself  by 
thorough  training  and  wide  observa- 
tion to  do  the  best  that  lies  in  him. 
Surgery  still  suffers  from  the  blun- 
ders of  imperfectly  trained,  inex- 
perienced but  daring  experimenters. 
But  it  is  not  my  purpose  to  discuss 
with  you  at  length  the  more  usual 
difficulties  of  surgical  treatment.  I 
wish,  rather,  to  call  to  your  atten- 
tion the  conditions  for  which  the 
general  practitioner  is  responsible, 
who  always  sees  the  patient  first. 
Many  of  the  difficulties  in  the  treat- 
ment of  goiter  are  dependent  upon 
delayed  or  incorrect  diagnosis.  De- 
lay gives  increase  in  size  and,  while 
it  does  not  by  any  means  follow 
that  the  larger  the  goiter  the  more 
difficult  its  removal,  it  is  certain 
that  the  blood  supply  of  such  a 
growth  is  more  abundant ;  there  is 
less  room  for  manipulation  during 
removal  without  shutting  off  respir- 
ation, and  the  main  vessels  of  the 
neck  may  be  displaced.  Delay  is 
particularly  responsible  for  the 
special  difficulties  in  the  removal  of 
intrathoracic  goiter,  the  importance 
of  which  I  have  mentioned.  Pri- 


marily all  goiters  are  located  in  the 
neck  alone,  and  only  when  they  are 
allowed  to  grow  for  a  long  time  do 
they  invade  the  thorax.  You  can 
understand  the  increased  danger  in 
the  removal  of  a  growth  situated 
below  and  behind  the  clavicle  and 
sternum.  The  difficulty  of  freeing 
such  a  growth  from  its  attachments 
without  injury  to  the  pleura  or  the 
great  blood  vessels  is  sufficiently 
apparent.  Kocher  has  devised  a 
large  scoop,  which  he  uses  in  such 
cases,  but  personally  I  prefer  to  use 
one  or  more  fingers.  With  the 
fingers  it  is  possible  to  determine 
when  one  is  in  the  neighborhood  of 
the  large  arterial  and  venous  trunks, 
and  dangerous  force  is  avoided.  It 
has  been  my  ill  fortune  to  encounter 
a  proportionately  large  number  of 
these  intrathoracic  growths,  yet  no 
serious  trouble  has  ever  arisen,  but 
the  delivery  of  several  of  them  from 
their  bed  within  the  upper  part  of 
the  thorax  has  cost  me  over  an 
hour  of  very  trying  work.  This  dif- 
ficulty will  be  entirely  avoided  when 
goiters  are  referred  for  surgical 
treatment  before  they  have  grown 
downward  and  reached  such  size. 

Another  class  of  difficulties  comes 
from  improper  application  of  medi- 
cal treatment.  If  you  intend  ever  to 
refer  your  patient  for  surgical  treat- 
ment, in  case  medical  treatment 
fails,  I  beg  of  you  for  the  sake  of 
the  surgeon  who  is  to  operate,  not 
to  puncture  the  goiter  with  the  elec- 
tric needle ;  or  with  a  trocar  to 
withdraw  the  fluid  of  a  cyst;  or  in- 
ject iodine.  The  adhesions  result- 
ing from  such  treatment  are  so 
dense  and  extensive  that  the  diffi- 
culties of  an  ordinary  operation  are 
multiplied  tenfold.  From  the  con- 
siderable number  of  patients  who 
have  undergone  such  treatment 
without  any  appreciable  benefit,  I 
judge  that  it  has  little  if  any  value, 
and  it  certainly  adds  greatly  to  the 
difficulties  and  dangers  of  surgery, 
if  that  is  to  be  resorted  to  later. 
Patients  have  also  been  referred  to 
me  whose  necks  were  badly  burned 
by  the  X-ray  and  by  the  use  of  elec- 
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tricity.  These  forms  of  treatment, 
as  well  as  massage,  form  adhesions 
and  add  much  to  the  difficulties  of 
operation.  Delay  in  referring  pa- 
tients for  operation  is  responsible 
for  some  of  the  bad  results  reported, 
no  doubt,  even  where  the  growth 
has  not  been  so  large  as  to  displace 
the  relations  of  important  blood 
vessels  or  to  extend  into  the  thorax. 
In  few,  if  any,  cases  of  long  standing 
are  general  symptoms  absent.  The 
strength  of  the  heart  muscle,  the 
vascular  tone,  steadiness  of  the 
nervous  system  is  impaired  even  in 
simple  goiters  or  tumors.  I  am 
more  and  more  impressed  with  this. 
When  swallowing  is  so  interfered 
with  that  no  solid  food  is  taken  for 
several  years,  the  patient's  strength 
and  nutrition  suffers  decidedly,  and 
they  are  in  a  bad  condition  for  any 
operation. 

As  has  been  frequently  emphasized 
by  Kocher,  Mayo  and  others,  the  dan- 
gers of  operation  in  exophthalmic 
goiter  are  always  greatly  increased  if 
the  patient  is  allowed  to  go  on  to  an 
extreme  condition.  Even  in  such 
cases,  operation  in  the  hands  of  care- 
ful men  has,  I  believe,  given  a  greater 
proportion  of  cures  and  a  lower  death 
rate  than  any  other  form  of  treatment. 
Although  the  serum  of  treatment  of 
Drs.  Beebe  and  Rogers  has  apparently 
given  successful  results  in  a  number 
of  cases,  Rogers  reports  a  very  consid- 
erable percentage  of  deaths,  and  no 
improvement  in  several.  If  any  of  the 
patients  referred  to  him  for  serum  are 
in  more  unfavorable  condition  than 
many  who  are  referred  for  surgical 
relief,  I  feel  sorry  for  them  and  for 
him.  As  with  cancer  and  tuberculo- 
sis, many  specifics  have  been  discov- 
ered for  goiter.  Several  dozen  se- 
rums have  been  introduced,  and  had 
their  series  of  wonderful  cures  since 
Kocher  put  the  surgical  treatment  of 
goiter  on  a  sound  basis  over  fifteen 
years  ago.  But  none  of  them  have 
stood  the  test  of  time.  Let  us  hope 
that  the  real  specific  has  been  found, 
for  surgery  is  not  a  pleasant  alterna- 
tive, and  you  or  I,  or  our  imme- 
diate friends,  may  be  the  next  to  need 


surgery.  By  careful  study  of  the 
blood  in  these  cases,  building  up  by 
dietatic  and  hygiene  measures  and  by 
preliminary  litigation  of  one  or  more 
arteries  under  local  anesthesia  in  the 
more  desperate  cases,  I  believe  that 
operative  difficulties  can  be  success- 
fully overcome.  With  more  prompt 
diagnosis  and  patients  referred  early 
for  operation,  many  of  the  dangers 
will  entirely  disappear.  But  suppose 
we  leave  out  of  account  entirely  the 
surgical  treatment  of  exophthalmic 
goiter.  More  than  two-thirds  of  the 
goiters  that  come  to  my  notice  are  not 
exophthalmic.  In  the  effects  they  pro- 
duce they  are  tumors,  whether  hyper- 
trophies of  the  gland,  as  in  simple  goi- 
ter, or  cysts,  adenomas,  enchondromas, 
or  carcinomas.  Is  it  logical  that  so 
many  of  these  tumors  should  be  left  to 
distress  people  for  years  while  the  re- 
moval of  tumors  in  other  parts  of  the 
body  is  the  rule  ?  What  do  you  advise 
your  patient  to  do  with  an  ovarian 
cyst  or  a  breast  cancer?  The  goiters 
that  come  to  me,  most  of  them  are 
causing  far  more  trouble  than  tumors 
of  other  parts  of  the  body  which  I  am 
called  upon  to  excise,  for  they  are  lo- 
cated in  the  neighborhood  of  more  im- 
portant structures  and  their  average 
size  is  quite  as  great. 

In  closing,  I  repeat  the  statement 
which  I  have  made  several  times  in 
the  hearing  of  some  present:  that  I 
have  never  had  as  great  satisfaction 
from  operations  for  any  condition. 
My  goiter  patients  as  a  class  feel  that 
more  relief  has  been  given  them,  they 
are  more  grateful,  they  continue  more 
grateful,  and  send  more  other  patients 
for  treatment  than  any  other  class  of 
cases.  Make  the  correct  diagosis  first 
if  possible.  Try  whatever  harmless 
medical  measures  you  wish.  I  think 
they  should  always  be  tried  first.  Try 
as  many  specifics  as  you  please,  and 
for  any  reasonable  time,  but  when 
your  patient  fails  to  get  any  permanent 
relief,  as  they  usually  do,  I  cannot  feel 
that  you  have  done  your  full  duty  un- 
til you  have  at  least  suggested  the  pos- 
sibilities of  surgery,  before  its  difficul- 
ties become  too  great. 
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TEXT  books  on  practice  in  treat-* 
ing  of  particular  diseases  usu- 
ally describe  a  form  of  the  dis- 
td.be  which  is  prevalent  at  the  time  and 
most  familiar  to  the  writer.  This  is 
called  a  typical  case.  If  disease  al- 
ways followed  the  type  of  the  text 
books,  mistakes  in  diagnosis  would  be 
much  rarer  than  at  present.  We 
should  not  see  typhoid  fever  treated 
as  a  malarial  infection  because  the 
temperature  curve  was  irregular  and 
entirely  atypical.  The  fact  is  that 
types  of  disease  vary  from  year  to 
year  as  influenced  by  environment  and 
from  case  to  case  according  to  the 
index  of  individual  immunity. 

Perfectly  typical  and  unmistakable 
cases  of  appendicitis  are  common 
enough.  Even  atypical  cases  are  not 
so  difficult  to  recognize.  The  real 
difficulty  in  the  atypical  cases  is  not 
the  diagnosis  so  much  as  the  progno- 
sis. It  does  not  make  a  very  great 
difference  to  the  patient  if  his  physi- 
cian treats  him  for  malarial  fever 
for  a  few  days  when  he  is,  in  fact, 
suffering  from  typhoid  fever.  It 
makes  the  greatest  difference,  how- 
ever, if  a  patient  is  treated  for  appen- 
dicitis by  his  family  physician  on  the 
theory  that  most  cases  of  the  disease 
get  well  without  operation,  if  the  re- 
sult proves  him  mistaken  because  of 
the  deceptive  nature  of  the  symptoms. 
What  are  the  results  which  we  may 
expect  to  follow  in  the  train  of  a 
mistaken  prognosis  of  this  character? 
We  quote  a  recent  writer  as  fol- 
lows: (i)  Appendicular  abscess.  (2) 
Appendicitis  giving  rise  to  a  distinct 
tumor  with  evidences  of  suppuration 
and  cellulitis.  (3)  Gangrenous  and 
perforative  appendicitis.  (4)  Appen- 
dicitis which  has  extended  its  infec- 
tion to  surrounding  structures.  (5) 
Cases  of  diffuse  peritonitis.  (6) 
Cases  with  evidence  of  metastatic  in- 
fection. Any  one  of  these  conditions 
is  a  pretty  heavy  price  to  pay  for  an 
error  in  diagnosis  or  prognosis. 


It  is  the  patient,  however,  who  has 
to  pay  for  the  doctor's  cheerful  op- 
timism. The  writer  does  not  suppose 
that  there  are  many  practitioners  of 
sufficient  hardihood  or  recklessness 
who  would  fail  to  advise  immediate 
operation  in  a  so-called  classical  case 
of  appendicitis  in  which  the  pain  was 
severe,  the  tenderness  extreme,  the 
muscular  spasm  unmistakable,  with 
vomiting  and  constipation.  These 
are  not  now  the  really  dangerous 
cases  of  the  disease,  since  the  symp- 
toms clearly  show  the  severe  charac- 
ter of  the  attack  and  the  necessity  for 
operation.  Far  more  dangerous  are 
those  very  numerous  cases  in  which 
the  condition  of  the  patient  is  such 
as  to  delude  the  attendant  into  the  be- 
lief that  he  is  dealing  with  a  mild 
case  which  will  get  well  without  op- 
eration, when,  in  fact,  the  contrary 
is  the  fact.  It  is  not  uncommon  for 
an  individual  to  have  few  subjective 
symptoms  and  those  so  slight  as  to 
elicit  little  if  any  complaint,  to  have, 
moreover,  a  temperature  of  99,  a 
pulse  of  80,  and  yet  be  in  a  dangerous 
condition. 

It  is  not  my  intention  here  to  forti- 
fy this  statment  by  quoting  numerous 
opinions  based  on  inconclusive  cases. 
Instead,  I  propose  to  briefly  detail  to 
you  a  few  terminal  cases  which  have 
come  under  my  observation  lately 
which  may  be  taken,  each,  as  a  type 
of  the  particular  condition  to  be  illus- 
trated. Not  that  the  cases  to  be  cited 
constitute  the  entire  number  of  sim- 
ilar cases  seen.  Far  from  it.  Time 
would  not  serve  for  that.  A  word, 
however,  as  to  the  value  of  opinions 
which  have  been  quoted  elsewhere 
to  the  effect  that  most  cases  of  the 
disease  recover  without  operation. 
In  the  first  place  all  that  can  be  said 
of  any  instance  of  the  disease  in 
which  recovery  has  taken  place  with- 
out operative  interference  is,  that,  for 
one  attack,  the  patient  did  not  abso- 
lutely require  operation.     In  many 
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diseases,  one  attack  confers  at  least  a 
relative  immunity  from  succeeding 
attacks.  Far  otherwise  is  it  in  ap- 
pendicitis. Hear  what  Roswell  Park 
says  on  this  point:  "Every  attack  of 
appendicitis,  no  matter  how  mild, 
predisposes  to  a  repetition  of  the 
trouble,  in  mild  or  fulminating*  form." 

In  this  connection  the  practice  of 
the  insurance  companies  is  sugges- 
tive. The  writer  asked  the  following 
question  of  the  medical  director  of 
one  of  the  large  insurance  compa- 
nies: "What  is  the  practice  of  your 
company  and  other  insurance  compa- 
nies with  regard  to  a  man  who  has 
had  one  attack  of  appendicitis  with- 
out being  subjected  to  operation?" 
The  answer  came  back  promptly: 
"Absolutely  uninsurable."  This  is  a 
significant  fact  from  an  entirely  un- 
emotional source.  All  that  any  prac- 
titioner can  say  of  a  case  which  re- 
covered without  operation,  therefore, 
is  that  operation  had  proved  unnec- 
essary in  one  instance  but  that  it  is 
impossible  to  say  that  other  attacks 
will  not  occur,  one  of  which  may  re- 
quire operation.  Every  surgeon  can 
call  to  mind  cases  in  which  patients 
have  had  several  attacks  of  appen- 
dicitis only  to  perish  in  the  last.  I 
have  in  mind  one  case  in  which  an 
interval  of  six  years  of  quiet  preced- 
ed the  final  and  fatal  attack.  More- 
over attacks  of  subacute  character  are 
frequently  called  indigestion,  not 
alone  by  the  latiy  but  by  physicians, 
when  occurring  in  their  own  per- 
sons. I  know  of  at  least  two  cases 
in  eminent  physicians  where  a  fatal 
attack  of  appendicitis  terminated 
their  attacks  of  indigestion,  from 
which  they  had  suffered  at  intervals 
for  years.  Operation  in  each  case 
revealed  conditions  which  had-  been 
the  result  of  many  previous  attacks 
of  appendicitis.  They  got  well  of  the 
previous  attacks,  so  it  is  said,  but 
they  got  well  in  the  same  sense  that 
a  conflagration  might  be  said  to  be 
extinguished  with  the  subsidence  of 
visible  smoke  and  flame  but  with  a 
Spark  smoldering  in  the  cellar  ready 
to  blaze  out  at  the  first  breath  of  air. 
I  wish  to  call  attention  in  this  paper 


to  certain  varieties  of  the  disease 
which  are  peculiarly  dangerous,  be- 
cause deceptive  and  misleading  in 
their  symptoms,  such  cases  I  have 
termed  "masked."  I  shall  mention 
six  varieties  of  masked  appendicitis, 
illustrated  by  actual  cases,  any  one 
of  which  without  operative  interfer- 
ence would  have  terminated  either 
in  death  or  in  some  one  of  the  six 
conditions  before  alluded  to  in  this 
paper.  One  case  perished  because 
of  the  apparent  but  deceptive  recov- 
ery which  might  have  been  saved  by 
early  operation. 

Type  I.  In  this  class  I  place  those 
cases  in  which  all  the  subjective 
symptoms  are  mild  and  both  tempera- 
ture and  pulse  are  low.  I  cite  as 
briefly  as  possible  the  cases  of  two 
physicians  and  the  son  of  a  physi- 
cian. I  saw  at  his  office  Dr.  B.,  who 
stated  that  he  had  been  having 
through  the  afternoon  some  little 
pain  in  his  side  which  might  be  rheu- 
matism, but  as  it  was  the  right  side 
he  wished  me  to  look  him  over.  I 
found  the  patient  in  his  office  fully 
dressed,  smoking  a  cigar.  Examina- 
tion did  not  reveal  any  marked  spasm 
nor  point  of  tenderness.  Tempera- 
ture and  pulse  normal.  I  smoked  a 
cigar  with  the  doctor,  told  him  I 
could  not  find  anything  the  matter, 
but  that  I  would  call  in  the  morning. 
Xext  day  I  found  him  sitting  up  in 
bed  very  cheerfully  smoking  a  cigar- 
ette after  his  light  breakfast.  Ex- 
amination now  showed  some  tender- 
ness and  slight  spasm ;  also  a  tem- 
perature of  99.2  and  a  pulse  of  80. 
A  blood  count  taken  within  an  hour 
showed  15,200  leucocytes  and  a  poly- 
nuclear  count  of  81  per  cent.  I  sent 
the  patient  to  the  hospital  immedi- 
ately. In  this  connection  I  may  state 
that  the  doctor  dressed  himself  and 
went  down  stairs  unassisted  and  into 
an  automobile  in  which  he  sat  up. 
Operation  disclosed  a  gangrenous  ap- 
pendix. 

The  second  case  is  also  that  of  a 
physician  whose  history  I  give  in  his 
own  words.  I  am  indebted  to  Dr. 
Warren  Simons  for  permission  to  use 
this  history  as  the  patient  was  one  of 
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the  house  staff  at  St.  John's  Hospital 
who  was  operated  upon  by  him.  The 
history  is  as  follows :  "On  January 
14th  I  felt  perfectly  well  and  went 
my  usual  duties  at  the  hospital,  as- 
sisting at  an  operation  in  the  early 
morning  and  doing  my  dressings. 
Toward  eleven  o'clock  I  began  to 
have  vague  pains  all  over  the  abdo- 
men, not  severe,  which  I  attribute  to 
the  cathartic  action  of  some  fruit  I 
had  eaten.  About  twelve  I  noticed  a 
slight  headache,  while  the  abdominal 
pains  had  entirely  disappeared.  At 
one  o'clock  I  went  to  dinner  and  ate 
a  fair  meal.  After  dinner  the  abdo- 
minal uneasiness  reappeared  high  up 
on  the  right  side  and  pressure  over  the 
region  of  the  appendix  caused  slight 
nausea.  I  took  about  half  an  ounce 
of  sodium  phosphate  and  vomited 
about  one-half  hour  later.  I  did  not 
attach  particular  importance  to  this 
because  I  have  always  had  trouble  in 
taking  salts.  My  temperature  at  this 
time  was  normal  and  my  pulse  about 
80.  Headache  and  general  malaise  in  - 
creased towards  2  p.  m.,  and  upon 
advice,  went  to  bed.  Had  absolutely 
no  rigidity  of  rectus,  and  in  fact  no 
really  reliable  symptoms  of  appendi- 
citis. I  was  examined  by  a  compe- 
tent surgeon  who  said  that  I  showed 
no  real  indication  for  operation.  He 
advised  me  to  take  some  broken  doses 
of  calomel  and  await  more  positive 
symptoms.  Although  my  bowels  had 
been  regular  I  had  an  enema  about  8 
p.  m.  with  a  fair  result.  Symptoms 
of  malaise  did  not  abate  any.  At  ten 
p.  m.  temperature  was  98.4  and  pulse 
100.  Although  not  suffering  any 
great  distress  a  leucocyte  count  was 
made,  showing  a  leucocytosis  of 
18,000.  At  1  A.  M,  the  next  day,  in 
consequence  of  the  high  blood  count 
and  slight  tenderness  over  the  appen- 
dix, I  was  prepared  for  operation. 
Temperature  99,  pulse  115.  On  open- 
ing the  abdomen  the  appendix  was 
found  to  be  gangrenous  at  the  tip  and 
ruptured,  about  half  an  ounce  of  pus 
being  found  at  its  site.  Four  gauze 
drains  were  introduced.  Recovery 
was  uneventful.  I  had  never  had  a 
previous  attack."  This  is  a  physician's 


account  of  his  own  case  and  should 
have  weight  accordingly.  The  third 
case  which  I  introduced  in  this  series 
is  as  follows.  In  October,  1906,  I 
was  asked  to  see  the  son  of  a  physi- 
cion  in  somewhat  the  following  lan- 
guage :  "When  you  have  finished 
your  dinner  I  wish  you  would  call 
round  and  see  my  son  with  me.  He 
has  a  little  pain  in  his  side.  I  don't 
think  it  amounts  to  much,  but  I  would 
like  you  to  see  him  at  your  conveni- 
ence." I  quote  these  words  because 
they  clearly  reflect  the  apparently 
trifling  nature  of  the  case  when  a  well 
known  physician  was  the  observer  and 
his  own  son  the  patient.  As  a  rule  we 
doctors  are  apt  to  be  over  anxious 
about  our  families  rather  than  the  re- 
verse. I  saw  the  patient  about  8.30 
that  evening.  He  was  in  bed  and 
gave  me  the  following  history:  he 
stated  that  on  Tuesday,  he  had  four 
days  before  returned  from  a  two 
weeks  camping  expedition  in  Maine, 
but  that  on  his  return  he  had  felt  as 
if  his  vacation  had  done  him  no  good. 
Appetite  was  good  but  nevertheless  he 
had  a  vague  sensation  of  digestive 
disturbance,  but  without  constipation 
or  nausea.  Friday  morning  he  took 
his  usual  substantial  breakfast,  but 
about  11.30  began  to  feel  disturbed 
and  omitted  lunch.  At  3  P.  M.  be- 
cause of  increasing  pain  which  was 
general  and  not  severe  patient  went 
over  to  his  father's  office.  Vomited  on 
the  way  over.  The  pain  was  now 
more  evident  though  still  not  severe 
and  the  abdomen  was  a  little  tender. 
Examination  by  me  in  the  evening 
showed  very  moderate  tenderness  a 
little  to  the  inner  side  of  McBurney's 
point  and  some  muscle  tension.  Pulse 
was  90,  temperature  99.  Patient  stated 
that  as  long  as  he  remain  quiet  he 
had  no  pain  but  that  moving  in  bed 
seem  to  cause  it.  Blood  count  that 
evening  at  10  o'clock  showed  20,200 
leucocytes,  90  per  cent,  polynuclears. 
Operation  done  the  next  morning  re- 
vealed a  long  turgid  appendix  full  of 
pus  with  a  gangrenous  mucosa.  The 
tip  tore  away  as  it  was  brought  *out 
of  the  wound.  The  patient  recovered. 
Type  II.  There  are  not  infrequently 
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cases  in  which  the  general  symptoms 
of  the  disease  are  no  more  marked 
than  in  the  cases  already  cited,  yet  in 
which  the  blood  count  itself  is  decep- 
tive. Such  a  case  was  Mrs.  F.,  who 
had  been  ill  for  a  week  with  vague 
abdominal  disturbance  which  fol- 
lowed a  long  automobile  ride.  At 
the  time  when  I  was  called  in 
consultation  she  had  not  been  under 
observation  for  three  days,  and 
the  only  time  when  she  had  any 
severe  pain  was  on  the  morning  of  the 
day  when  I  was  called  in.  This  fol- 
lowed the  administration  of  a  high 
enema. 

When  I  saw  this  lady  she  was  quite 
comfortable  and  laughed  at  the  idea 
that  she  might  need  operation.  Her 
temperature  was  99,  pulse  80,  and  it 
was  difficult  to  elicit  any  complaint  on 
deep  abdominal  pressure.  A  previous 
blood  count  had  shown  14,200  leuco- 
cytes, 78.2  per  cent,  polynuclears.  A 
second  count  made  that  evening  show- 
ed a  decrease,  namely  12,300  leuco- 
cytes, 70  per  cent,  polynuclears. 
Twenty- four  hours  now  elapsed  when, 
owing  to  the  fact  that  the  evening 
temperature  showed  a  tendency  to  rise 
and  that  she  had  been  now  ill  for  ten 
days  and  was  evidently  not  getting 
better  very  fast,  she  was  removed  to 
the  hospital  and  prepared  for  opera- 
tion. A  third  count  showed  the  leu- 
cocytes to  be  10,000,  polynuclears  71 
per  cent. ;  temp.  99  degrees,  pulse  76. 
In  spite  of  the  falling  count  I  still  per- 
sisted in  my  intention  to  operate  and 
removed  a  highly  inflamed  appendix 
rather  low  in  the  pelvis  about  which 
there  was  a  cavity  containing  about 
an  ounce  of  sero-pus.  Result,  re- 
covery. 

Another  case  in  which  I  operated  on 
a  falling  blood  count  was  that  of  Dr. 
S.  He  had  been  ill  for  two  or  three 
days  when  I  first  saw  him  with  some 
bronchitis  and  abdominal  discomfort; 
on  Friday  afternoon  the  abdominal 
pain  became  severe  and  he  was  trans- 
ferred to  the  hospital,  although  his 
pulse  w  as  76  and  temperature  99.2  de- 
grees. During  the  evening  it  was 
necessary  to  give  morphine  for  the 
control  of  the  pain.    I  saw  him  the 


following  morning.  He  was  then 
fairly  comfortable,  but  tender  over  the 
pubic  region  rather  than  at  McBur- 
ney's  point.  Rectal  touch  did  not  re- 
veal any  tenderness  in  the  pelvic  nor 
a  mass.  A  blood  count  showed  20,000 
leucocytes,  78  per  cent,  polynuclears. 
As  the  bronchitis  rendered  it  advisable 
to  postpone  operation  if  possible,  a 
second  count  was  ordered  for  the 
afternoon.  This  was  16,000  leuco- 
cytes and  77  per  cent,  polynuclears. 
In  the  evening,  however,  the  pain 
returned  with  renewed  violence, 
and  in  spite  of  the  falling  blood 
count  and  a  temperature  of  99.5 
degrees  and  a  pulse  of  76,  I  oper- 
ated. The  patient  had  evidently 
been  the  subject  of  previous  attacks, 
for  the  condition  I  found  was  compli- 
cated. There  was  a  prolapse  of  the 
colon,  but  the  cecum  could  be  identi- 
fied at  the  brim  of  the  pelvis.  Below 
this  point  was  a  mass  of  old  adhesions, 
very  firm  and  dense.  Careful  finger 
dissection  finally  opened  into  an  ab- 
scess cavity  very  low  down  in  the  pel- 
vis, behind  the  rectum.  The  bladder 
was  rather  high  and  rested  on  the  ad- 
herent intestines.  After  cleansing  the 
cavity,  search  was  made  for  the  ap- 
pendix which  was  finally  found  fast 
to  the  common  iliac  vessels,  dipping 
down  deeply  into  the  pelvis.  It  was 
removed  without  accident  and  drains 
introduced  into  the  pelvis.  This  pa- 
tient is  now  making  a  good  recovery. 

Type  III.  It  is  not  uncommon  to  see 
cases  of  evident  abdominal  inflamma- 
tion in  which  the  pain  is  referred  to  a 
region  quite  distant  from  the  real 
source  of  the  trouble,  so  that  opera- 
tion reveals  an  inflamed  appendix  per- 
haps in  the  usual  situation,  although 
the  pain  and  tenderness  had  been  re- 
ferred to  a  different  locality.  In  Octo- 
ber I  saw  in  consultation  in  one  of  the 
Long  Island  towns  a  man  of  45  years 
of  age.  He  had  been  ill  for  three  dayj> 
with  a  moderate  temperature  and  pulse 
and  no  great  amount  of  pain.  He  at- 
tributed his  trouble  to  the  fact  that 
he  had  taken  some  Rochelle  salts.  On 
examination  I  found  absolutely  no 
tenderness  in  the  right  side  of  the 
abdomen,  all  the  pain  being  referred 
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to  the  left  iliac  region.  This  was 
tender  on  pressure  as  was  also  the 
suprapubic  region.  I  expressed  the 
opinion  that  it  was  probably  a  case 
of  acute  diverticulitis  of  the  sig- 
moid. There  was  no  possibility 
of  obtaining  a  satisfactory  blood 
count,  and  as  the  patient  was  evidently 
not  improving,  although  his  pulse  and 
temperature  were  both  moderate,  I 
operated.  Making  a  median  incision 
nothing  was  found  in  the  left  side,  but 
exploration  showed  a  gangrenous  ap- 
pendix deep  in  the  right  side  of  the 
pelvis  in  a  situation  remote  from  the 
pain  and  tenderness.  On  account  of 
the  low  pulse  and  temperature,  and 
the  character  of  the  thin  sero-pus 
which  was  found  about  the  appendix, 
the  writer  expressed  the  opinion  that 
we  had  to  deal  with  nothing  more  than 
a  colon  bacillus  infection  and  therefore 
closed  the  abdomen  without  drainage. 
Cultures  taken  from  the  pus  showed 
this  to  be  the  fact.  The  patient  re- 
covered with  a  wound  infection  which 
was  superficial.  Another  instance  of 
referred  pain  was  that  of  one  of  our 
best-known  surgeons  who  had  had  re- 
peated attacks  of  appendicitis  which 
he  did  not  recognize  as  such  because 
the  pain  and  tenderness  was  remote 
from  the  usual  situation  of  the  appen- 
dix. Yet  operation  showed  an  appen- 
dix not  far  from  McBurney's  line. 

Type  IV.  It  is  possible  for  a  case 
of  this  treacherous  disease  to  appar- 
ently recover  and  yet  have  a  latent 
abscess  which  on  the  individual's  re- 
suming his  usual  occupation  may  rup- 
ture with  fatal  results.  The  following 
history  is  interesting  because  this  case 
belongs  also  to  Type  III.  His  pre- 
vious history  was  as  follows :  Patient 
was  a  dentist  about  thirty  years  old. 
Previous  health  good.  No  previous 
attacks.  His  illness  began  insidiously. 
Some  malaise  had  existed  for  a  day  or 
two  before.  Early  symptoms  were 
pain  referred  to  the  lumbar  region, 
nausea,  vomiting  and  constipation 
with  a  moderate  elevation  of  pulse  and 
temperature.  After  the  bowels  had 
been  moved  by  calomel  the  symptom 
gradually  subsided,  and  in  a  day  or 
two  the  temperature  became  normal 


and  remained  so  until  the  recrudes- 
cence a  day  or  two  before  death.  The 
pain  in  the  back  persisted,  however, 
and  became  localized  in  the  right  loin. 
The  possibility  of  appendicitis  was 
present  in  the  mind  of  the  attending 
physician,  but  was  excluded  as  there 
was  no  pain,  tenderness  nor  much 
rigidity  over  McBurney  point,  even  on 
deep  pressure.  This  was  tried  daily. 
Salicylates  were  given  on  the  suppo- 
sition that  some  condition  analogous 
to  lumbago  was  present  and  seemed 
to  be  of  benefit.  This  improved  con- 
dition lasted  some  days  and  the  pa- 
tient without  the  consent  of  his  phy- 
sician got  out  of  bed  and  moved  about. 
Later  in  the  day  he  went  to  the  toilet, 
and  while  there  felt  something  give 
way  in  the  abdomen,  was  immediately 
attacked  with  violent  pain  and  went 
into  collapse.  During  the  evening  his 
condition  improved  somewhat.  I  saw 
him  in  consultation  the  next  morning. 
The  classical  signs  of  appendicitis 
were  now  present,  the  localized  ten- 
derness and  spasm,  but  with  the  added 
evidences  of  a  general  peritonitis. 
Operation  disclosed  that  the  muscular 
effort  at  stool  had  ruptured  an  ap- 
pendical  abscess  with  thin  protecting 
adhesions,  and  patient  survived  only 
about  twelve  hours. 

Type  V.  I  am  convinced  that  it  is 
possible  for  an  abscess  like  that  the 
history  of  which  has  just  been  related 
to  become  encysted  and  remain  quies- 
cent for  a  relatively  long  time.  The 
case  of  the  late  Dr.  Clark  formerly  as- 
sociated with  the  late  Dr.  Fleet  Speir 
will  at  once  occur  to  some  of  our 
members.  I  am  unacquainted  with 
the  clinical  history  of  that  case,  but  as 
supplied  to  me  by  Dr.  Little  who  was 
his  colleague  at  the  time  they  are  as 
follows:  April  21,  1885,  Dr.  Clark 
had  his  first  attack  of  appendicitis 
which  was  not  recognized  nor  were 
any  of  the  subsequent  attacks  of 
which  he  had  usually  about  four  a 
year.  These  attacks  were  preceded 
by  a  violent  chill,  high  temperature 
and  great  pain.  They  varied  in  dura- 
tion from  two  or  three  days  to  ten 
days.  The  doctor  died  in  1892.  The 
autopsy  revealed  that  the  chills  and 
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fever  for  which  he  had  been  treated 
and  that  too  by  some  eminent  men 
were  caused  by  an  old  appendicular 
abscess  which  communicated  with  the 
ilium.  Just  as  long  as  the  abscess  had 
free  drainage  into  the  bowel  there  was 
no  fever  nor  pain.  "When  for  any 
reason  this  outlet  into  the  ilium  be- 
came blocked,  then  the  pus  accumu- 
lated, pain  from  increased  tension 
supervened  and  the  chills  and  fever 
of  septicemia  deceived  the  observers 
into  the  idea  that  they  were  dealing 
with  a  malarial  fever.  There  were 
also  abdominal  spots  which  undoubt- 
edly were  septic  capillary  emboli  but 
which  at  one  time  gave  rise  to  the 
suspicion  that  he  had  typhoid  fever. 
The  septic  condition  became  progres- 
sive until  finally  there  were  septic  foci 
found  in  the  lungs  and  liver.  These 
attacks  lasted  over  a  period  of  seven 
years  until  death  closed  the  scene.  I 
observed  myself  a  case  in  which  the 
conditions  found  at  operation  led  me 
unmistakably  to  the  conclusion  that 
I  was  dealing  with  an  old  encysted 
abscess.  This  gentleman  had  had 
over  a  dozen  attacks.  In  fact  had 
some  months  before  he  fell  into  my 
hands  made  arrangements  for  opera- 
ation  by  another  surgeon.  At  the 
last  moment  he  changed  his  mind  and 
refused  operation.  During  the  inter- 
val he  appeared  to  be  well.  At  any 
rate  he  went  to  business  every  day, 
but  as  always  happens  in  these 
chronic  cases  he  had  a  fresh  attack 
and  I  saw  him  in  consultation  and 
advised  operation.  He  demurred  and 
again  there  was  a  delay  of  a  few  days 
and  he  became  better.  In  fact  the  day 
before  we  actually  succeeded  in  get- 
ting him  to  submit  to  operation  he 
went  out  riding  in  an  automobile. 
The  following  day  operation  disclosed 
an  appendical  abscess  in  the  upper 
abdomen  well  walled  off  by  old  and 
dense  adhesions.  The  appendix 
pointed  upward  in  the  direction  of  the 
gall  bladder  near  which  was  the  ab- 
scess. It  is  also  my  opinion  that  the 
case  of  Dr.  S.,  mentioned  before  in 
the  paper,  was  also  a  case  of  chronic 
abscess  well  walled  off  by  dense  ad- 
hesions.    At  each  recrudescence  the 


tension  on  the  walls  of  the  abscess 
would  increase  and  there  would  be 
pain  and  fever.  The  blood  count  was 
not  much  altered  because  we  were 
dealing  with  a  walled  off  and  old 
abscess.  I  have  even  seen  patients 
walking  about  with  large  acute  ab- 
scesses. In  fact  the  largest  appendi- 
cular abscess  I  ever  opened  was  in  the 
person  of  a  man  w7ho  walked  into  St. 
John's  Hospital,  unassisted. 

Type  VI.  All  surgeons  are  familiar 
with  cases  of  chronic  subacute  appen- 
dicitis in  which  the  tenderness  may 
almost  always  be  found  by  palpation 
but  in  which  fever  is  rarely  present. 
The  tenderness  is  not  extreme  and 
often  can  be  felt  only  at  one  spot  in 
the  abdomen.  These  patients  suffer 
from  digestive  disturbances  of  vari- 
ous kinds.  They  will  tell  you  that 
certain  articles  of  food  disagree  with 
them,  that  they  have  to  be  very 
careful  of  their  diet,  that  they  suffer 
from  intestinal  indigestion.  Not  in- 
frequently they  suffer  from  attacks  of 
nausea.  Their  bowels  are  irregular 
and  they  are  in  a  condition  which  may 
be  termed  ill  health.  In  such  cases, 
if  tenderness  is  pretty  uniformly 
found  over  the  region  of  the  appen- 
dix, it  is  usually  the  organ  at  fault  and 
its  removal  is  followed  by  the  relief 
of  all  the  digestive  disturbances  pre- 
viously complained  of.  It  is  perfectly 
possible  for  these  cases  to  pass  from 
the  subacute  to  the  acute  stage  so  that 
operation  becomes  a  necessity.  If 
time  permitted  it  would  be  easy  to  re- 
late numerous  cases  belonging  to  this 
type.  Of  the  different  types  con- 
sidered this  evening  the  first  is  by  far 
the  most  common.  To  the  writer  the 
cases  seem  very  numerous.  In  fact  I 
some  times  think  that  we  see  more  of 
this  type  than  of  the  sthenic  variety. 

A  word  with  regard  to  the  blood 
count.  First  to  be  of  any  real  value  it 
must  be  made  by  an  expert.  Then  if 
we  get  a  marked  leucocytosis  and  a 
high  percentage  of  polynuclears,  we 
may  be  perfectly  sure  that  we  are  in 
the  presence  either  of  gangrene,  active 
suppuration  or  both.  The  absence  of 
the  high  COUnt,  however.  IS  by  ttO 
means  proof  that  pus  is  absent  from 
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the  case  in  question.  The  value  of 
the  process  is  therefore  limited.  In 
districts  where  it  is  not  available  and 
such  places  are  in  the  vast  majority, 
the  surgeon  or  physician  must  steer 
his  course  without  its  aid  and  it  be- 
hoves him  to  be  doubly  wary  else  he 
will  speedily  find  himself  on  the  rocks. 

Conclusions. 

One  attack  of  the  disease  confers 
no  immunity  against  future  attacks. 
On  the  contrary,  a  primary  attack  pre- 
disposes to  secondary  attacks.  Sec- 
ondary attacks  are  apt  to  be  progres- 
sively serious.  Therefore,  as  no  single 
attack  constitutes  a  terminal  fact  in 
medicine,  opinions  as  to  the  frequency 
of  recovery,  if  used  as  a  basis  for 
reasoning  concerning  either  prognosis 
or  treatment  are  illogical  and  danger- 
ous. Cases  of  masked  appendicitis 
are  very  frequent,  the  most  common 
being  the  first  type  mentioned.  These 
are  the  cases  which  furnish  most  of 
our  mortality  and  cases  of  abscess.  If 
these  cases  are  treated  on  the  theory 
that  a  much  greater .  proportion  than 
70  per  cent,  of  all  cases  of  disease  re- 
cover without  operation,  the  accidents 
and  mortality  of  the  the  disease  will 


be  greatly  increased.  No  one  can  tell 
anything  about  the  real  condition  of 
the  appendix  in  any  given  case  of  the 
disease  without  inspection  and  in- 
spection means  removal.  This  is  the 
only  safe  procedure  unless  from  other 
circumstances  any  operation  is  con- 
traindicated. 

Finally  I  wish  to  quote  from  Ken- 
nedy of  Dr.  Price's  clinic,  Philadel- 
phia. In  the  New  York  Medical  Jour- 
nal, November  23,  1907,  he  makes  the 
following  lamentable  statement. 
"Over  80  per  cent,  of  our  cases  of 
appendicitis  work  for  the  past  two 
months  has  been  pus,  gangrene  and 
peritonitis  which  is  a  flagrant  dis- 
grace to  the  ability  of  a  large  educa- 
tional center,  and  we  can  hope  for 
little  better  in  the  future  unless  our 
leaders  stand  for  first  hour  opera- 
tions." Personally  I  should  advise  op- 
eration at  the  end  of  twelve  hours  in 
most  cases  in  which  I  was  sure  of 
the  diagnosis,  unless  by  that  time 
manifest  improvement  was  present. 
If  that  were  the  uniform  rule  we 
should  not  have  such  a  sad  record  as 
this  from  the  Philadelphia  clinic,  and 
we  should  have  fewer  pus  cases  in 
this  city  also  and  fewer  deaths. 


INTESTINAL  FISTULA  FOLLOWING  APPENDICITIS. 

By  J.  C.  KENNEDY,  M.D. 

BROOKLYN-NEW  YORK. 


SELECTING  hospital  reports  at 
random  from  both  boroughs  of 
Brooklyn  and  Manhattan,  for 
the  year  1906,  I  find  that  the  mortal- 
ity in  appendicitis  is  still  high,  not- 
withstanding the  fact  that  the  medi- 
cal profession  as  large  have  now  a 
very  thorough  of  that  disease.  This 
mortality  in  hospitals  I  contend,  and 
I  find  that  an  investigation  of  these 
hospital  reports  bear  me  out,  is  not 
the  fault  of  the  surgeon,  but  the  neg- 
lect of  the  physician  or  the  laity  or 
both  in  not  seeking  hospital  aid  when 
safer  work  can  be  done. 

Dr.  Deaver,  in  his  revised  work  on 
appendicitis,  makes  the  statement  that 
those  physicians  and  surgeons  who 
advocate  the  employment  of  medical 


treatment  exclusively  or  who  post- 
pone operation  until  it  is  no  longer 
a  matter  of  choice  but  of  necessity, 
do  not  claim  a  recovery  rate  under 
medical  treatment  of  more  than  80 
or  85  per  cent,  at  the  most.  They 
freely  acknowldege  that  the  remain- 
ing 15  or  20  per  cent,  will  sooner  or 
later  require  an  operation,  or  will  die 
without  one. 

In  cases  that  demand  operation  be- 
cause medical  treatment  fails  to  cure 
them,  the  disease  has  spread  beyond 
the  appendix  and  the  mortality  from 
operation  instead  of  being  less  than 
2  per  cent.,  as  it  is  when  operation  is 
undertaken  at  the  proper  time,  varies 
from  10  to  12  per  cent,  in  cases 
where    suppuration    is    only  local, 
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to  30  and  33  per  cent,  where 
general  peritonitis  has  developed. 
The  hospital  reports  examined  were 
seven  in  number : 

No.  1,  Mortality  from  appendicitis ..  19  % 
No.  2,        "  "  "        . .    8  " 

No.  3,        "  "  "        •  •    4^ " 

No.  4,        "  "  "        •  •    7  " 

No.  5,        "  "  "        •  •   12  *' 

No.  6,        "  "  "        . .   6  " 

No.  7,        "  "  "        •  •    5lA " 

The  total  death  rate  in  these  seven 
hospitals,  therefore,  in  appendicitis 
will  average  about  10  per  cent. 

It  is  only  fair  to  say,  however, 
that  the  clean  cases,  so-called  early 
cases,  interval  cases,  uncomplicated 
cases,  in  fine,  cases  operated  on  at 
the  proper  time,  there  was  not  a  sin- 
gle death  in  one  of  these  hospitals. 
These  cases  in  which  this  mortality 
was  found  were  principally  cases  of 
general  peritonitis,  superative  peri- 
tonitis and  moribund  cases. 

It  would  be  entirely  unethical  for 
a  surgical  society  to  make  an  appeal 
to  the  public  through  the  press,  so 
that  they  might  lena  their  aid  in  cut- 
ting down  this  mortality.  Yet  some 
few  years  ago  a  distinguished  phy- 
sician expaciated  largely  on  the  vir- 
tues of  the  ice  bag  in  the  cure  of  ap- 
pendicitis. This  crept  into  the  pub- 
lic press,  and  some  weeks  after,  at  in- 
tervals, I  had  come  into  my  hospital 
service  three  patients  with  that  part 
of  their  abdominal  walls  which  cov- 
ered their  appendices  sloughed  almost 
down  to  their  peritoneums. 

This  injurious  publication  it  is  safe 
to  say  cost  quite  a  few  lives. 

The  foregoing  I  offer  as  an  excuse 
for  writing  on  a  subject  with  which 
we  are  all  but  too  familiar.  I  will 
not,  however,  speak  of  but  one  of  the 
many  dangerous  sequelae  of  appendi- 
citis, namely,  intestinal  fistula. 

Among  the  many  complications 
that  may  beset  the  victim  of  acute  ap- 
pendicitis, intestinal  fistula  holds  a 
prominent  place.  It  not  only  entails 
suffering  but  in  many  cases  invites 
disaster,  and  whether  or  no  the  sur- 
geon's technique  has  anything  to  do 
with  the  production  of  intestinal  fis- 
tula, relief  is,  nevertheless,  sought  at 
his  hands;  his  prerogative  here,  at 
least,  is  not  disputed. 

When    local    treatment    does  not 


avail,  the  surgeon  may  encounter  a 
formidable  situation,  the  correction  of 
which  can  tax  his  best  surgical  in- 
genuity. 

This  provisional  statement,  how- 
ever, sug'gests  a  fact  familiar  to  all 
surgeons,  that  now  and  again  intes- 
tinal fistula,  particularly  of  the  fecal 
variety,  following  acute  appendicitis 
will,  if  kept  clean,  undergo  a  spon- 
taneous cure. 

The  causes  and  varieties  of  intes- 
tinal fistula  following  appendicitis 
are  very  numerous.  With  due  defer- 
ence to  the  members  of  the  medical 
profession  holding  to  the  contrary, 
we  believe  the  cause  most  potent  in 
the  production  of  this  particular  class 
of  fistula,  is  a  neglect  of  that  cardinal 
rule  formulated  years  ago  by  sur- 
geons of  good  judgment  and  broad 
experience :  "Operate  as  soon  after 
the  diagnosis  of  acute  infective  ap- 
pendicitis is  made,  if  the  disease  is 
progressive."  In  our  experience, 
early  operation  is  not  only  wise  con- 
servatism and  life  saving,  but  the 
surest  means  of  preventing  intestinal 
fistula  following  the  disease  in  ques- 
tion. 

A  cause  very  fruitful  in  the  pro- 
duction of  intestinal  fistula  is  the 
abandoned  appendix  after  the  appen- 
dical  abscess  has  been  evacuated. 
Leaving  the  appendix  in  certain  cases 
is  imperative ;  particularly  is  this  true 
when  its  outer  surface  makes  up  part 
of  an  abscess  wall,  which  has  not 
only  limited  inflammation  but  has 
acted  as  a  barrier  against  general 
peritoneal  infection.  The  removal  of 
an  appendix  in  such  a  case  would  sim- 
ply establish  drainage  into  the  general 
peritoneal  cavity;  while,  on  the  other 
hand,  its  perforated  inner  wall  in  all 
probability  will  not  only  create  but 
keep  up  a  fistula  until  its  removal 
under  more  favorable  circumstances. 
Furthermore,  the  taking  out  of  such 
an  appendix  at  such  a  time  and  place 
would  not  only  involve  considerable 
risk  of  infecting  the  tissues  behind 
and  about  it,  but  we  have  more  than 
once,  when  suppuration  was  abun- 
dant, found  it  impossible  to  locate  the 
appendix.  A  case  exemplifying  to 
some  extent  the  foregoing  remarks 
came   under   my   observation  about 
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three  years  ago.  A  boy,  eight  years 
of  age,  was  brought  into  the  wards 
of  St.  Catherine's  Hospital  in  an  ex- 
hausted condition  after  having  suf- 
fered some  two  weeks  with  acute  ap- 
pendicitis. Why  he  was  sent  to  the 
operating  table  at  this  late  hour  can 
only  be  conjectured.  A  large  fluctu- 
ating tumor  in  the  right  iliac  fassa 
was  in  evidence.  One  of  my  col- 
leagues, on  whose  service  he  was, 
hurriedly  evacuated  a  large  abscess 
cavity  which  was  filled  with  foul- 
smelling  pus  with  a  distinct  fecal 
odor.  The  finger,  hastily  swept 
around,  disclosed  the  fact  that  the 
appendix  was  buried  in  and  made  up 
part  of  the  abscess  wall  and  should 
be  dealt  with  later  on.  Four  months 
following,  the  same  patient  came  into 
my  service  for  the  cure  of  a  fistula 
which  discharged  a  small  quantity  of 
a  purulant  fluid  occasionally  tinged 
with  fecal  matter.  A  small  probe 
could  be  passed  through  the  fistulous 
opening  and  supposedly  into  the  in- 
testinal canal,  and  an  indurated  mass 
could  be  made  out  about  the  fistulous 
tract.  After  packing  the  tract  with 
gauze  an  incision  was  made  imme- 
diately above  the  tumor,  which  per- 
mitted an  easy  exploration  of  the  con- 
dition from  within.  The  caecum  was 
found  pressed  up  against  a  mass  of 
tissue  made  up  of  the  obliterated  ab- 
scess cavity  in  which  was  buried  the 
greater  part  of  a  very  large  appendix, 
with  a  perforation  communicating 
with  a  sinus  leading  through  and  onto 
the  external  abdominal  wall ;  the  in- 
ner end  of  the  fistulous  tract  opening 
through  the  base  of  the  appendix  into 
the  caecum.  This,  perhaps,  was  as 
large  an  appendix  as  is  usually  seen. 

I  am  convinced  that  the  patient's 
life  would  have  been  seriously  im- 
periled had  the  first  operation  been 
completed,  because  of  the  boy's  bad 
physical  condition  and  because  its 
completion  would  necessitate  break- 
ing through  the  protecting  wall  of 
which  the  appendix  formed  an  integ- 
ral part,  while  at  the  second  opera- 
tion the  micro-organisms  were  con- 
tained only  in  the  fistulous  tract 
which,  by  means  at  our  disposal, 
could  be  controlled,  thereby  permit- 
ting an  asceptic  operation  to  be  done, 


and  hence  putting  the  chances  of  re- 
covery almost  beyond  the  possibility 
of  failure. 

Two  factors  in  the  production  of 
intestinal  fistula  following  appendi- 
citis commonly  noticed  are,  a  gan- 
grenous area  of  the  caecum,  which  is 
either  too  large  to  close  in  at  the  time 
of  the  original  operation,  or  which  is 
not  closed  because  of  the  danger  of 
infection  if  extensive  reparative  work 
is  attempted,  and  the  forming  of  in- 
flammatory necrosis  at  the  seat  of  the 
appendical  base,  after  the  appendix 
has  been  removed.  As  an  instance  of 
the  former,  a  strong  healthy  man, 
policeman  by  occupation,  came  under 
my  observation,  with  a  large  fecal 
fistula  which  had  existed  for  a  year 
and  dated  from  an  operation  per- 
formed by  an  excellent  and  careful 
surgeon  of  this  city.  The  surgeon, 
at  operation,  found  the  conditions  as 
described  above,  and  in  due  time 
urged  operation  for  the  closure  of  the 
fistula,  but  it  was  refused. 

After  I  had  detailed  the  difficulties 
that  might  be  encountered  in  an  at- 
tempt to  close  the  fisutla,  the  patient 
again  declined,  and  the  last  I  heard 
of  him  he  was  doing  duty  and  still 
had  his  fistula — a  case  of  the  latter 
type — that  is,  where  inflammatory 
necrosis  developed  after  the  appen- 
dix had  been  removed  is  well  shown 
by  a  case  which  I  had  in  St.  Mary's 
General    Hospital    some    time  ago. 

A.  J.  W.,  age  35  years,  married, 
born  in  this  country;  the  condition  of 
his  appendix  was  such  that  it  could 
only  be  tied  off  after  free  pus  had  es- 
caped in  large  quantities.  Four  weeks 
later,  when  his  recovery  was  thought 
to  be  about  complete,  he  insisted  on 
leaving  the  hospital ;  there  was  still 
remaining,  however,  a  small  sinus 
which  was  to  be  treated  at  home  by 
his  family  physician.  After  three  or 
four  weeks,  when  summoned  to  his 
bedside,  I  was  astonished  to  find  a 
large  fistula,  evidently  a  perforated 
csecal  wall  through  which  immense 
quantities  of  fecal  matter  escaped. 
The  man  was  septic  and  had  devel- 
oped a  septic  pneumonia,  from  which 
he  died. 

A  rare  case  of  intestinal  fistula  is 
one   which  originates  spontaneously 
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through  the  rupture  of  an  appendical 
abscess  on  to  the  skin  surface;  such 
a  case  I  found  on  my  service  at  St. 
Catherine's  Hospital  four  months 
ago.  In  the  children's  ward  there 
was  a  small  boy,  much  emaciated, 
about  eleven  years  of  age,  suffering 
from  a  fecal  fistula.  The  child  had 
considerable  temperature,  pulse  weak, 
was  restless  and  the  skin  was  excori- 
ated about  the  fistulous  opening.  He 
had  been  sick  some  weeks  at  hime,  the 
parents  refusing  to  have  him  operated 
on  until  they  saw  every  other  chance 
gone.  He  was  in  the  hospital  but  a 
few  hours  when  a  tremendous  abscess 
in  his  right  inguinal  region  burst,  dis- 
charging quantities  of  pus  and  fecal 
matter. 

Our  efforts  to  give  the  child  strength 
being  futile,  and,  as  on  the  contrary, 
he  grew  steadily  worse,  we  deemed  it 
advisable  to  make  some  attempt  to 
close  the  fistula.  He  had  at  the  time  of 
the  operation  and  for  some  time  pre- 
viously, a  temperature  of  104  degrees, 
and  was  emaciated  in  the  extreme 
from  his  inability  to  take  food  and 
from  loss  of  sleep.  After  the  fistulous 
tract  had  been  packed  with  iodoform 
gauze  an  incision  was  made  above  the 
indurated  mass,  and  with  the  tactile 
sense  alone  the  caecum  was  found  to 
be  attached  to  the  abdominal  wall  at 
about  the  appendical  base.  With  the 
finger  in  the  peritoneal  cavity  as  a 
guide,  the  mass,  consisting  of  scar  tis- 
sue together  with  the  fistulous  tract, 
was  dissected  out. 

The  tumor  on  being  separated  from 
the  caecal  wall  exposed  an  oblique 
opening  on  the  convex  border  of  the 
caecum  about  y2  inch  in  length ;  this 
was  closed,  the  wound  in  the  gut  heal- 
ed kindly,  but  the  union  in  the  ab- 
dominal wall  broke  down  at  several 
points,  possibly  because  of  the  child's 
poor  resisting  power.  The  patient 
made  a  slow  but  good  recovery. 

Tn  this  city  an  old  lady  some  80 
years  of  age,  a  member  of  a  religious 
order,  suffered  from  a  tumor  in  the 
right  iliac  fossa,  accompanied  by  the 
usual  signs  of  intra  abdominal  sup- 
puration. She  was  informed  that 
she  had  appendicitis  and  that  in  our 
Opinion  with  or  without  an  operation 
her  condition   was   serious,  particu- 


larly because  of  her  advanced  age. 
She  was  pleased  that  the  fates, 
through  the  instrumentality  of  a  mor- 
tal disease,  would  soon  enable  her  to 
reap  a  well-earned  reward,  which  a 
service  of  50  years  in  the  sisterhood 
had  justly  entitled  her.  After  two 
weeks  of  suffering  there  was  a  sud- 
den cessation  of  pain  with  a  marked 
diminution  in  the  size  of  the  mass,  ac- 
companied by  the  passage  of  pus  per 
rectum  in  large  quantities.  This  ab- 
scess would  fill  up  and  discharge 
through  the  rectum  at  intervals  of 
about  two  months,  greatly  to  the  dis- 
comfort of  the  patient.  She  lived 
to  my  knowledge  for  a  year  following 
the  first  rupture,  after  which  time 
she  passed  from  my  observation. 
This  was  evidently  an  evacuation  of 
an  abscess  cavity  into  the  intestinal 
canal.  The  type  known  as  the  inter- 
nal intestinal  fistula  following  an  in- 
operable appendicitis. 

Rupture  of  a  diseased  appendix  into 
the  free  peritoneal  cavity  or  of  a  rup- 
ture into  an  intestinal  wall  through 
appendical  influences  are  almost  too 
common  to  site  a  case.  However,  in 
order  to  impress  on  the  minds  of  any 
who  might  be  skeptical  as  to  the  grav- 
ity of  intestinal  fistula  following  ap- 
pendicitis, I  will  mention  the  follow- 
ing case :  W.  J.,  one  of  my  medical 
neighbors  referred  a  case  to  me  at 
St.  Mary's  General  Hospital.  The  pa- 
tient, a  young  man,  German,  24  years 
of  age,  of  excellent  habits,  was  sick 
with  appendicitis  for  six  days.  On 
arriving  at  the  hospital  his  face  wore 
an  anxious  expression,  his  eves  were 
sunken,  pulse  almost  imperceptable, 
temperature  sub-normal,  abdomen 
enormously  distended  and  tympanitic. 
The  question  immediately  arose  as  to 
whether  or  no  the  man  should  be 
troubled  with  any  kind  of  an  incision. 
Humanity,  however,  took  the  place 
of  mortality  conservatism.  The  man's 
abdomen  was  opened  under  cocaine 
anesthesia,  giving  vent  to  quantities 
of  pus,  irrigation  and  drainage  com- 
pleted the  work;  the  whole  procedure 
requiring  but  a  few  minutes.  He  lived 
but  a  few  hours.  At  autopsy  the  ap- 
pendix was  found  to  be  ruptured  close 
to  its  base,  permitting  the  intestine  to 
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discharge  its  contents  into  the  free 
peritoneal  cavity. 

In  the  female  the  havoc  wrought 
by  deep  seated  appendical  abscesses 
frequently  so  damage  the  ovaries  and 
tubes  that  their  immediate  removal  is 
demanded.  In  one  instance  of  this 
kind  after  breaking  up  of  adhesions 
which  bound  a  coil  of  intestine  to 
the  bladder  wall,  a  distinct  fistulous 
opening  was  exposed  in  the  bladder 
and  intestinal  walls ;  both  were  closed 
but  the  patient  lost  her  life  from  the 
fury  of  a  strepticoccus  infection. 

Dr.  Deaver,  sites  a  case  in  his  own 
practice,  of  a  young  woman  on  whom 
he  operated,  for  the  cure  of  intestinal 
fistula  following  an  attack  of  appendi- 
citis which  was  not  recognized  until 
abscesses  had  formed.  The  patient's 
appendix  was  not  removed  at  the 
original  operation  on  account  of  the 
softened  condition  of  the  intestine 
forming  the  wall  of  the  abscess  cavity 
and  because  it  was  not  readily  acces- 
sable.  It  was,  however,  removed  at 
a  subsequent  operation.  Adhesions 
which  bound  the  caecum  to  the  small 
intestine  and  to  the  region  of  the  gall 
bladder  offered  the  greatest  difficulty 
to  the  closure  of  the  fistula. 

The  fistula  was  found  to  involve  the 
jejunum  high  up  and  called  for  re- 
section. With  a  recurrence  of  the 
fistula  in  two  weeks  came  symptoms 
more  grave  than  before;  milk  taken 
into  the  stomach  would  appear  in  the 
wound  in  a  few  moments,  and  bile 
also  escaped.  At  the  third  operation 
the  sutures  in  the  jejunum  were 
found  intact.  An  opening  was  found 
in  the  small  intestine  and  a  new  and 
larger  one  in  the  jejunum  through 
which  the  contents  of  the  bowel 
escaped.  The  jejunum  was  then  ex- 
cised to  the  extent  of  5  inches  and  a 
slow  but  complete  recovery  took  place. 

Other  varieties  of  intestinal  fistula 
following  appendicitis  than  those  al- 
ready mentioned,  are  the  fistulas  with 
multiple  and  cribiform  openings  and 
the  blind  fistula..  Sonnenburg,  sites  a 
case  of  the  latter  occurring  in  his  prac- 
tice (not  post  operative)  in  which 
communication  had  formed  between 
the  caecum  and  a  pocket  containing  a 
fecal  concretion.  In  tnis  case  the  ap- 
pendix had  sloughed  and  left  a  per- 


foration opening  into  the  bowel  at  the 
base  of  the  appendix.  The  re-active 
peritonitis  had  been  able  to  build  a 
wall  of  adhesions  dense  enough  to 
shut  of!  the  peritoneal  cavity. 

Howard  Kelly  remarks,  that  these 
blind  fistulae  are  rare,  and  are  nearly 
always  a  surprise  to  the  surgeon  when 
they  do  occur. 

In  a  series  of  257  of  my  own  cases 
in  which  I  have  observed  the  matter 
of  intestinal  fistula,  there  were  four 
that  lasted  more  than  three  months 
and  passed  from  my  observation. 
One  which  I  reported  above  died,  be- 
ing hopeless  from  the  beginning,  the 
other  died  without  there  being  any  at- 
tempt made  to  close  the  fistula.  In 
27  cases,  fistula  occurred  but  re- 
covered spontaneously.  In  all  these 
cases  I  was  only  able  to  tie  off  the  ap- 
pendix. In  the  remaining  224  cases 
we  inverted  the  appendical  stump  ac- 
cording to  the  Daubarn  method  in 
which  no  fistula  followed.  During  the 
period  in  which  these  257  cases  oc- 
curred I  have  operated  on  six  cases 
for  the  cure  of  intestinal  fistula;  two 
of  these  were  my  own  cases,  four 
were  cases  on  which  other  men  had 
done  the  original  operation.  All  did 
well  except  the  case  mentioned. 

Two  points  in  the  treatment  of  ap- 
pendicitis which  have  to  do  with  the 
production  and  continuance  of  intes- 
tinal fistula  are  first,  the  management 
of  the  appendical  stump  and  second, 
prolonged  drainage.  We  have  tried 
several  methods  of  treating  the  ap- 
pendical stump,  from  the  mere  tying 
to  the  entire  inversion  of  the  appen- 
dix according  to  the  Edibold  method, 
and  in  this  last  I  did  not  succeed.  I 
have  finally  settled  down  to  the  Dau- 
barn method,  and  when  able  to  invert 
at  all,  this  has  yet  to  disappoint  me. 
Dr.  Robert  T.  Morris,  of  New  York, 
in  his  work  on  appendicitis  gives  a 
very  scientific  reason  why  the  stump 
of  an  appennix  cannot  be  tied  off  like 
an  artery  and  left  without  further 
protection.  He  states  that  the  ap- 
pendix is  like  the  uolon  in  structure, 
that  it  is  not  safe  in  making  lateral 
anastimoses  after  re-section  of  a  colon 
to  leave  the  free  ends  simply  occlu- 
ded with  ligatures.    In  an  artery,  he 
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further  states  that  there  is  an  aseptic 
fluid  in  the  lumen  at  the  point  of  liga- 
ture and  repair  goes  on  in  spite  of 
compression  anemia  under  the  liga- 
ture. In  the  lumen  of  the  stump  of 
the  appendix  we  have  fluid  laden  with 
bacteria  which  are  quick  to  attack  the 
ring  of  tissues  disabled  by  com- 
pression anemia  under  the  ligature. 
In  an  artery  the  opposed  surfaces  of 
the  tunica-intima  becomes  adherent, 
but  in  an  appendix,  opposed  surfaces 
of  the  mucosa  or  of  bared  lymphoid 
tissues  do  not  become  adherent.  The 
removal  of  prolonged  drainage  has  on 
several  occasions  brought  about  a 
prompt  closure  of  a  small  fecal  fis- 
tula. It  must  not  be  forgotten  that 
symptoms  at  times  do  not  even  sug- 
gest the  pathological  conditions  of  the 
appendix.  I  have  at  operation  found 
a  rupture  of  an  appendix  come  on,  so 
far  as  symptoms  are  concerned,  within 
10  or  12  hours.  Dr.  Robert  T.  Mor- 
ris' explanation  of  this  is  that  the 
capillary  vessels  of  the  appendix 
empty  their  contents  interstitially 
into  all  the  structures  of  the  appen- 
dix, dissecting  the  tissues  apart,  and 
distending  structures  with  fluid,  indi- 
cating a  savage  type  of  infection,  but 
one  which  occasionally  fails  to  give 
symptoms  of  importance  until  the 
condition  of  gangrene  supervenes. 
Surgeons  must  not  flatter  themselves 
that  they  have  said  too  much  as  to 
the  dangerous  sequelae  of  appendi- 
citis of  which  intestinal  fistula  is  one. 
On  the  contrary,  the  strongest  evi- 
dences can  be  brought  to  bear  that 
they  have  not  said  enough;  if  they 


have  their  warnings  have  miscarried; 
hence  they  should  continue  to  warn. 
The  evidence  I  speak  of,  is  the  con- 
tinued high  mortality  of  appendicitis 
in  hospital  practise,  notwithstanding 
that  the  best  skill  and  care  are  exer- 
cised. 

In  the  two  hospitals  to  which  I 
have  the  honor  to  belong,  practically 
all  the  cases  lost  in  my  own  service, 
and  that  of  my  colleagues,  are  late 
and  neglected  cases.  The  early  and 
interval  cases  have  a  mortality  of  less 
than  i  per  cent.,  and  a  very  close  in- 
vestigation will  show  these  to  be  due 
to  tuberculosis,  syphilis  and  rarely  to 
accident.  A  chance  so  small  as 
against  the  dangerous  sequelae  of  ap- 
pendicitis, can  be  conscientiously  re- 
commended by  both  physician  and 
surgeon,  particularly  will  this  be  true 
if  they  bear  in  mind,  that  nearly  all 
of  the  more  dangerous  sequelae,  have 
a  mortality,  and  that  a  death  rate  con- 
tinues to  cling  to  intestinal  fistula  fol- 
lowing appendicitis.  "As  the  sturdy 
oak  springs  from  the  little  acorn  so 
from  the  tiny  erosion  in  the  appendical 
mucosa,  the  nidus  for  the  growth  of 
bacteria,  springs  the  death  dealing 
complications  of  appendicitis."  Must 
the  doctor  doubting  the  wisdom  of 
early  operation  in  appendicitis,  lose  a 
patient  for  each  sequelae  before  he  is 
convinced  that  they  are  to  be  reck- 
oned with  singly  or  collectively  in 
every  case  coming  before  him?  If 
so,  a  declining  mortality  cannot  in 
appendicitis  at  least,  mark  the  track  of 
progressive  surgery. 


THE  CLINICAL  IMPORTANCE  OF  THE  ACCESSORY 
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UP  to  very  recent  years,  there  was 
a  decided  lack  of  definite  knowl- 
edge  concerning   the  diseased 
conditions  of  the  accessory  sinuses  of 
the  nose,  their  pathology,  clinical  im- 

•Rcad  before  the  Brooklyn  Medical  Associa- 
tion, November  13,  1907. 


portance  and  the  possibilities  of  treat- 
ment. In  the  1887  edition  of  his  work 
on  diseases  of  the  nose  and  throat, 
then  a  standard  text-book,  embodying 
practically  everything  at  that  time  ac- 
cepted, in  the  domain  of  which  it 
treated.  Lennox  Rrowne  devoted  less 
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than  one  and  one-half  pages  to  the 
consideration  of  this  subject.  The 
maxillary  antrum  was  accorded  about 
a  page ;  the  main  causes  of  its  diseases 
were,  he  assumed,  traumatism  and 
dental  caries  and  puncture  through  an 
alveolus  was  the  only  therapeutic  sug- 
gestion. Nine  lines  covered  "catarrh" 
of  the  frontal  sinus,  which,  he  inti- 
mated, might  occasionally  eventuate 
in  ''frontal  abscess."  Sphenoidal  and 
ethmoidal  diseases  were  dismissed 
with  less  than  two  lines  each.  Earlier 
in  the  eighties  Hyrtl  asserted  with 
confident  finality :  "The  sphenoid  sinus 
lies  entirely  beyond  the  reach  of  man- 
ual and  instrumental  attack." 

Since  1890  the  flood  of  sinus  litera- 
ture has  welled  up,  in  ever-increasing 
volume,  and  a  mere  enumeration  of 
the  really  valuable  treatises  and  mono- 
graphs would  carry  me  far  beyond 
the  scope  of  this  paper.  So  I  can  only 
attempt  to  indicate  in  the  most  super- 
ficial way,  a  few  of  the  salient  points 
in  connection  with  the  accessory 
sinuses,  and  the  relation  which  their 
diseases  bear  to  disorders  of  the  up- 
per air  tract  and  remoter  parts  of  the 
body;  a  knowledge  of  which  is  of 
great  importance  to  the  general  prac- 
titioner as  well  as  to  the  rhinonologist. 

With  a  clearer  conception  of  the 
pathology  of  nasal  diseases,  the  much- 
abused  term  "catarrh"  has  become 
more  and  more  circumscribed  in  its 
application,  and  many  symptoms 
which  were  formerly  classed  together 
under  that  appellation  are  now  known 
to  be  due  to  morbid  conditions  of  one 
or  more  of  the  accessory  nasal  sinuses. 
Practically  no  period  of  life  is  exempt 
from  these  troubles,  for  while  occur- 
ring mainly  in  adults,  by  reaspn  of  the 
undeveloped  state  of  these  cavities  in 
childhood,  antral  disease  has  been  ob- 
served as  early  as  the  seventh  month. 
Mayer  and  Coffin  have  reported  cases 
in  children  of  tender  years  and  the  lat- 
ter has  made  important  contributions 
to  the  embryology  of  the  accessory 
sinuses. 

These  cavities  may  become  both 
acutely  and  chronically  diseased.  By 
far  the  majority  of  acute  attacks  re- 
cover spontaneously  and  without  se- 
quela?.    In  a  minority  of  cases  the 


acute  process  is  protracted,  definite 
anatomical  changes  take  place  and 
finally  the  patient  seeks  medical  ad- 
vice. This  minority  is,  however,  suf- 
ficiently large  to  make  up  a  consider- 
able proportion  of  our  nose  and  throat 
work. 

Every  acute  coryza  is  associated 
with  changes  in  the  accessory  cavities 
which  ordinarily  disappear  when  the 
coryza  resolves.  A  process  takes  place 
in  the  lining  membrane  of  the  various 
sinuses,  identical  with  that  observed 
in  the  nasal  mucous  membrane  itself. 
By  reason  of  the  obstruction  or  occlu- 
sion of  the  naturally  small  openings 
of  these  cavities  and  the  consequent 
retention  within  them  of  their  normal 
secretions,  as  well  as  of  the  products 
of  inflammation,  we  have  all  the  me- 
chanical conditions  necessary  to  ac- 
count for  the  extremely  disagreeable 
sensations  which  the  sufferer  from 
coryza  experiences.  If,  for  any  rea- 
son, these  conditions  be  prolonged,  or 
if  the  inflammation  be  caused  origin- 
ally by  infection  with  some  of  the 
more  virulent  pathogenic  organisms, 
we  are  apt  to  have  an  acute  suppura- 
tive inflammation  of  the  sinus  or 
sinuses  involved,  and  marked  increase 
of  all  the  symptoms,  amounting  at 
times  to  an  illness  of  serious  menace. 

In  the  majority  of  instances  these 
acute  attacks  are  self -limited  and  re- 
cover perhaps  without  treatment  of 
any  kind.  One  such  seizure  may,  how- 
ever, predispose  to  future  repetitions 
and  finally  enough  anatomical  change 
takes  place  in  the  parts  implicated  to 
be  permanent,  and  a  fully  developed 
sinus  disease  is  established. 

Again,  there  may  be  some  anomaly 
or  irregularity  of  the  individual 
sinuses,  particularly  in  the  neighbor- 
hood of  their  outlets,  or  some  patho- 
logical conditions  of  the  nasal  cham- 
bers in  these  regions,  which  prevents 
ordinary  and  proper  drainage  and, 
under  such  circumstances,  the  process 
is  likely  to  be  chronic  in  character 
from  the  outset.  We  have,  then,  in 
the  natural  configuration  of  the 
sinuses,  in  the  deviations  from  the 
normal  which  they  are  prone  to  pre- 
sent and  in  antecedent  disease  or  de- 
formity of  the  nasal  chambers,  pre- 
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disposing  causes  of  great  importance 
which  apply  equally  to  all  the  sinuses. 
In  the  case  of  the  maxillary  antrum 
another  factor  is  present,  that  of  the 
potential  influence  of  diseased  or  ab- 
normally developed  teeth.  This  is, 
however,  of  much  less  weight  than  it 
was  formerly  supposed  to  be.  Hart-, 
mann,  in  16  cases  of  antral  disease, 
could  establish  a  connection  with  the 
teeth  in  only  one  instance.  Grunwald, 
in  30  observations,  excluded  the  teeth 
in  21  ;  Chiari,  in  7  cases,  attributed  the 
trouble  to  the  teeth  in  4,  and  so  on. 

Various  constitutional  dyscrasiae 
also  predispose  to  sinus  disease. 
Among  the  directly  exciting  causes 
traumatism  must  be  considered,  al- 
though it  probably  accounts  for  a  very 
limited  number  of  cases. 

Aside  from  those  produced  by  new 
growths,  benign  or  malignant,  most 
of  the  examples  of  sinus  disease  that 
we  encounter  are  unquestionably  due 
to  direct  infection,  and  sinus  inflam- 
mations and  suppurations  have  been 
observed  as  concomitants  or  compli- 
cations in  practically  all  the  exanthe- 
mata and  acute  infectious  diseases. 
They  have  been  found  not  infrequent- 
ly at  autopsy,  where  they  have  been 
unsuspected  during  life,  possibly  be- 
cause they  were  masked  by  the  symp- 
toms of  the  other  disease  from  which 
the  patient  was  suffering.  We  ob- 
serve these  conditions  in  the  course  of 
diphtheria,  measles,  scarlatina,  pneu- 
monia, typhoid  and  notably  in  influen- 
za which,  since  1899,  has  given  a  great 
impetus  to  the  study  of  sinus  affec- 
tions by  the  wealth  of  clinical  material 
it  has  furnished.  Gonorrhceal  infec- 
tions of  the  sinuses  are  recognized  and 
various  toxic  agents,  such  as  lead, 
have  produced  their  share  of  trouble. 
X on-specific  pus-producing  organisms 
have  also  played  an  important  part, 
and  it  is  probably  safe  to  say  that 
practically  every  bacterium  of  which 
we  have  knowledge,  has  been  identi- 
fied in  the  secretions  of  diseased 
sinuses.  Syphilis,  tuberculosis,  malig- 
nant disease  as  well  as  benign  new 
growths  occur  in  these  locations  as  in 
Other  parts  <>f  the  body  and  produce 
their  characteristic  symptoms. 


The  symptoms  caused  by  disease  of 
the  accessory  sinuses  may  be  so  slight 
as  to  pass  almost  unnoticed  by  the  pa- 
tient himself,  as  in  the  so-called  latent 
variety  which  may  be  discovered  by 
accident,  or  be  carried  for  years  un- 
suspected ;  they  may  be  so  severe  as 
to  cause  intense  suffering  and  a  fatal 
termination. 

The  symptoms  of  an  acute  attack 
are  often  definite  and  serious  enough 
to  make  possible  a  diagnosis  on  the 
subjective  evidence  of  the  patient 
alone.  Pain  is  present  in  some  degree 
always — often  intense  and  agonizing, 
and  tenderness,  which  may  be  ex- 
treme, can  be  elicited  over  the 
sinuses  which  are  palpable — the  an- 
trum, frontal  and  anterior  ethmoidal 
cells.  In  the  pronounced  cases  there 
is  usually  a  sharp  febrile  reaction,  the 
temperature  running  up  to  104  or  105 
degrees,  with  corresponding  constitu- 
tional symptoms.  Often,  after  a  few 
hours,  the  distention  of  the  involved 
cavity  becomes  so  great  that  the  secre- 
tion is  forced  out  or  the  intra  nasal 
swelling  will  diminish  sufficiently  for 
the  sinus  to  evacuate  itself  and  for  a 
time  the  symptoms  will  subside  to  re- 
cur as  the  obstruction  returns.  Again, 
in  some  instances,  unless  energetic 
measures  are  resorted  to  early,  neigh- 
boring structures  may  become  impli- 
cated with  serious  results,  notably  in 
the  event  of  extension  to  the  cranial 
cavity. 

The  symptoms  of  chronic  sinus  dis- 
ease are  generally  much  less  pro- 
nounced ;  pain  may  be  entirely  absent 
and  the  effects  on  the  general  condi- 
tions of  health  may  be  very  slight. 
When  interference  with  the  discharge 
of  pus  exists,  and  in  direct  proportion 
to  its  degree,  both  the  local  discom- 
fort and  the  evidences  of  systemic 
intoxication  will  be  present  in  varying 
intensity.  Sometimes  the  patient  will 
merely  seek  relief  from  what  he  calls 
a  "catarrh,"  or  an  obstinate  and  pro- 
tracted headache,  or  an  intractable 
neuralgia  somewhere  about  the  face 
or  head  will  lead  him  to  seek  advice. 
Other  causes  being  eliminated,  head 
pains,  habitual  in  character,  are,  with 
a  fair  degree  of  certainty,  attributable 
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to  disease  of  single  or  combined  ac- 
cessory cavities.  In  this  connection  I 
would  like  to  call  attention  to  the  very 
valuable  chart  prepared  by  Dr.  S.  H. 
Lutz,  which  indicates  in  a  graphic 
manner  and  with  considerable  accu- 
racy the  various  regions  to  which  pain, 
occasioned  by  disease  of  the  several 
sinuses,  is  likely  to  be  referred. 

I  imagine  that  a  majority  of  the 
cases  of  trifacial  neuralgia  have  had 
their  starting  point  in  the  maxillary 
antrum,  and  that  early  attention  di- 
rected to  this  cavity  would  have  pre- 
vented the  development  of  many  cases 
of  unyielding  tic  doloreux  with  the 
horrible  suffering  it  entails. 

Persistent  irritation  of  the  pharynx 
and  larynx,  cough,  bronchorrhea  and 
asthmatic  attacks,  symptoms  appar- 
ently referable  to  the  ear,  profound 
disturbances  of  digestion  and  nutri- 
tion are,  each  or  all  likely  to  result 
from  sinus  disease.  Perversions,  im- 
pairment or  destruction  of  the  sense 
of  smell  are  constant.  When  the  dis- 
charges are  offensive,  the  odor  is  gen- 
erally more  clearly  appreciated  by  the 
patient  himself,  than  by  his  associates, 
the  reverse  of  which  is  the  case  in 
other  fetid  diseases  of  the  nose.  Men- 
tal hebetude  is  frequent  and  aprosexia 
sometimes  obtains  to  as  marked  a  de- 
gree as  in  children  who  are  the  sub- 
jects of  lymphoid  hypertrophy.  The 
ophthalmologists  are  realizing  that  a 
large  percentage  of  optic  nerve  atro- 
phies originate  in  diseased  conditions 
of  the  accessory  sinuses,  and  that  ap- 
propriate measures  directed  to  their 
cure  often  result  in  relief  of  a  condi- 
tion hitherto  deemed  almost  hopeless. 
The  same  applies  to  certain  cases  of 
asthenopia.  The  ethmoidal  cells  are 
in  the  main  responsible  for  these 
visual  disturbances  as  can  be  readilv 
appreciated  by  inspection  of  their  re- 
lations to  the  orbit  and  its  contents. 
In  extreme  cases  of  sinus  disease,  des- 
truction of  the  bony  walls  of  the 
cavities  may  supervene,  so  that  we 
encounter  orbital  abscesses,  meningitis 
and  cerebral  abscesses  from  direct  in- 
fection or  as  the  result  of  an  osteo- 
myelitis. 

The  one  symptom  that  is  common 


to  all  chronic  diseases  of  the  acces- 
sory sinuses  is  a  discharge  of  pus 
from  the  nostril,  anteriorly  or  pos- 
teriorly, and  this  may  constitute  the 
patient's  sole  complaint.  It  may  be 
stated  axiomatically  that  a  habitual 
discharge  of  pus  from  the  nose  or 
naso-pharynx  means  disease  of  one 
or  more  of  the  acessory  sinuses  and 
merits  the  most  careful  investigation. 
Repeated  recurrences  of  nasal  polypi* 
also  indicate  sinus  disease. 

For  clinical  purposes,  a  distinction 
is  made  between  the  anterior  and  pos- 
terior group  of  cavities.  The  anterior 
comprises  the  antrum,  frontal  sinus 
and  anterior  ethmoidal  cells ;  the 
sphenoidal  sinus  and  posterior  eth- 
moidal cells  form  the  posterior  group. 
Pus  having  its  origin  in  the  anterior 
cells  is  likely  to  be  voided  through  the 
nostril  or  to  be  discoverable  in  the 
nasal  chambers :  when  its  source  is  in 
the  posterior  cells  it  is  seen  in  the 
pharynx  or  covering  the  hinder  ends 
of  the  turbinate  bones.  If  the  antrum, 
frontal  sinus  or  the  anterior  eth- 
moidal cells  are  involved,  pus  will  be 
found  in  the  middle  meatus,  external 
to  the  middle  turbinate  and  it  is  gen- 
erally possible,  with  care,  to  determine 
the  exact  source  of  its  origin.  A 
purulent  discharge  appearing  in  the 
space  between  the  middle  turbinate 
and  the  septum,  suggests  the  sphenoi- 
dal sinus  or  the  posterior  ethmoidal 
cells  as  its  source.  Occasionally,  by 
reason  of  some  anatomical  deformity, 
the  secretion  will  be  diverted  from  its 
usual  course  and  will  appear  in  the 
opposite  nostril,  thus  adding  to  the 
perplexities  of  the  situation. 

Irrigation  of  the  antrum  and 
sphenoidal  sinuses  through  their  nor- 
mal openings  is  usually,  and  of  the 
frontal  sinus,  not  infrequently  practi- 
cable, and  the  presence  or  absence  of. 
pus  in  the  returning  fluid  is  definite 
evidence  of  the  location  of  trouble. 
If  irrigation  of  the  other  sinuses  is 
negative,  the  ethmoidal  cells  can  thus 
be  held  responsible  by  exclusion.  All 
these  procedures  are  greatly  facilita- 
ted by  removal  of  the  whole  or  a  part 
of  the  middle  turbinate  bone,  giving 
freer  access  to  the  sinus  openings. 
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Translumination  possesses  a  negative 
value  in  the  diagnosis  of  antral  and 
frontal  disease,  but  is  otherwise  often 
misleading.  It  cannot  be  applied  to 
the  ethmoid  or  sphenoid. 

Puncture  of  the  naso-antral  wall  in 
the  middle  or  lower  meatus  with  irri- 
gation, will  settle  one  way  or  the  other 
the  question  of  involvement  of  this 
cavity.  It  must  be  borne  in  mind, 
however,  that  not  infrequently  the  an- 
trum acts  merely  as  a  reservoir  for 
the  pus  which  has  been  formed  in  the 
other  sinuses  and  may  itself  be  free 
from  actual  disease.  Hajek  has  aptly 
applied  the  name  "pyosinus"  to  this 
condition. 

As  to  the  frequency  of  definite  dis- 
ease of  the  accessory  sinuses,  last 
year's  experience  in  my  service  at  the 
Brooklyn  Eye  and  Ear  Hospital  is  a 
fair  indication.  In  about  1,000  pa- 
tients we  have  observed  15  chronic 
cases,  of  the  antrum  alone  2,  ethmoid 
6,  frontal  2,  antrum  frontal  and 
sphenoid  I,  antrum  and  ethmoid  2, 
antrum  and  frontal  1,  sphenoid  and 
ethmoid  1.  I  think  we  encounter  pro- 
portionately rather  fewer  cases  in  dis- 
pensary than  in  private  practice,  for 
the  former  class  of  patients  are  not  so 
apt  to  seek  advice  unless  their  symp- 
toms are  urgent.  I  have  seen  during 
the  past  years  far  greater  number,  par- 
ticularly of  acute  cases,  in  private 
than  in  institution  work. 

In  the  treatment  of  acute  inflamma- 
tions of  the  sinuses  mild  measures 
should  invariably  be  tried  at  first,  and 
in  these  cases  the  various  preparations 
of  the  supra-renal  glands  have  proved 
themselves  invaluable.  A  spray  or 
instillation  of  a  weak  solution  will 
often  cause  sufficient  contraction  of 
the  engorged  intra-nasal  tissues  to  al- 
low a  discharge  of  the  secretions  pent 
up  in  the  cavities,  and  when  followed 
by  hot  soothing  irrigations  given  at 
frequent  intervals,  these  measures  will 
very  often  relieve  the  suffering  of  the 
patient  and  cause  the  resolution  of  the 
inflammation.  Belladonna  or  atropine 
internally  is  here  a  considerable  help 
to  lessen  the  secretion  and  modify  the 
intensity  of  the  inflammatory  process. 
Other     constitutional  antiphlogistic 


measures  are  beneficial;  free  catharsis 
and  diaphoresis  should  not  be  neglect- 
ed. By  employing  these  methods,  with 
an  aramentarium  consisting  only  of  a 
medicine  dropper  and  a  fountain  syr- 
inge, the  general  practitioner  will  often 
have  as  brilliant  success  as  the  most 
accomplished  rhinologist. 

The  procedures  palliative  and  radi- 
cal that  have  been  proposed  in  the 
fully  established  disease,  rival  in  num- 
ber and,  I  fear,  in  efficacy,  the  rem- 
edies suggested  in  the  vomiting  of 
pregnancy,  and  even  the  sphenoidal 
sinus  is  no  safer  to-day  from  the  as- 
saults of  the  aspiring  rhinologist, 
Hyrtl  to  the  contrary  notwithstanding, 
than  is  the  vermiform  appendix  from 
the  energetic  laparotomist.  Some  of 
these  methods  of  treatment  I  have 
never  had  the  temerity  to  attempt, 
others  I  lack  the  skill  to  accomplish, 
but  the  number  and  unsatisfactoriness 
of  all  routine  methods  may  often  be 
due  to  the  rather  inconstant  anatomi- 
cal characteristics  of  all  the  sinuses. 
In  control  of  operative  work  as  well 
as  in  diagnosis  the  X-ray  has  been 
frequently  of  the  greatest  assistance. 
The  provision  for  suitable  drainage 
through  the  natural  openings  is  al- 
ways the  first  result  to  be  secured,  and 
in  many  instances  an  apparently  se- 
vere sinus  suppuration  will  subside 
under  mild  topical  treatment  when  this 
has  been  accomplished.  Hence,  for 
therapeutic  as  well  as  diagnostic  pur- 
poses, removal  of  the  middle  turbinate 
is  a  most  valuable  procedure.  Sur- 
gery, if  necessary,  should  be  sufficient- 
ly radical  to  secure  the  desired  ends, 
but  we  can  often  reach  the  goal  by 
making  haste  slowly,  and  it  has  always 
seemed  to  me  that  much  unjustifiable 
mutilation  has  been  inflicted  on  the 
subjects  of  sinus  disease. 

The  maxillary  antrum  is,  of  course, 
the  most  exposed  to  surgical  assault 
of  all  the  cavities.  During  my  earlier 
rinological  days  alveolar  opening  and 
drainage  was  the  only  recognized  pro- 
cedure. Those  of  us  who  practiced  it 
extensively  soon  realized  its  entire  in- 
adequacy and  have  since  experimented 
with  most  of  the  methods  that  have 
been  suggested.    Occasionally  the  al- 
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veolar  operation  would  suffice,  but  it 
presupposes  a  perfectly  uncomplicated 
empyema,  little  disease  of  the  lining  of 
the  antrum  and  a  smooth  symmetrical 
cavity,  undivided  by  septa.  The  wide 
opening  of  the  canine  fossa,  affording 
ample  space  for  examination  and 
treatment,  has  been  satisfactory  in 
practically  all  cases  uncomplicated  by 
trouble  in  the  other  sinuses,  and  re- 
moval of  a  liberal  portion  of  the  naso- 
antral  wall  permits  closure  of  the  buc- 
cal wound  and  the  after-treatment  of 
the  sinus  through  the  nose. 

Mikulicz  and  Krause  have  prac- 
ticed opening  through  the  naso-antral 
wall  in  the  lower  meatus ;  Onodi,  Sie- 
benmann  and  Rethi  in  the  middle,  but 
in  case  of  extensive  disease  it  seems  to 
me  that  these  operations  do  not  give 
enough  room  and  are  subject  to  the 
same  disadvantages  as  the  alveolar 
opening. 

In  my  experience  very  few  of  the 
cases  of  frontal  empyema  have  de- 
manded radical  surgery  for  their  re- 
lief. Very  often  they  will  recover 
when  drainage  is  permitted  by  the  re-, 
moval  of  intra-nasal  obstructions,  with 
appropriate  irrigations  when  the  way 
is  clear.  This,  in  my  opinion,  is  the 
limit  to  which  intra-nasal  surgery  of 
the  frontal  sinuses  should  be  carried. 
The  variations  in  size,  shape  and  con- 
stancy of  this  cavity  constitute  a  prac- 
tical prohibition  to  approaching  it  ex- 
cept under  the  control  of  direct  in- 
spection. Lothrop  says  that  in  many 
instances,  post-mortem,  with  the  head 
split  and  the  nasal  septum  removed, 
it  was  imposible  for  him  to  pass  a 
probe  into  the  sinus  and  not  infre- 
quently he  was  unable  to  tell  where 
the  probe  had  gone ;  the  clinical  de- 
duction is  obvious.  Twice  I  have 
failed  to  find  it  by  external  operation, 
and  in  one  instance  was  enabled  to 
verify  its  complete  absence  on  autopsy. 
To-day,  with  the  aid  of  Rontgen  pic- 
tures, such  mistakes  are  scarcely  ex- 
cusable.  We  encounter  a  certain  num- 


ber of  patients  in  whom  external  op- 
eration is  necesary,  and  here  we  have 
a  wide  range  of  choice.  Kuhnt  re- 
moves the  anterior  and  inferior  wall 
and  endeavors  to  have  the  soft  parts 
obliterate  the  cavity.  Killian  does 
about  the  same,  leaving  the  orbital 
ridge  for  cosmetic  reasons.  Jansen  en- 
ters the  cavity  from  below  and  expects 
the  orbital  fat  to  enter  and  fill  the 
sinus.  The  Ogston-Luc  operation, 
opening  the  anterior  wall  and  estab- 
lishing free  communication  with  the 
nasal  chambers,  has  been  in  the  main 
satisfactory,  though  decried  by  manv 
operators,  and  when  combined  with 
resection  of  the  nasal  bone  and  nasal 
process  of  the  superior  maxilla,  has 
given  free  access  to  the  ethmoidal  cells. 
The  extent  of  any  of  these  procedures 
must  of  course  be  always  determined 
by  the  demands  of  the  individual  case. 

Ethmoidal  disease  is  probably  the 
most  common  of  all  forms  of  sinus 
trouble  and  is  in  many  instances  the 
cause  of  suppuration  in  other  cavities. 
Removal  of  the  middle  turbinate  and 
careful  curetting  of  the  diseased  cells 
is  usually  sufficient,  or  they  may  be 
reached  through  the  floor  of  the  fron- 
tal sinus  as  suggested  above. 

In  sphenoid  disease,  Hajek's  method 
of  breaking  down  the  anterior  wall 
thus  enlargening  the  natural  opening, 
has  been  satisfactory  in  results  and  not 
difficult  of  accomplishment.  Knight 
says  in  this  connection,  that  the  pro- 
portion of  cases  which  cannot  be 
reached  through  the  nasal  passage,  if 
necessary  after  the  preliminary  re- 
moval of  obstructions,  must  be  exceed- 
ingly small.  Except  in  extreme  and 
unusual  cases  I  cannot  believe  that  the 
extensive  and  serious  procedures  ad- 
vocated by  Jansen,  Furet  and  Luc,  and 
unfortunately  practiced  by  some  op- 
erators in  this  country,  are  other  than 
unnecessary,  and,  to  put  it  very  mildly, 
exceedingly  unwise. 

170  Clinton  Street. 
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JOHX  ORDRONAUX,  physician, 
lawyer,  scholar,  author,  gentleman, 
a  man  highly  esteemed,  respected 
and  loved  by  his  neighbors  and 
acquaintances  among  whom  he  had 
lived  for  more  than  fifty  years,  was 
stricken  with  cerebral  apoplexy  at  his 
home  near  Glen  Head,  Long  Island, 
Sunday  afternoon,  January  19,  190S, 
and  died  early  Monday  morning,  Jan- 


reputation,  whose  opinions  were  wide- 
ly sought  and  greatly  respected. 

Dr.  Ordronaux,  the  only  son  of 
John  and  Elizabeth  (Charreton)  Or- 
dronaux, was  born  in  Xew  York  City 
August  3,  1830.  His  father,  a  native 
of  France,  commanded  the  American 
privateer  Prince  of  Xxufchatel  in  the 
war  of  1812,  and  at  the  close  of  the 
war  established  a  sugar  refinery  in 


uary  20th,  without  regaining  con- 
sciousness. This  sudden  and  unex- 
pected death  of  a  man  eminent  in  his 
chosen  fields  of  investigation,  in  the 
seventy-eighth  year  of  his  age,  brought 
sorrow  and  a  sense  of  loss  to  many 
warm  friends  and  admirers.  For  many 
years  Dr.  Ordronaux  was  an  ackonwl- 
edged  authority  in  medical  jurispru- 
dence, as  well  as  an  alienist  of  national 


New  York  City.  At  his  death,  in  1841, 
the  lad  was  adopted  by  John  Moulton, 
who  then  owned  what  is  now  known 
as  the  William  Cullen  Bryant  property 
at  Roslyn,  L.  I.,  and  he  made  his  home 
with  the  MoultOns  until  their  death, 
some  years  since. 

Having  completed  a  college  prepar- 
atory course  in  XTew  York  City,  young 
Ordronaux  entered  Dartmouth  Col- 
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lege  and  was  graduated  from  that 
institution  in  1850.  He  began  the 
study  of  law  immediately,  was  gradu- 
ated from  the  Law  School  of  Harvard 
University  in  1852  and  admitted  to 
the  bar  the  following  year.  For  two 
years  he  practised  law  at  Taunton, 
Massachusetts,  and  then  came  to  New 
York.  While  following  the  practice 
of  law  in  New  York,  he  completed  a 
course  in  medicine  and  received  the 
degree  of  M.D.  from  the  National 
Medical  College  in  1859.  But  young 
Dr.  Ordronaux  did  not  enter  upon  the 
active  practice  of  medicine.  Early  in 
the  Civil  War  he  was  appointed  ex- 
amining surgeon  for  volunteers  in 
Brooklyn,  and  in  1864,  became  assist- 
ant surgeon  of  the  15th  Regiment,  N. 
G.  S.  N.  Y.  During  this  time,  he  pre- 
pared and  published  the  first  Ameri- 
can work  on  military  hygiene,  "Hints 
on  Health  in  Armies"  and  also  a 
"Manual  for  Military  Surgeons  on  the 
Examination  of  Recruits  and  Dis- 
charge of  Soldiers." 

As  a  scholar,  Dr.  Ordronaux  had 
few  superiors.  He  read  widely  and 
with  discrimination,  and  was  well  in- 
formed upon  many  subjects  other  than 
those  connected  with  his  professional 
work.  He  was  well  acquainted  both 
with  ancient  and  with  modern  writers, 
often  reading  the  classics  in  the  orig- 
inal as  a  means  of  diversion.  Some 
years  since  he  translated  in  metre  a 
medical  book  written  in  Latin  and  is- 
sued, centuries  ago,  by  the  school  at 
Salernum.  He  was  a  polished  and 
ready  speaker,  and  had  at  his  com- 
mand an  extensive  vocabulary  which 
he  used  with  rare  tact,  grace  and  ef- 
fectiveness. 

In  1 86 1,  Dr.  Ordronaux  was  ap- 
pointed Lecturer  on  Medical  Juris- 
prudence in  the  Law  School  of  Colum- 
bia University,  and  held  that  position 
until  the  chair  was  abolished  in  1895. 
He  also  held  a  similar  position  in  the 
Medical  Department  of  the  University 
of  Vermont,  at  Burlington,  for  many 
years.  From  1864  until  his  death,  he 
occupied  the  chair  of  Medical  Juris- 
prudence in  the  Medical  Department 
of  his  alma  mater,  Dartmouth  College, 
at   Hanover,    New   Hampshire.  In 


1870  he  received  the  degree  of  LL.D. 
from  Trinity  College,  Hartford,  Con- 
necticut, and  in  1895  he  was  honored 
with  the  same  degree  by  Dartmouth 
College,  of  which  institution  he  was 
a  favored  son. 

Dr.  Ordronaux  served  as  the  first 
New  York  State  Commisioner  in  Lu- 
nacy, from  1873  to  1882,  and  during 
that  period  he  codified  and  revised  the 
lunacy  laws  of  the  State.  As  an  ex- 
pert alienist  he  was  called  as  a  witness 
in  many  important  criminal  trials.  Dr. 
Ordronaux  was  a  member  of  the 
Medical  Society  of  the  State  of  New 
York,  of  the  Associated  Physicians  of 
Long  Island  and  of  the  Queens-Nas- 
sau Medical  Society.  He  was  Pres- 
ident of  the  Queens-Nassau  Society 
1898-1899,  and  Historian  1901-1907. 

He  was  the  author  of  "The  Legal 
Status  of  the  Medical  Profession  in 
New  York,"  "Report  on  Expert  Tes- 
timony," "Hallucination  Consistent 
with  Reason,"  "On  Suicide,"  "The 
Jurisprudence  of  Medicine  in  its  Re- 
lation to  the  Law  of  Contracts,  Torts 
and  Evidence,"  "Moral  Insanity," 
"On  Expert  Testimony  in  Judicial 
Proceedings,"  "The  Proper  Legal 
Status  of  the  Insane,"  "Legislation  in 
New  York  Relating  to  the  Insane," 
"Institutes  of  Equity  as  Revealed 
Through  its  Maxims,"  "Judicial  As- 
pects of  Insanity,"  "The  Plea  of  In- 
sanity as  an  Answer  to  an  Indict- 
ment," "Judicial  Problems  Relating 
to  the  Disposal  of  Insane  Criminals," 
and  "Constitutional  Legislation  in  the 
United  States." 

In  the  words  of  another,  "No  man 
was  better  known  in  the  legal  and  the 
medical  fraternities  of  the  State  than 
John  Ordronaux,  and  no  man  was 
more  highly  esteemed  and  respected 
in  the  community  in  which  he  had 
lived  for  so  many  years.  His  was  a 
life  of  usefulness.  Quiet  and  unas- 
suming in  his  manner,  thoughtful  and 
considerate  of  his  neighbors,  a  man 
who  never  refused  to  do  good  where 
good  could  be  done,  he  was  one  who 
could  rightly  be  called  the  first  citizen 
of  Roslyn."  J.  S.  C. 

Glen  Cove.  N.  Y.,  March  18,  1908. 
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PSYCHO-THERAPY. 

OXE  has  but  to  read  of  the  won- 
derful events  which  took  place 
at  the  tomb  of  Le  Diacre  de 
Paris  in  the  eighteenth  century,  or  to 
visit  the  Shrine  of  St.  Anne  de  Beau- 
pre  near  Montreal,  or  to  look  into  the 
Chapel  which  contains  the  sacred 
effigy  of  the  Bambino  in  Rome,  in 
order  to  realize  that  psycho-therapy, 
especially  combined  with  religious 
zeal,  has  been  practiced  for  centuries. 
When  we  look  further,  however,  and 
examine  more  closely  into  the  details 
of  these  events,  we  invariably  find 
that  they  have  led  to  abuse  and  char- 
latanry. 

Whenever  the  treatment  of  disease 
is  undertaken  by  those  who  are  not 
thoroughly  trained  medical  men, 
trouble  results. 

Why  is  it  that  we  have  specially 
trained  neurologists,  who  often  serve 
a  number  of  years  in  institutions  in 
order  that  they  may  better  understand 
and  treat  mental  disease?  If  they 
find  drugs  ineffectual  in  relieving  the 
disorders,  they  use  other  recognized 
methods,  but  carry  them  out  along 
strictly  scientific  lines.  The  possible 
helpfulness  of  religious  authorities  in 
this  phase  of  medical  work  has  long 
been  recognized,  but  in  order  to  ob- 
tain the  greatest  amount  of  good  and 
avoid  certain  evil,  medical  treatment 
must  always  remain  in  the  hands  of 


the  physicians,  and  the  relation  of 
clergymen  to  it  must  be  incidental  and 
subordinate. 

No  minister  of  the  Gospel,  unless 
he  has  devoted  four  years  to  the  study 
of  anatomy,  physiology,  and  the  allied 
sciences,  can  ever  hope  to  understand 
the  position  of  the  physician.  How 
can  he  comprehend  the  effects  of 
psycho-therapy  after  listening  to  a 
few  sermons  or  reading  a  few  books, 
the  meaning  of  which  he  can  not  pos- 
sibly understand  without  preliminary 
training  and  protracted  study? 

The  so-called  Emmanuel  movement 
has  been  entered  upon  by  those  who 
are  fostering  it.  with  all  sincerity — 
they  believe  in  it — but  they  are  enter- 
ing a  province  which  is  entirely  for- 
eign to  their  education  and  calling. 

Physicians  everywhere  recognize 
the  value  of  suggestion,  stimulation  of 
the  subconscious,  religious  faith  and 
prayer,  but  if  such  treatment  is  to  be 
carried  out  in  the  way  that  will  be  for 
the  best  intesests  of  suffering  men, 
and  so  that  it  may  command  the  con- 
fidence and  co-operation  of  medical 
men,  it  should  be  under  the  direction 
of  trained  neurologists.  Sensational- 
ism should  be  avoided,  case's  which  are 
treated  and  helped  should  not  be  ex- 
aggerated, exclaimed  abroad  and  ad- 
vertised. Its  merits  should  not  be 
preached  from  the  pulpit,  but  carried 
on  quietly  and  under  the  same  code  of 
ethics  which  governs  all  physicians  in 
their  treatment  of  disease.  Unless  this 
is  done,  physicians  can  not  co-operate 
with  the  leaders  of  the  movement. 


HAVE    WE    LOST  INTEREST 
IN  ANESTHESIA? 

TWO  and  a  half  years  ago,  as  the 
result  of  a  realization  that  the 
subject  of  anesthetics  was  one 
which  needed  studying  and  teaching, 
the  Long  Island  Society  of  Anesthet- 
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ists  was  organized.  Since  its  organi- 
zation it  has  held  quaterly  meetings  at 
the  different  hospitals  of  the  city  and 
at  the  Kings  County  Medical  Society 
building.  These  meetings  have  been 
attended  by  the  regular  members  of 
the  organization  and  from  time  to 
time  by  a  few  of  the  hospital  internes 
— for  whose  special  benefit  the  meet- 
ings were  held. 

Despite  much  personal  work  at  hos- 
pitals, with  the  resident  anesthetists, 
the  appreciation  of  these  meetings  on 
the  part  of  those  who  most  need  them 
has  gradually  dwindled  until  at  the 
latest  meeting  there  was  not  present 
a  single  hospital  interne. 

The  program  of  the  evening  con- 
sisted of  a  paper  by  Dr.  Rupert  of 
Philadelphia,  who  came  to  New  York 
for  this  purpose,  also  the  demonstra- 
tion of  an  apparatus  for  rectal  anes- 
thesia now  in  use  at  the  Eye  and  Ear 
Hospital,  Manhattan,  by  Dr.  Sculton. 
Five  men  considered  the  meeting  of 
sufficient  importance  to  come  over 
from  Manhattan  to  attend  it. 

What  is  the  matter?  Do  the  medi- 
cal colleges  give  ample  instruction  in 
anesthetics  ?  Does  the  interne  in  the 
hospital  learn  all  he  cares  to  know 
when  he  is,  figuratively,  thrown  over- 
board and  told  to  strike  out  for  him- 
self ?  Are  the  surgeons  perfectly  sat- 
isfied with  the  prevalent  condition  of 
affairs  in  which  anxiety,  artificial  res- 


piration, and  the  hypodermic  syringe 
play  so  heroic  a  role?  Are  these 
things  so,  or  is  it  simple  neglect  in  a 
field  where  one's  efforts  are  needed 
along  so  many  lines  at  the  same  mo- 
ment?   I  believe  it  must  be  the  latter. 

Contrary  to  the  idea  of  many  sur- 
geons, interest  in  the  subject  of  anes- 
thetics does  not  imply  primarily  the 
adoption  of  complicated  apparatus, 
nor  the  condemnation  of  old  and  tried 
technic,  but  it  does  demand  first  the 
adoption  of  some  one  good  method 
and  agent  of  anesthesia  and  the  per- 
fection of  that  procedure  to  the  high- 
est grade  of  efficiency  possible  to  at- 
tain, then,  after  having  so  far  edu- 
cated ones  self,  branch  out  as  judg- 
ment and  reason  dictates. 

New  interne  anesthetists  cannot  do 
justice  to  patient  nor  operator  when 
they  first  ascend  the  anesthetists' 
throne,  and  every  operating  surgeon 
must  feel  some  responsibility  toward 
arousing  their  interest  to  the  point  of 
taking  advantage  of  what  opportunity 
affords  itself  here  in  Brooklyn,  at  our 
Society  Meetings  as  well  as  alongside 
the  operating  table. 

The  operators  of  the  city  may  for- 
give or  overlook  one  of  our  "Guck  in 
die  Luft"  anesthetists,  but  the  public 
wouldn't  if  they  knew. 

Wm.  A.  Woolsey, 
For  the  Long  Island  Society  of 
Anesthetists. 
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Memorial  Services — The  Medical 
Society  of  the  County  of  Kings  held 
memorial  services  for  deceased  mem- 
bers Sunday  afternoon,  March  8, 
1908,  at  the  Library  Building.  The 
following  is  a  list  of  members  who 
have  died  during  1906  and  1907: 

Necrology,  1906- 1907. 
Active  Members. 
George    Ryerson    Fowler,  M.D., 
died  Feb.  6,  1906. 


Joseph  Edgar  Wells,  M.D.,  died 
Feb.  26,  1906. 

John  Oscar  Ferdinand  Hill,  M.D., 
died  Feb.  27,  1906. 

Charles  Louis  Fincke,  A.B.,  M.D., 
died  Mar.  19,  1906. 

William  James  Gilfillan,  M.D.,  LL. 
B.,  died  May  23,  1906. 

Alexander  Hutchins,  A.M.,  M.D., 
died  July  30,  1906. 

Charles  Frank  Herman,  M.D.,  died 
Aug.  2,  1906. 
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Edward  Atwood  Wheeler,  M.D., 
died  Sept.  19,  1906. 

Charles  S.  Williamson,  M.D.,  died 
Oct.  21,  1906. 

Florence  Greenman  Emerson,  M.D., 
died  Nov.  26,  1906. 

Thomas  Francis  McCleary,  M.D., 
died  Dec.  15,  1906. 

Rodney  Clinton  Fletcher  Combes, 
M.D.,  died  Mar.  19,  1907. 

Frances  Van  Cleve  Fuller,  M.D., 
died  Mar.  27,  1907. 

Richard  Caldwell  Brewster,  M.D., 
D.D.S.,  died  May  18,  1907. 

Joseph  Franklin  Vose,  M.D.,  died 
June  28,  1907. 

John  Monsell  Peacocke,  M.D.,  died 
July  3,  1907. 

Patrick  J.  Prendergast,  M.D.,  died 
Aug.  16,  1907. 

Aaron  Warner  Shepard,  M.D.,  died 
Sept.  8,  1907. 

Joel  Wilbur  Hyde,  M.D.,  died  Sept. 
22,  1907. 

William  Charles  Jacob  Schmidt, 
M.D.,  died  Nov.  18,  1907. 

William  Nathan  Belcher,  M.D., 
died  Nov.  20,  1907. 

Herman  C.  O.  Steinke,  M.D.,  died 
Nov.  21,  1907. 

N on- Active  Members. 

Edward  Bennett,  M.D.,  died  Jan. 
26,  1906. 

Arthur  Manly  Burnes,  M.D.,  died 
Apr.  26,  1906. 

Edgar  Arthur  Day,  M.D.,  died  May 
16,  1906. 

William  Anthon  Bliss,  M.D.,  died 
Aug.  19,  1906. 

Neilson  Abed  Baldwin,  M.D.,  died 
Aug.  29,  1906. 

Robert  P.  Schmeltzer,  M.D.,  died 
Oct.  11,  1906. 

John  Henry  Trent,  M.D.,  died  Dec. 
4,  IQ06. 

William  Stewart,  M.D.,  died  Dec. 
24.  1906. 

Joseph  William  Glynn,  M.D.,  died 
Dec.  30,  1906. 

Jesse  Brown  Fung,  M.D.,  died  Feb. 
8,  1907. 

Albert  William  Ford.  M.D.,  died 
Tulv  2,  1907. 

Fdward  Fltings,  M.D.,  died  July  28, 
1907. 

Lucy  Mabel  Hall  Brown,  M.D.. 
died  Aug.  t,  T907. 


Pantaleon  Candidus,  M.D.,  died 
Sept.  25,  1907. 

James  McManus,  M.D.,  died  Oct.  2, 
1907. 

Thomas  Alo^sius  York,  M.D.,  died 
Oct.  17,  1907. 

Jeannette  Reid  Durkee,  M.D.,  died 
Oct.  27,  1907. 

Thomas  P.  Corbally,  M.D.,  died 
Nov.  4,  1907. 

William  George  Russell,  M.D.,  died 
Nov.  26,  1907. 

Benjamin  Franklin  Blake,  M.D., 
died  Nov.  29,  1907. 

Edson  Spaulding  Mathias,  M.D., 
died  Dec.  5,  1907. 

Brooklyn  Society  for  Neurology — 
At  the  regular  meeting  of  the  Society 
held  Thursday,  March  26,  1908,  three 
papers  of  interest  were  read.  (1) 
'The  Influence  of  Extra  Ocular 
Muscles  on  the  Neuroses,"  by  Dr.  E. 
W.  Wright.  (2)  "Ocular  Symptoms 
of  Brain  Tumor,1'  by  Dr.  J.  H.  Only. 
(3)  "The  Cortical  Visual  Sense,"  bv 
Dr.  A.  E.  Shipley. 

Dr.  Frederick  C.  Eastman,  of 
1268  Bergen  Street,  Brooklyn,  desires 
to  announce  his  retirement  from  gen- 
eral practice  to  devote  himself  to  ner- 
vous and  mental  diseases. 

Norwegian  Hospital  25-Year  Cele- 
bration— Last  week  the  Norwegian 
Hospital  celebrated  the  twenty-fifth 
anniversary  of  the  founding  of  the 
Norwegian  Lutheran  Deaconesses' 
Home  and  Hospital.  The  hospital  has 
had  a  remarkable  growth  in  that  time  ; 
started  in  a  small  dwelling-house,  it 
has  grown  to  a  well-equipped  hospital 
accomodating  150  patients,  with  a 
nursing  staff  of  twenty-four  women. 
The  first  intention  of  the  hospital  au- 
thorities was  to  care  for  Norwegians 
only,  but  their  work  has  extended  and 
includes  all  races. 

Druggist  Charged  with  Substitu- 
ting—  Benjamin  Levine,  a  druggist 
of  Brooklyn,  was  held  in  $l,OO0  bail 
in  the  Gates  Avenue  Court,  recently, 

charged  with  having  negligently  and 
ignorantlv  substituted  a  different  drug 
from  that  ordered.  Tt  was  charged 
that  on  February  roth  the  druggist 
received  a  prescription  calling  for 
lime  water,  and  that  he  gave  a  diluted 
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solution  of  acetic  acid.  The  child  for 
whom  the  medicine  was  intended  died 
later.  It  will  be  interesting  to  see 
whether  or  not  the  courts  punish  the 
druggist  for  such  carelessness. 

Action  against  a  Physician — The 
Board  of  Health  of  the  City  of  New- 
York  has  brought  an  action  in  Queens 
County  to  recover  a  penalty  for  a 
failure  to  report  an  alleged  case  of 
scarlet  fever.  It  is  claimed  by  the  de- 
fense that  the  case  was  not  one  of 
scarlet  fever. 

A  New  Mental  Hospital — It  is 
reported  that  Dr.  Mandsley,  of  Lon- 
don, has  donated  $150,000  towards  the 
erection  of  a  Mental  Hospital  in  Lon- 
don. A  hospital  in  which  patients  suf- 
fering from  acute  mental  diseases  can 
be  kept  under  observation  and  treat- 
ment without  being  certified  to  as  in- 
sane. The  British  Medical  Journal, 
in  discussing  the  gift,  mentions  the 
Pavilion  at  Bellevue  and  the  Kings 
County  Hospital  as  examples  of  the 
usefulness  of  such  an  institution. 

A  Fund  for  the  Study  of  Tu- 
berculosis— A  bill  has  been  intro- 
duced into  the  House  of  Representa- 
tives to  set  aside  a  fund  of  $600,000 
for  the  establishment  of  a  National 
Tuberculosis  Fund  to  foster  the  in- 
vestigation of  this  disease. 

Queens-Nassau  Medical  Society — 

The  Year-Book  of  this  Society,  which 
was  formerly  the  Society  of  the 
County  of  Queens,  has  just  been  re- 
ceived. The  careful  attention  of  the 
members  of  the  Society  is  directed  to 


the  Resolutions  in  reference  to  the 
use  of  nostrums  and  proprietary  medi- 
cines, prepared  by  the  Kentucky  So- 
ciety, and  adopted  at  the  meeting  held 
in  Long  Island  City  January  11,  1908. 
The  officials  elected  for  the  term  end- 
ing December  31,  1908,  are:  Presi- 
dent, John  H.  Barry,  Long  Island 
City;  Vice-President,  Charles  M. 
Niesley,  Manhasset;  Secretary-Treas- 
urer, James  S.  Cooley,  Glen  Cove ; 
Censors,  William  J.  Malcolm,  Jericho ; 
H.  M.  Warner,  Hempstead ;  Henri  M. 
Auger,  Jamaica ;  P.  H.  Bumster,  Long 
Island  City;  J.  F.  Bloodgood,  Flush- 
ing ;  Historian,  Walter  Lindsay,  Hunt- 
ington. 

The  Presidential  Address  of  Irving 
F.  Barnes,  of  Oyster  Bay,  presented 
the  subject  of  "The  Hygienic  Condi- 
tion of  Our  Schools  and  the  Care  and 
Medical  Inspection  of  Our  Pupils." 
The  members  who  died  during  the 
year  were : 

Charles  G.  J.  Finn,  died  November 
3,  1906. 

Benjamin  G.  Strong,  died  July  26, 
1907. 

John  B.  Wei  wood,  died  September 
26,  1907. 

John  C.  Vanderveer,  died  January 
18,  1908. 

John  Ordronaux,  died  January  20, 
1908. 

The  Medical  Association  of  The 
Greater    City    of    New    York — A 

special  meeting  of  this  Society  was 
held  in  Brooklyn  March  2,  1908.  Pa- 
pers were  read  by  Dr.  Van  Gieson, 
Dr.  Judd  and  Dr.  Merzbach. 


THE  MEDICAL  SOCIETY  OF  THE  COUNTY 

OF  KINGS. 

Stated  Meeting,  December  17,  1907. 
The  President,  G.  R.  Butler,  M.D.,  in  the  Chair. 


MASKED  APPENDICITIS. 

A  paper  with  the  above  title  was 
read  by  Algernon  T.  Bristow, 
M.  D.,  for  which  see  page  131. 

Discussion. 
Dr.  H.  B.  Delatour  stated  that  so 
many  of  our  cases  that  come  to  opera- 
tion give  us  a  history  of  previous  at- 


tacks from  which  they  have  recovered, 
that  we  cannot,  for  an  instant,  dis- 
pute those  who  say  that  a  large  num- 
ber of  cases  of  appendicitis  can  be,  as 
they  say,  cured,  or  rather  carried 
through  an  attack.  They  are  not 
cured,  he  added,  in  the  sense  of  being 
relieved  of  a  condition  which  is  not 
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likely  to  recur.  The  mere  fact  of 
these  recurrences  answers  the  question 
of  whether  these  cases  are  absolutely 
cured  or  not.  It  is  most  unfortunate, 
he  thought,  that  we  have  to  go  over 
this  same  ground  so  frequently.  It 
has  been  covered  time  and  time  again 
by  various  writers,  both  by  clinicians 
and  surgeons,  and  yet  it  does  not 
seem  to  impress  upon  the  profession 
generally  the  absolute  necessity  for 
operation  in  a  great  majority  of  cases 
of  appendicitis.  To  be  sure  there  are 
some  cases  in  which  it  is  proper  to 
delay  or  advise  against  operation. 

It  happened  to  the  speaker  only  this 
fall  to  have  two  cases  referred  by  the 
same  physician.  In  one  the  attack 
was  very  mild,  the  patient  was  an  ex- 
tremely neurotic  man,  with  a  bad 
heart,  and  it  seemed  better  to  avoid 
operation,  if  possible.  Within  a  week 
he  saw  the  second  case,  and  in  an  ex- 
tremely large,  fat  individual,  with  a 
low  temperature  and  only  moderate 
tenderness,  which,  at  the  end  of 
twenty-four  hours,  was  improved ;  and 
in  that  case  from  the  blood  count,  the 
inability  to  have  an  anesthetic  nicely 
administered  and  a  clean,  satisfactory 
operation  performed,  he  felt  it  better, 
unless  placed  before  more  serious 
symptoms,  to  avoid  operation.  The 
physician  was  so  surprised  at  Dr. 
Delatour's  position  in  these  two  cases, 
that  he  wanted  to  know  if  the  speak- 
er's recent  illness  had  destroyed  his 
nerve.  He  assured  him  it  had  not, 
and  he  further  assured  him  that  ap- 
pendicitis was  always  a  condition  to 
attack  early,  unless  we  had  a  distinct 
and  decided  reason  not  to  do  so. 

Dr.  Bristow's  various  classifications 
he  thought  covered  the  situation  very 
well.  The  classification  that  he  had 
given  of  those  cases  in  which  the 
symptoms  are  referred  to  a  point  dis- 
tant from  the  appendix  is  one  that  we 
should  recognize  very  clearly.  The 
speaker  recalled  the  case  of  a  young 
woman  in  whom  the  symptoms  were 
entirely  referable  to  the  region  of  the 
stomach,  the  tenderness,  pain  and 
other  signs  lying  just  above  the  um- 
bilicus in  the  median  line.  In  that 
case  it  was  quite  difficult  at  first  to 
satisfy  himself  that  he  had  a  case  of 


appendicitis  to  deal  with,  and  still  at 
operation  he  found  a  gangrenous  ap- 
pendix, the  removal  of  which  effected 
a  cure. 

Those  cases  of  apparent  recovery 
with  abscess  are  among  the  most  dan- 
gerous that  come  under  our  notice. 
Some  twelve  or  fifteen  years  ago  he 
reported  to  this  Society  a  number  of 
cases,  among  which  was  that  of  a 
young  boy,  who  had  apparently  re- 
covered from  an  acute  appendicitis, 
so  much  so  that  he  was  able  to  go  out 
on  the  street  after  four  or  five  days. 
While  playing  ball  he  was  seized  with 
acute  abdominal  pain.  The  speaker 
saw  him  within  three  hours ;  he  was 
immensely  distended,  had  a  severe 
general  peritonitis,  and  within  six 
hours  later  was  dead.  That  boy  was 
supposed  to  have  completely  recovered 
from  an  attack  of  acute  appendicitis 
that  had  occured  a  week  before.  These 
cases,  the  doctor  said,  are  too  numer- 
ous to  try  to  recall  all  those  we  see. 

One  other  class  of  cases  he  would 
mention  is  that  spoken  of  by  Dr.  Bris- 
tow,  where  a  chronic,  low  grade  ap- 
pendicitis continues  for  some  time 
with  chronic  intestinal  symptoms. 
Many  and  many  of  these  cases  do  we 
see,  in  which  we  remove  a  narrow, 
cord-like  appendix,  which  it  does  not 
seem  possible  to  have  given  symptoms, 
and  still  with  the  removal  of  the  ap- 
pendix the  intestinal  symptoms  dis- 
appear. 

Dr.  W.  C.  Wood  said  that  he  cer- 
tainly saw  a  case  of  masked  appen- 
dicitis last  month.  He  operated  for 
for  an  inflamed  femoral  hernia,  and 
was  much  surprised  to  find  the  ap- 
pendix perforated  and  lying  in  the 
sac.  That  certainly  was  a  case 
within  the  title  of  Dr.  Bristow's 
paper. 

Concerning  those  cases  of  appen- 
dicitis, he  continued,  that  are  masked 
by  typhoid,  that  was  a  problem  that 
had  come  before  him  quite  recently 
this  fall,  and  he  recalled  the  guest 
of  the  evening  (Dr.  AT.  II.  Richard- 
son) wrote  quite  clearly  on  that 
same  subject  in  1902.  We  get  our 
appendicitis  with  typhoid,  he  said, 
both  diseases  appearing  at  the  same 
time.    The  two  diseases  are  so  com- 
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mon,  there  is  no  reason  why  they 
should  not  appear  together.  We 
see  severe  cases  of  typhoid,  where  a 
man  has  had  a  previous  attack  of 
appendicitis,  and  that  condition  has 
been  relighted  and  inflamed  in  con- 
nection with  the  typhoid.  These 
cases  he  had  not  in  mind  at  this 
moment,  but  we  have  certainly 
cases  of  typhoid  where  we  have 
early  in  the  disease,  before  the 
eighth  day,  before  the  diagnosis  of 
typhoid  is  clear,  symptoms  pointing 
towards  typhoidal  infection  of  the 
appendix.  These  cases  have  greater 
clinical  symptoms  than  they  have 
underlying  pathological  conditions. 
He  had  learned  that  these  cases  will 
get  well  without  operation,  as  a 
rule,  and  run  their  course  of  typhoid 
afterward.  He  had  learned  also 
that  the  typical  typhoid  ulcers  of 
the  appendix  rarely  goes  on  to  sup- 
puration. On  the  other  hand,  to 
make  a  differential  diagnosis  be- 
tween typhoid  and  appendicitis,  we 
have  been  inclined  to  rely  upon  the 
laboratory,  because  we  have  been 
taught  that  typhoid  interferes  with 
or  prevents  leucocytosis,  and  we 
are  now  told  the  exceptions  to  the 
rule  are  so  many  that  we  can  not 
rely  upon  it,  and  often  in  the  early 
stage  the  blood  count  helps  but 
little. 

To  make  a  differential  diagnosis 
between  typhoid  ulceration  of  the 
intestine  or  through  the  appendix, 
when  the  symptoms  are  in  the  right 
iliac  fossa,  is  an  exceedingly  diffi- 
cult proposition,  and  if  we  believe 
we  have  an  appendical  lesion  and 
the  patient  is  extremely  low,  it  may 
be  wise  not  to  do  surgery.  If  we 
have  a  perforation  through  the  ap- 
pendix, surgery  is  indicated  and  the 
responsibility  is  one  we  have  to 
take. 

Concerning  the  types  of  appendi- 
citis where  the  infection  is  low 
grade  in  character,  and  where  we 
have  liver  symptoms,  slight  enlarge- 
ment of  the  liver,  sepsis  coming 
from  the  liver,  or  ending  in  liver 
abscess,  single  or  multiple,  we  have 
there  frequently  the  infection  lying 
in  the  appendix,  and  the  infection  is 


entirely  masked  by  the  conditions  in 
the  liver.  He  had  seen  two  or  three 
typical  cases  of  that  in  a  year. 

Then  in  children  we  have  infec- 
tions where  the  condition  is  masked. 
In  the  summer,  in  the  midst  of 
attacks  of  intestinal  disease,  then  so 
common,  we  have  frequently  an  un- 
derlying appendicitis  that  is  over- 
looked with  a  diagnosis  of  gastro- 
enteritis. He  had  seen  a  number  of 
cases  of  children,  who,  from  time  to 
time,  as  they  were  growing,  had 
imperfect  digestion  and  stomach  dis- 
turbances, and  had  been  treated  by 
stomach  specialists  with  diet  of  one 
sort  or  another,  and  when  the  child 
was  able  to  locate  the  seat  of  pain 
and  the  appendical  lesion  grew 
clearly,  the  appendix  would  be  re- 
moved in  the  interval,  and  the  child 
would  be  returned  to  its  normal  diet 
and  take  on  a  large  amount  of  fat. 

In  1881  Gibney  called  attention  to 
the  fact  that  appendicitis  was  often 
mistaken  for  hip  joint  disease  on 
account  of  the  contraction  of  the 
psoas  muscle.  He  had  seen  numer- 
ous cases  in  children,  both  at  the 
42d  Street  Hospital,  where  he 
worked  some  years  ago,  as  well  as 
in  Brooklyn,  where  the  differential 
diagnosis  was  not  clear,  where  the 
patient  had  been  even  fitted  with  a 
truss,  when  there  was  a  typical  ab- 
scess behind  the  caecum. 

There  are  numerous  other  con- 
ditions we  might  mention,  the 
speaker  said,  where  the  disease  is 
masked,  but  he  thought  it  best  not 
to  take  up  further  time. 

The  question  of  operation  and 
non-operation  and  the  uncertainty 
of  prognosis  had  been  gone  into 
thoroughly  by  Dr.  Bristow,  and  he 
would  not  take  it  up. 

Dr.  F.  S.  Dennis  said  that  while 
listening  to  Dr.  Bristow's  paper  he 
was  struck  by  a  remark  that  Dr. 
Maurice  H.  Richardson  made  to  him 
a  number  of  years  ago,  when  he  told 
him  after  his  first  one  hundred  cases 
of  appendicitis  he  wrote  voluminously 
on  the  subject,  and  after  he  had  oper- 
ated into  the  thousands,  he  began  to 
feel  that  he  knew  nothing  about  the 
disease.     The  speaker  thought  that 
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the  remarks  of  Dr.  Br i stow  showed 
very  clearly,  that  there  are  some  very 
obscure  points  in  the  question  of  ap- 
pendicitis as  regards  operation,  which 
we  yet  have  to  study.  It  has  been  his 
rule  always  with  vomiting  and  rigid- 
ity and  a  rising  leucocytosis  to  regard 
these  as  the  three  cardinal  symptoms, 
that  made  him  believe  an  operation 
should  be  performed  irrespective  of 


the  time  or  the  place.  Now  Dr.  Bris- 
tow  has  shown  us  that  when  a  falling 
leucocytosis  is  proved,  even  that  is 
not  an  indication  or  signal.  Dr.  Den- 
nis believed  that  these  cases  are  ex- 
plained by  the  fact  that  we  have  there 
an  attempt  on  the  part  of  nature  to 
wall  in  a  small  abscess,  which  pre- 
vents an  increase  in  the  leucocytes. 
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The  128th  Regular  Meeting,  Held  December  20,  1907. 
The  President,  Dr.  Hugh  E.  Rogers,  in  the  Chair. 


The  following  were  admitted  to 
membership : 

Emanuel  Levitt,  M.D.,  717  Bush- 
wick  Avenue,  P.  and  S.,  N.  Y.,  1904. 

Paul  M.  Pilcher,  M.D.,  386  Grand 
Avenue,  P.  and  S.,  N.  Y.,  1900. 

August  \YesthofT,  M.D.,  546  Marcy 
Avenue,  Bell,  1891. 

Joseph  F.  Todd,  M.D.,  402  Sterling 
Place,  L.  I.  C.  H.,  1895. 

Charles  B.  Bacon,  M.D.,  Cumber- 
land Street  Hospital,  Buffalo,  1897. 

Carl  Fulda,  M.D.,  1096  Halsey 
Street,  P.  and  S.,  X.  Y.,  1901. 

Stephen  H.  De  Costa,  M.D.,  173 
Barbey  Street,  Univ.  and  Bell.,  1906. 

Clinical  Section. 

William  F.  Campbell,  M.D.,  Chair- 
man. 

Relapse  in  Scarlet  Fever. 

Dr.  J.  W.  Van  Deusen  reported 
this  case  on  account  of  its  rarity,  only 
two  cases  having  been  observed  in  over 
one  thousand  cases  at  the  Kingston 
Avenue  Hospital. 

Croupous  Rhinitis. 

Dr.  Joseph  Meyer  gave  a  report 
of  some  of  his  own  cases.  The  forms 
of  rhinitis  he  divided  into  three 
classes:  (a)  Membranous ;  (b)  croup- 
ous, which  is  a  simple  rhinitis  with 
croupous  exudation,  and  (c)  diph- 
theritic, which  in  addition  to  the  rhini- 
tis must  show  patches  in  the  throat. 
Mycosis  of  the  Pharynx. 

Dr.  Meyer,  after  giving  the  his- 


tory of  the  case  demonstrated  it  by 
means  of  a  portable  electric  battery 
with  head-mirror  attachment,  which 
he  had  had  made  for  bedside  examina- 
tion. 

Carcinoma  of  the  Breast. 

Dr.  H.  F.  McChesney  reported  this 
case :  The  patient  had  presented  her- 
self with  a  nodule  in  right  breast,  ten- 
der on  pressure,  and  a  smaller  nodule 
in  the  lower  inner  quadrant  of  same 
breast.  In  addition  the  left  breast 
had  a  nodule  in  the  right  upper  quad- 
rant. Some  thought  the  case  one  of 
chronic  mastitis,  but  upon  the  diagno- 
sis of  carcinoma  the  right  breast  was 
removed,  and  such  it  proved  to  be. 
Dr.  McChesney  expected  to  remove 
the  other  breast  very  soon,  and  would 
report  the  result  at  a  later  meeting. 
Fibroid  Uterus  with  Abscess  of  Uter- 
ine J  Vail. 

Dr.  E.  A.  Parker  presented  a 
specimen  showing  the  above  condition 
and  giving  a  brief  history  of  the  case. 
Fracture  of  the  Patella. 

Dr.  Russell  Fowler  showed  a  pa- 
tient he  had  operated  on  for  this  con- 
dition. A  horseshoe  incision  below 
knee  cap  was  used,  the  torn  structures 
at  sides  and  over  patella  being  sutured 
with  kangaroo  tendon. 
Fracture  of  the  Patella. 

A  paper  with  the  above  title  was 
read  by  Dr.  Math i as  Figueira. 
Discussion. 

Dr.  John  D.  Rushmore  believed  it 
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wise  to  state  condition  of  affairs 
frankly  to  patient,  letting  him  decide 
whether  to  use  operative  or  non-  oper- 
ative measures.  In  reporting  results 
of  non-operating  treatment,  the  orig- 
inal condition  of  the  fracture  should 
be  stated  to  judge  the  results  fairly. 
In  operative  cases,  a  deep  bite  of  the 
fibrous  tissue  at  the  sides  of  the  patella 
should  be  taken  with  the  needle,  his 
preference  being  silk  or  linen  for 
suture  material.  He  considered  a  very 
important  part  of  the  treatment  to  be 
moderate  massage  during  healing 
process,  and  vigorous  massage  after 
healing  of  bone,  lie  spoke  of  Mal- 
gaigne's  hook-  as  being  worthy  of 
trial  in  some  cases,  particularly  as 
modern  aseptic  methods  should  pre- 
vent the  suppuration  which  so  com- 
monly attended  their  use  in  former 
days. 

Dr.  Lewis  S.  Pilcher  considered 
non-operative  mechanical  means  pref- 
erable, but  this  procedure  was  cer- 
tainly defective.  In  reviewing  brief- 
ly his  cases  for  the  pasl  twenty  years, 
he  said  in  about  one-half  of  those 
operated  upon,  wire  sutures  had  been 
used.  I  [e  said  the  most  important 
thing  is  the  removal  of  the  interven- 
ing fibrous  tissue. 

Dr.  John  1).  Sullivan  preferred 
to  treat  patients  with  poor  constitu- 
tion by  non-operative  means,  %.  c,  a 
posterior  splint  and  daily  massage, 
lie  considered  retentive  apparatus 
without  passive  motion  did  more  harm 
than  good.  lie  thought  better  re- 
sults were  obtained  by  non-operative 
treatment  if  fracture  was  due  to  di- 
rect violence,  whereas  muscular  ac- 
tion being  the  cause,  operation  was 
advisable.  Operation  produced  better 
and  quicker  results  it"  patient  was  in 
good  condition. 

Dr.  J.  C.  Kennedy,  in  operative 
cases,  preferred  chromicized  catgut. 
The   particular    form   of  apparatus 

THE   14TH   ANNUAL   MEETING  HELD 
Dr.  HUGH  E.  ROGE 

The  minutes  of  the  previous  meet- 
ing were  read  and  approved. 
Propositions  for  membership: 
Dr.  Herbert  C.  Rogers,  377  Gates 
Avenue,  Bellevue,  1878. 


used  he  considered  of  little  impor- 
tance. 

Dr.  W.  C.  Wood  advised  to  oper- 
ate if  due  to  indirect  violence,  but  do 
not  operate  where  direct  violence  is 
the  cause.  Do  not  operate  imme- 
diately after  injury  but  wait  until 
fifth,  sixth  or  tenth  day  until  effect 
of  traumatism  has  passed.  In  one- 
half  to  two-thirds  of  cases  local  anes- 
thesia can  be  used.  In  local  anes- 
thesia he  made  the  circular  incision 
above  patella,  whereas  the  opening 
below  was  used  if  a  general  anes- 
thetic was  given.  AY  ire  was  not  his 
ehoiee.  but  he  preferred  chromicized 
eat  gut.  Suture  the  capsule  on  either 
side. 

Dr.  H.  B.  Delatour  preferred  the 
"up  and  down"  incision,  as  being 
easier  to  suture  the  rent  in  the  cap- 
sule  in  either  side,  using  chromi- 
cized catgut.  Passive  motion  and 
massage  to  be  used  after  the  first 
week,  lie  did  not  use  silver  wire,  as 
he  has  seen  bad  results  from  its  use. 

Dr.  K.  S.  FOWLER  advised  to  oper- 
ate always,  lie  emphasized  caution 
in  having  suture  pass  only  partly 
through  the  capsule  and  not  into  the 
joint. 

Dr.  P.  Hughes  thought  operation 
was  preferable.  In  non-operative 
cases  in  young  people  he  advised 
walking  about  within  two  to  three 
days  after  plaster  is  applied.  He 
preferred  the  lower  circular  incision 
and  catgut  for  suture  material. 

Dr.  A  I.  Figuiera.  in  closing:  the 
discussion,  made  a  plea  for  the  non- 
operative  mechanical  treatment.  If 
operation  was  necessary  and  the  cap- 
sule not  widely  torn,  he  preferred 
catgut  or  kangaroo  tendon  to  suture, 
whereas  wire  was  advisable  if  the 
fragments  were  with  difficulty 
brought  together. 

Alfred  E.  Shipley,  M.D., 

Recording  Secretary. 

JANUARY  17,  1908.  THE  PRESIDENT, 
RS,  IN  THE  CHAIR. 

The    following   were   accepted  as 
members  of  the  Society: 
Dr.  F.  A.  Kaicher. 
Dr.  Siegfried  Block. 
The  resignation  of  Dr.  Robert  M. 


i58  BROOKLYN  GYNEC 

/ 

Elliott,  Superintendent  of  the  Wil- 
lard  State  Hospital,  was  accepted. 

Dr.  Samuel  Sherwell  was  elected 
an  honorary  member  of  the  Society. 

Annual  reports  were  given  by  the 
various  Officers  and  Chairmen  of 
Committees. 

During  the  year  ten  monthly  meet- 
ings were  held,  nine  papers  were  read 
and  forty-three  clinical  papers  and 
specimens  were  presented. 

Twenty  new  members  were  ad- 
mitted to  active  membership.  Fred- 
eric A.  Cook  was  elected  an  hon- 
orary member.  One  resignation  was 
received. 

The  following  members  died  dur- 
ing the  year: 

Dr.  Rodney  C.  F.  Combes. 
Dr.  William  C.  Schmidt. 
Dr.  B.  F.  M.  Blake. 


LOGICAL  SOCIETY. 

The  following  officers  were  elected 
for  1908: 

President— Dr.  William  H.  Ran- 
kin. 

Vice-President — Dr.  Edward  W. 
Wright. 

Rec.  Secretary — Dr.  Flerman  F. 
McChesney. 

Cor.  Secretary — Dr.  Thurston  H. 
Dexter. 

Treasurer — Dr.  Alfred  Bell. 

Librarian — Dr.  Lewis  E.  Meeker. 

Membership  Committee — Dr.  M. 
L.  Bodkin,  chairman ;  Dr.  Vincent 
Barber,  Dr.  L.  N.  Anderson,  Dr. 
Frank  D.  Jennings,  Dr.  E.  J.  McEn- 
tee. 

Trustees,  1908- 19 10 — Dr.  Hugh  E. 
Rogers,  Dr.  E.  A.  Parker,  Dr.  Peter 
Scott. 

Alfred  E.  Shipley, 

Recording  Secretary. 


TRANSACTIONS 

OF  THE 

BROOKLYN  GYNECOLOGICAL  SOCIETY. 

O.  P.  Humpstone,  M.D.,  Editor. 
Stated  Meeting,  January  3,  1908. 
The  President,  F.  J.  Shoop,  M.D.,  in  the  Chair. 


DYSTOCIA  FROM  VENTRAL 
FIXATION. 

A  paper  with  the  above  title  was 
read  by  Dr.  O.  Paul  Humpstone. 

ABSTRACT    TO     DR.  HUMPSTONE'S 
PAPER. 

Dr.  Humpstone  reports  six  cases 
from  the  clinics  of  obstetricians  of  this 
Borough,  showing  the  various  types 
of  dystocia  that  may  follow  the  opera- 
tion of  ventral  fixation. 

Case  T.  Rupture  of  uterus  due  to 
pregnancy  following  ventral  fixation 
for  prolapse. 

Cases  ITT  and  W.  Cesarian  section 
after  ventral  fixation  for  prolapse. 

Casks  II.  and  TV.  Cesarean  section 
necessitated  by  a  pregnancy  after 
ventral  fixation  for  retro-displace- 
ment. 


Case  V.  Difficult  version  follow- 
ing ventral  fixation  for  prolapse. 

The  pathology  of  these  six  cases  is 
quite  uniform  with  that  of  other  pub- 
lished cases.  The  posterior  wall  of 
the  uterus  has  been  attached  more  or 
less  firmly  to  the  anterior  abdominal 
wall ;  when  the  pregnancy  is  advanced 
the  anterior  wall  of  the  uterus  forms 
in  a  firm  mass  which  blocks  the  su- 
perior -trait  and  pushes  the  cervix 
posteriorly,  and  the  external  os  up- 
ward to  the  level  <>f  the  promontory  ; 
there  is  a  thinning  of  the  posterior 
a"nd  lateral  walls.  Dr.  Humpstone 
does  not  advise  opening  the  abdomen 
and  cutting  the  bands,  but  prefers 
Cesarean  section.  He  concludes  that 
any  operation  fixing  the  uterus  is  to 
be  condemned  before  the  menopause 
without  removal  of  the  ovaries  and 
tub^S  at  the  same  time. 
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LIGAMENT    CUTTING    IN  VENTRAL 
FIXATION   AT  TERM. 

Dr.  R.  L.  Dickinson  reported  the 
following  case :  An  active,  slender 
lady  of  34,  referred  by  Dr.  Francis- 
cus,  who  had  had  two  difficult  labors, 
he  operated  on  in  Brooklyn  Hospital 
in  April,  1902,  for  an  extreme  retro- 
version of  a  very  large  uterus  with 
laceration  of  the  cervix  and  perineum. 
Two  chromic  gut  sutures  were  passed 
through  the  middle  of  the  fundus,  a 
very  little  back  of  the  top  of  it,  and 
through  the  abdominal  peritoneum 
alone  by  the  method  of  Kelly.  The 
peritoneum  was  drawn  in  a  purse- 
string  and  the  other  layers  sutured 
with  chromic  gut.  In  convalescence 
no  temperature  rise  occurred.  A  late 
subcutaneous  hemorrhage  gave  some 
pain  in  the  wound  and  rather  wide 
discoloration.  A  small  clot  was 
turned  out,  but  no  suppuration  ever 
occurred.  On  the  tenth  day  she  in- 
formed him  she  had  had  much  pain 
for  two  days.  Though  she  had  urin- 
ated often,  and  three  to  four  ounces 
at  a  time,  the  catheter  brought  away 
thirty  ounces  of  urine.  Some  months 
later  the  uterus  remained  thick,  but 
with  a  2x/2  inch  cavity.  It  lay  rather 
forward  and  upward,  and  lacked  the 
usual  free  play  of  the  fundus. 

Pregnancy  began  17  months  after 
operation.  The  fundus  stayed  close 
to  the  thin  abdominal  wall,  with  only 
a  little  mobility.  During  pregnancy 
a  dragging  was  complained  of  much 
worse  toward  the  end.  A  month  be- 
fore term  the  uterus  was  found  sym- 
metrically enlarged  and  extremely 
.tense,  the  scar  depressed,  the  child 
L.  O.  P.,  its  head  far  above  the  inlet. 
Below  the  head,  and  behind  the  pubes 
was  a  soft  mass  that  might  be  fluid  or 
might  be  the  thick  and  vascular  an- 
terior uterine  wall.  The  left  round 
ligament,  very  short,  lay  to  the  left  of 
the  scar,  together  with  an  ovary.  The 
broad  ligament  is  also  pictured  here 
on  his  diagram  of  that  date.  The 
right  ovary  was  guessed  at,  above  the 
right  groin. 

The  patient  re-entered  Brooklyn 
Hospital  at  SJ/2  months  (June  8, 
1904).  The  smallest  Voohees  bag 
was  passed  into  the  cervix,  and  the 


largest  into  the  vagina,  and  left  for 
eight  hours,  in  order  to  induce  labor. 
Moderate  activitv  developed.  The 
general  uterine  relaxed  between  pains, 
when  a  rigid  band  about  two  inches 
long  was  readily  felt  beneath  the 
upper  end  and  about  two  inches  above 
the  two-inch  scar.  The  ovary  and 
broad  ligament  were  marked  to  the 
left  of  the  scar,  and  nearly  level  with 
it.  The  child  moved  about  freely. 
The  internal  os  was  out  of  digital 
reach,  at  about  the  level  of  the  prom- 
otory,  and  tense. 

On  the  next  day,  mild  pains  de- 
veloped ;  on  the  following  day  little 
activity  could  be  induced;  on  the 
fourth  day  (June  nth)  the  findings 
were  confirmed  under  chloroform,  and 
the  ligament  cut. 

The  new  incision,  an  inch  long,  was 
made  over  the  tense  strap  that  could 
be  felt  on  the  uterus,  above  and  to  the 
left  of  the  original  cut.  No  real  liga- 
ment was  present.  An  adhesion,  one 
inch  long  by  one-half  wide,  dragged 
obliquely  downward  on  the  uterine 
peritoneal  covering  and  upward  on 
the  abdominal  layer,  giving  the  sen- 
sation of  a  finger-thick  ligament,  but 
actually  being  a  very  edematous,  vas- 
cular peritoneal  scar.  To  it,  above, 
the  omentum  was  delicately  attached, 
and  this  had  probably  caused  much  of 
the  distress.  An  inch  to  the  left  of 
the  adhesion  and  level  with  its  lower 
edge,  was  the  left  cornu,  with  a  flat- 
tened ovary  and  broad  ligament.  This 
ligament  was  turned  downward  and 
forward.  The  other  cornu  was  not 
searched  for.  A  double  armed  car- 
rier swept  two  stout  catgut  ligatures 
around  the  finger-thick  adhesion. 
These  were  tied  and  the  pseudo-liga- 
ment cut.  Its  uterine  end  was  cov- 
ered in  with  a  Lembert  suture,  and 
released.  Four  figure-of-eight  silk- 
worm stitches  over  bolsters  and  tied 
in  bow-knots  held  the  abdominal  wall, 
and  each  layer  was  sutured  with  gut 
as  well.  In  six  minutes  the  stump  on 
the  fundus  had  climbed  three  inches 
and  the  return  to  the  normal  was 
spectacular.  Pains  began  sponta- 
neously in  five  hours,  and  delivery  oc- 
curred under  Dr.  Pomeroy's  care 
after  an  easy  labor  ten  hours  later. 


i6o 


BROOKLYN  GYNECOLOGICAL  SOCIETY. 


No  harm  came  to  the  incision,  and  the 
convalescence  was  smooth.  The 
uterus  in  these  six  months  following" 
delivery  shows  no  tendency  to  retro- 
vert. 

Though  it  takes  long  to  tell  it, 
freeing  of  the  ligament  is  swift  and 
simple.  Of  the  three  methods  he  had 
tried  for  these  extreme  cases  of  fixa- 
tion— manual  dilatation  with  forcible 
extraction,  Cesarean  section,  and 
freeing  the  ligament,  the  last  is  infi- 
nitely preferable.  In  those  cases  in 
which  the  cervix  is  held  at  or  above 
the  promontory,  where  a  greatly 
thickened  mass  of  anterior  uterine 
wall  blocks  the  space  behind  the 
pubes,  and  the  fundus  is  solidly  fixed 
low  down,  forcible  delivery  by  the 
contorted  passages  is  productive  of 
severe  shock  and  injury.  Cesarean 
section  was  easy.  It  is  now  proved 
unnecessary  where  a  ligament  alone 
is  present.  His  weak  little  toxemic 
patient  died  after  Cesarean,  as  re- 
ported in  the  American  Journal  of 
Obstetrics.  A  tiny  incision,  a  double 
ligature  on  the  ligament,  a  trusty 
suture  of  the  incision  takes  but  a  few 
minutes.  Then  the  uterus,  previously 
distorted  into  an  enormous  bay  win- 
dow of  thinned  rear  wall,  seems  to 
regain  form,  function  and  balance 
and  do  its  work  handily,  and  the  in- 
cision perfectly  guarded  by  its  silk- 
worm sutures  can  be  disregarded  in 
the  labor.  Let  us  clearly  understand, 
said  the  speaker,  that  the  minor  de- 
grees of  fixation  and  deformity  do 
not  require  the  measure  he  was  ad- 
vocating. They  take  care  of  them- 
selves, as  all  his  suspension  cases  have 
in  labor.  In  this  aggravated  type, 
however,  as  Bodie  long  age  showed, 
ligament  cutting  is  simple. 

When  there  are  extensive  adhe- 
sions, as  in  Dr.  Humpstone's  case,  the 
section  is  called  for.  When  in  doubt 
whether  the  adhesions  are  wide  or 
narrow,  a  laparotomy  will  determine. 
If  the  woman  is  in  good  condition, 
not  tired  and  not  infected  and  a  hand 
present,  the  lesser  operation  is  select- 
ed.   I  rnder  other  conditions  the  major 

operation  is  to  be  preferred. 

Dr.  C.  Jewett  said  that  lie  asstmied 
that  no  gynecologist  intent-' Dually  does 


a  fixation  on  a  child-bearing  woman. 
Such  fixations,  most  of  them,  have 
probably  been  accidental,  following  an 
attempted  suspension.  If  a  suspension 
were  done  by  the  anterior  face  of  the 
uterus,  labor,  should  pregnancy  oc- 
cur, might  no  doubt  be  normal. 
This,  however,  is  an  unsatisfactory 
method,  because  the  uterus  hangs  too 
heavily.  He  did  not  see  any  occasion 
for  doing  either  of  these  operations 
on  the  child-bearing  woman.  We 
have  other  means  for  taking  care  of 
posterior  displacements.  In  his  work 
the  Webster  or  the  Gilliam  operation 
had  given  good  and  permanent  re- 
sults, especially  the  Webster  opera- 
tion, when  the  ligaments  had  been 
stitched  securely  to  the  uterus. 

Dr.  W.  B.  Chase  said  that  it  seemed 
to  him  the  outcome  of  experience 
demonstrates  the  fact  that  fixation  of 
the  uterus  in  the  child-bearing  period 
is  a  matter  of  very  serious  risk.  He 
thought  when  gynecologists  began 
fastening  the  uterus  to  the  abdominal 
wall,  there  were  rather  indefinite  no- 
tions of  the  results  which  would  be 
obtained,  and  if  the  peritoneum  of  the 
uterus  were  simply  fastened  to  the 
peritoneum  of  the  abdominal  wall,  the 
chances  are  we  would  get  suspension 
and  nothing  more.  There  is  no 
method  of  determining  the  amount  of 
fixation  that  would  take  place  to  find 
out  how  secure  and  firm  the  adhesion 
would  be.  In  cases  where  there  has 
been  a  justifiable  reason  for  fixation  of 
the  uterus,  there  has  been  a  mistake 
in  passing  the  needle  to  the  posterior 
surface  of  the  fundus.  If  a  fixation 
is  made  to  the  anterior  wall,  the  trac- 
tion may  be  so  great  as  to  occasion 
pain,  and  in  cases  where  one  is  justi- 
fied to  make  the  adhesions  strong 
enough,  he  saw  no  reason  why  the 
posterior  uterine  wall  should  be  fas- 
tened to  the  anterior  abdominal  wall. 

It  is  interesting  to  note  Dr.  Dickin- 
son's experience,  the  speaker  said,  in 
cutting  the  ligament  in  these  cases, 
and  it  lias  no  doubt  occurred  to  all  of 
us  that  would  be  the  desirable  method 
in  relieving  the  uterus,  if  it  were 
deemed  expedient.  He  fancied  there 
would  be  much  less  of  fixation  done, 
if  the  tubes  and  ovaries  were  removed 
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so  as  to  make  subsequent  pregnancies 
impossible.  He  thought  those  who 
have  done  fixations  are  reluctant  to 
take  that  step.  With  the  experience 
of  to-day  and  the  knowledge  we  have, 
there  can  be  no  excuse  for  resorting 
to  that  method  without  accomplishing 
the  other  portion  of  it. 

Dr.  J.  O.  Polak  felt  that  all  that 
had  been  said  about  fixation  was  true, 
but  he  could  not  see  how  proper  sus- 
pension of  a  uterus  is  going  to  harm 
a  pregnancy.  He  had  done  suspen- 
sion over  700  times,  and  has  followed 
a  large  numDer  of  pregnancies,  and 
conducted  the  labors  in  patients  he  had 
done  suspension  upon.  He  had  done 
the  operation  by  simply  attaching  the 
peritoneum  with  a  ten-day  chromic 
catgut  and  fastening  it  either  to  the 
fundus  or  just  back  of  the  fundus, 
supporting  the  uterus  with  a  pessary, 
then  putting  the  patient  to  bed,  keep- 
ing the  head  of  the  bed  elevated.  In 
all  of  these  cases  of  suspension  which 
he  had  followed,  there  was  but  one 
difficult  labor.  In  that  labor  a  version 
was  done,  and  it  was  not  done  from 
any  dystocia  caused  by  the  fixation  or 
position  of  the  uterus. 

The  cases  Dr.  Humpstone  reported 
as  occurring  in  the  speaker's  service 
occurred  as  the  result  of  a  fixation  by 
general  surgeons.  They  had  been  fix- 
ations. He  thought  we  are  too  apt 
to  discuss  this  matter  and  condemn 
the  two  operations  in  one,  rather  than 
isolate  one  from  the  other.  It  is  sur- 
prising to  note  the  mobility  of  the 
uterus  following  an  ordinary  suspen- 
sion, if  it  is  done  by  folding  the  peri- 
toneum after  the  manner  of  Kelly,  and 
taking  the  transversalis  fascia  in  the 
suspension  stitch,  or  even  taking  a 
few  fibres  of  the  rectus  muscle,  so 
that  we  avoid  a  gaping  space  between 
peritoneum  and  the  transversalis  and 
the  muscle. 

Dr.  Polak  said  he  had  re-operated 
22  patients  that  he  had  previously 
suspended,  and  in  four  instances  there 
was  no  suspension  ligament  whatever, 
and  in  the  others  the  ligament  varied 
in  length  from  1  to  3^  inches.  The 
only  wonder  is  to  him  that  intestinal 
obstruction  from  the  intestine  circling 


around  these  ligaments  occurs  so  sel- 
dom. 

The  newer  operations,  such  as 
the  Webster,  the  Gilliam  and  the 
Baldy,  all  have  some  advantages, 
and  yet  the  Gilliam  presents  prac- 
tically what  suspension  does.  It 
gives  you  two  ligaments  abnormally 
placed.  He  had  not  had  the  results 
and  satisfaction  from  it  that  he  ex- 
pected to  have,  neither  had  he  from 
the  Baldy.  The  speaker  thought  it 
is  going  to  be  a  very  serious  matter 
even  if  we  have  to  cut  a  ligament. 
The  occurrence  of  accident  follow- 
ing suspension,  he  said,  is  very  much 
rarer  than  the  published  reports 
would  have  us  believe. 

Dr.  A.  A.  Hussey  thought  that  in 
those  cases  following  operation 
where  you  do  get  a  fixation  of  the 
uterus,  a  thickening  of  the  anterior 
uterine  wall  and  a  shelf  which  pre- 
vents the  head  from  engaging,  some 
operative  procedure  is  necessary. 
He  agreed  with  the  writer  that 
cases  seen  at  or  about  the  time  of 
labor  should  be  submitted  to  an 
abdominal  operation.  He  thought 
it  the  duty  of  every  man  who  takes 
care  of  an  obstetric  patient  on  whom 
an  operation  for  prolapse  has  been 
performed,  to  find  out  before  labor 
whether  that  woman  will  in  all 
likelihood  be  subjected  to  the  need 
of  an  operation.  He  thought  a  man 
ought  to  be  able  to  tell  that  by 
watching  the  growth  of  the  uterus 
and  the  condition  of  the  cervix.  He 
thought  the  reason  some  of  us  fail 
when  calamity  comes  upon  us  is  be- 
cause we  do  not  study  the  case 
carefully  enough.  It  seemed  to  him 
easy  to  tell  by  a  vaginal  or  bimanual 
examination  about  the  time  of  labor 
whether  or  not  the  anterior  uterine 
wall  is  too  thick,  the  cervix  too  high 
and  the  os  displaced.  In  these  cases 
the  operative  procedure  from  above 
will  give  the  best  results,  and  he 
believed  the  operation  should  be 
done  before  the  woman  goes  into 
labor.  He  did  not  believe  in  sub- 
jecting a  woman  to  several  hours  of 
unsuccessful  labor  before  operating. 
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DISEASES  OF  WOMEN. 
The  Diagnosis  and  Treatment  of 
Diseases  of  Women.  By  Harry 
Sturgeon  Crossen,  M.D.,  Clinical 
Professor  of  Gynecology  in  Wash- 
ington University  and  Chief  of 
the  Gynecological  Clinic.  Octavo, 
pp.  813.  With  700  illustrations. 
Saint  Louis :  C.  V.  Mosby  Medi- 
cal Book  and  Publishing  Com- 
pany. 1907. 

The  work  of  Dr.  Crossen  is  de- 
voted exclusively  to  the  diagnosis 
and  treatment  of  the  diseases  of 
women ;  very  little  consideration  is 
given  to  etiology,  pathology  and 
major  operative  technique.  In  writ- 
ing this  book  he  appeals  more  espe- 
cially to  the  practitioner,  upon 
whom  it  oftentimes  devolves  to 
make  the  differential  diagnosis,  and 
enables  him  to  advise  his  patients 
as  to  the  character  of  the  treatment 
necessary  for  the  relief  of  the  ail- 
ment. The  text  has  been  carefully 
arranged  and  profusely  illustrated. 
In  the  majority  of  cases  the  illus- 
trations are  not  original,  having 
been  selected  from  other  text-books. 
The  author  has  culled  from  the 
writings  of  all  the  important  works 
whatever  he  has  thought  would  be 
of  interest  to  his  readers,  and  has 
produced  a  most  interesting  work. 
There  are  many  things  which  might 
be  criticised  by  the  advanced  stu- 
dent in  gynecology,  who  every- 
where recognizes  the  teachings  of 
various  masters,  the  beautiful  illus- 
trations of  Dickinson,  Kelly,  Hirst, 
Gilliam,  and  many  others;  at  the 
same  time  the  author  has  brought 
together  the  ideas  of  these  various 
men  into  a  homogeneous  mass 
which  is  quite  acceptable.  The 
illustrations  showing  the  introduc- 
tion of  the  pessary  are  very  good. 
The  work  covers  the  entire  field  of 
gynecology,     even     including  the 

medico-legal  points.  There  is  also 
an  appendix  to  the  work  containing 
many  useful  formula?  for  local  and 
general  use.  Of  the  700  illustra- 
tions, 220  arc  original. 


STEVENS:  MEDICINE. 
A  Manual  of  the  Practice  of  Medi- 
cine. By  A.  A.  Stevens,  A.M., 
M.D.,  Professor  of  Therapeutics 
and  Clinical  Medicine  in  the 
Woman's  Medical  College  of 
Pennsylvania.  Eighth  Edition,  Re- 
vised. 121110  of  558  pages,  illus- 
trated. Philadelphia  and  London : 
W.  B.  Saunders  Company,  1907. 
Flexible  leather. 

This  manual  is  in  its  eighth  edi- 
tion. The  wrork  has  been  so  fre- 
quently reviewed  that  it  hardly  seems 
necessary  to  present  it  again.  It  re- 
sembles in  many  ways  the  well- 
known  Quiz  Compends,  and  yet  is 
more  extensive.  Each  system  of 
the  body  is  taken  up  in  turn,  as,  for 
example,  diseases  of  the  digestive 
system,  which  appears  first ;  after 
this  is  a  consideration  of  the  gen- 
eral symptomatology,  which  occu- 
pies thirteen  pages.  Then,  in  turn, 
are  taken  up  the  diseases  of  the 
mouth,  tonsils,  pharynx,  and  eso- 
phagus. Then  come  the  diseases  of 
the  stomach,  intestines,  pancreas, 
liver,  and  peritoneum.  Each  of 
these  separate  subjects  is  consid- 
ered concisely,  but,  naturally  in  a 
work  of  this  kind,  incompletely. 

GLEASON:    NOSE,  TH ROAT  AN D  EAR. 

A  Manual  of  Diseases  of  the  Nose, 
Throat,  and  Ear.  By  E.  Baldwin 
Gleason,  M.D.,  Clinical  Professor 
of  Otology  at  the  Medico-Chirur- 
gical  College,  Philadelphia.  121110 
of  556  pages,  profusely  illustrated. 
Philadelphia  and  London :  W.  B. 
Saunders  Company,  1907.  Flex- 
ible leather. 

The  manual,  which  is  in  its  first 
edition,  presents  the  essential  fea- 
tures of  rhinology,  laryngology  and 
otology  in  a  most  concise  form.  A 
volume  of  this  size,  upon  this  sub- 
ject, may  more  completely  present 
the  consideration  of  these  diseases 
than  ran  a  manual  covering  the  en- 
tire, subject  of  medicine,  and  the 
two  are  not  to  be  compared.  The 
details  of  inspection,  examination 
and  diagnosis  of  nose,  throat  and 
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ear  conditions  are  carefully  given, 
and  the  proper  use  of  the  instru- 
ments is  described.  In  a  way  it  is 
a  book  giving  the  present  preference 
of  the  author,  and  he  carefully  gives 
his  own  experience  and  describes  as 
well  his  own  methods.  There  is  a 
brief  outline  of  the  history  of  de- 
velopment of  some  of  the  more  im- 
portant instruments  and  methods  of 
procedure.  The  book  may  be  re- 
commended to  the  practitioner, 
who  will  find  the  formulae  and  di- 
rections for  treatment,  at  the  close 
of  the  book,  especially  helpful. 

KIDNEY  AND  GEN  ITO-U  Rl  NARY 
ORGANS. 

Diseases    of    the  Genito-Urinary 
Organs    and    the    Kidney.  By 

Robert   H.  Greene,   M.D.,  Pro- 
fessor of  Genito-Urinary  Surgery 
at  the  Fordham  University,  New 
York;  and  Harlow  Brooks,  M.D.. 
Assistant  Professor  of  Pathology, 
University  and  Bellevue  Hospital 
Medical  School.     Octavo  of  536 
pages,  profusely  illustrated.  Phila- 
delphia   and    London :     W.  B. 
Saunders  Company,  1907. 
The  present  volume  is  the  second 
important  contribution  to  this  de- 
partment  of   medicine   which  has 
reached    us    within    the    last  few 
months.     It  has  been  written  con- 
jointly by  a  surgeon  and  a  physician, 
both  of  whom  have  had  wide  ex- 
perience in  the  treatment  of  these 
diseases.     In  simplifying  the  work 
it  has  been  necessary  to  omit  many 
of  the  details  which  are  quite  essen- 
tial  for  the  more  exact  diagnosis. 
Some  have  criticised  the  authors  for 
introducing  a  chapter  on  nephritis, 
but  it  has  seemed  to  the  present  re- 
viewer that  such  an  addition  is  most 
essential,  inasmuch  as  all  of  the  dis- 
eases of  the  kidney,  almost  without 
exception,  are  associated  with  inter- 
stitial changes  in  the  organ,  and  un- 
less the  physician  is  able  to  differ- 
entiate  between   the    medical  and 
surgical  diseases  of  the  kidney  his 
diagnosis  will  always  be  biased.  In 
the  majority  of  instances,  the  de- 
scription of  the  symptomatology  of 
the  disease  is  far  too  short  and  does 
not  enter  deeply  enough  into  the  de- 


tails of  the  disease.  The  book  will 
appeal  more  particularly  to  the 
general  practitioner  than  to  the 
specialist. 

STIMSON:  FRACTURES  AND 
DISLOCATIONS. 
A  Treatise  on  Fractures  and  Dis- 
locations. By  Lewis  A.  Stimson, 
B.A.,  M.D.,  Professor  of  Surgery 
in  Cornell  University  Medical 
College,  Xew  York.  New  (5th) 
edition,  thoroughly  revised.  Oc- 
tavo, 847  pages,  with  352  engrav- 
ings and  52  plates.  Philadelphia 
and  Xew  York:  Lea  Brothers  & 
Co.,  1907. 

The  fifth  edition  of  Stimson  on 
Fractures  and  Dislocations  shows 
very  few  changes  from  the  previous 
editions.  The  book  appeals  to  all 
general  practitioners,  as  well  as  to 
surgeons,  because  of  the  common 
occurrence  of  these  injuries  and  the 
promptness  with  which  treatment 
is  called  for.  Dr.  Stimsoirs  exten- 
di ve  experience,  gained  in  the  Hud- 
son Street  Hospital,  has  qualified 
him  to  present  this  subject  in  the 
most  practical  manner.  Almost  all 
known  forms  of  fracture  and  dislo- 
cation have  come  under  his  obser- 
vation at  the  hospital,  and  his  posi- 
tion as  Professor  of  Surgery  in  the 
Cornell  University  Medical  College 
in  New  York  makes  him  better  able 
to  present  the  subject  to  his  read- 
ers. The  treatise  is  so  well  known 
that  it  is  unnecessary  to  review  it 
critically,  and,  in  fact,  such  a  review 
would  be  simply  personal  diver- 
gence of  opinion,  which  would  not 
be  of  value.  It  suffices  to  say  that 
the  work  is  a  standard — is  complete 
and  authoritative. 

FOWLER:    OPERATING  ROOM 
TECHNIC. 
The    Operating    Room    and  the 
Patient.    By  Russell  S.  Fowler, 
M.D.,     Professor     of  Surgery, 
Brooklyn    Postgraduate  Medical 
School,    Brooklyn,    New  York. 
Second  Edition,  Enlarged.  Octavo 
volume  of  284  pages,  fully  illus- 
trated. Philadelphia  and  London : 
W.  B.  Saunders  Company,  1907. 
The  first  edition  of  this  work  was 
recently    reviewed    in    the  Long 
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Island  Medical  Journal,  and  the 
rapid  appearance  of  the  second  edi- 
tion demonstrates  the  usefulness  of 
the  treatise.  The  work  is  gradually 
growing,  and  covers  a  field  distinct 
in  itself.  It  becomes  a  text-book 
for  the  house  staff  in  the  hospital, 
and  goes  further  in  delineating  the 
after-treatment  of  all  surgical  con- 
ditions ;  therein  lies  its  value  for  the 
general  practitioner.  It  is  in  this 
direction  that  the  work  has  been  en- 
larged, and  there  are  several  new 
chapters  on  general  considerations 
in  after-treatment.  The  chapter 
relating  to  the  operating-room,  its 
arrangements,  and  the  preparation 
of  the  patient,  is  complete.  There 
is  a  valuable  list  of  instruments 
necessary  in  the  special  operations 
which  is  especially  helpful  to  the 
operating-room  nurse,  as  well  as  be- 
ing a  check  for  a  surgeon  doing  his 
operating  outside  of  the  hospital. 

SIMON:    CLINICAL  DIAGNOSIS. 
A    Manual    of    Clinical  Diagnosis 
by   Microscopical   and  Chemical 
Methods.    By  Charles  E.  Simon, 
M.D.,  Professor  of  Clinical  Path- 
ology in  the   Baltimore  Medical 
College.     Sixth   Edition,  Revised. 
Octavo,  682  pages,  with  177  en- 
gravings and  24  colored  plates. 
Philadelphia  and  New  York:  Lee 
Brothers  &  Co.,  1907. 
The  present  volume  is  the  sixth 
edition   of   the   Clinical  Diagnosis. 
The  book  has  existed  for  ten  years, 
and  during  that  period  a  great  deal 
of  detail  in  this  department  of  medi- 
cine has  been  worked  out.    This  is 
especially    true    of    the  so-called 
"blood  work  ;"  not  only  has  the  im- 
portance of  the  relative  number  of 
white  blood  cells  in  relation  to  the 
number  of  red  blood  cells  come  into 
prominence,  but  also  the  character 
of  these  leucocytes,  the  reaction  of 
the   blood   serum,   and  the  specific 
properties  of  certain  sera  obtained 
from  immunized  animals.   Since  the 
last  edition  of  the  work  the  subject 
of  opsonins   has   developed,   and  a 

new  chapter  concerning  this  phe- 
nomenon has  been  necessary.  Two 
appendices  have  been  added.  The 
first  will  be  of  service  to  teachers, 
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and  relates  to  the  preparation  of 
culture  media.  The  second  is  an 
outline  of  a  course  in  clinical  labor- 
atory methods,  for  the  guidance  of 
teachers  in  clinical  microscopy.  The 
book  deserves  its  wide  circulation, 
and  the  appearance  of  this  sixth 
edition  attests  its  acceptance  by  the 
profession. 

JEWETT:  OBSTETRICS. 
The  Practice  of  Obstetrics  by 
American  Authors.  Edited  by 
Charles  Jewett,  M.D.,  Professor 
of  Obstetrics  and  Gynecology  in 
the  Long  Island  College  Hospital, 
Xew  York.  Third  Edition.  820, 
•  pages ;  484  illustrations.  New 
York  and  Philadelphia :  Lea  Broth- 
ers &  Co.,  1907. 

The  readers  of  the  Journal  are 
already  familiar  with  the  first  and 
second    editions    of    Dr.  Jewett's 
work.     It  represents  not  only  the 
product  of  his  own  extensive  expe- 
rience, but  also  that  of  many  other 
American  authors  of  note.    Part  I, 
which  deals  with  the  female  pelvic 
organs   and   the   mammary  glands 
from  an  anatomical  standpoint,  has 
been    written    by    the  well-known 
surgeon,  Algernon  T.  Bristow.  The 
physiology    of    pregnancy,  which 
constitutes  Part  II,  is  the  work  of 
Robert   L.    Dickinson,   Manton  of 
Detroit,  and  Stone  of  New  York 
City.     The    well-known   names  of 
Elias  II.  Bartley,  J.  Clifton  Edgar, 
Allen   McLean    Hamilton,  Fernand 
Henrotin,  John  O*.  Polak,  Joshua  M. 
Van  Cott,  Jr.,  J.  Clarence  Webster, 
and  J.  Whitbridge  Williams  appear 
as  collaborators  in  the  work.  Some 
reviewers  have  claimed  that  there  is 
a  lack  of  uniformity  of  material  and 
illustrations;  we  feel,  however,  that 
this  is  an  unjust  criticism,  and  prob- 
ably emanates  from  the  fact  that  the 
reviewer  has  nol  read  the  bonk,  but 
has  simply  glanced  at  the  title  page. 
The  book  is  thoroughly  modern  and 
useful,     Dickinson's  chapter  upon 
the  diagnosis  of  pregnancy  is  a  most 
valuable  exposition  of  the  subject. 
Puerperal    infection,    the    work  of 
Williams,  adds  greatly  to  the  worth 
of  the  work.  The  book  is  to  be  com- 
mended to  the  profession. 
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BENIGN  DISEASES  OF  THE  STOMACH 
AND  DUODENUM. 

By  ALGERNON  T.  BRISTOW,  M.D. 


BENIGN  diseases  of  the  stomach 
and  duodenum  requiring  opera- 
tion have  practically  one  origin 
— ulcer.  A  few  obstructive  cases  have 
an  external  source  due  to  inflamma- 
tory conditions  of  surrounding  vis- 
cera resulting  in  the  formation  of  ad- 
hesions and  a  consequent  obstruction 
to  the  pylorus.  These  cases  are,  how- 
ever, in  the  minority.  It  is  evident, 
therefore,  that  if  we  would  prevent  the 
disastrous  consequences  which  follow 
unrecognized  or  improperly  treated 
ulcer  that  we  must  be  ready  to  make 
sharp  and  prompt  distinction  between 
the  cases  which  do  not  get  well  with- 
out operation  and  those  which  will  re- 
cover under  purely  medical  care  alone. 

Nor  are  the  harmful  consequences 
of  ulcer  itself  as  a  primary  condition 
to  be  lost  sight  of  when  we  weigh  the 
consequences  to  the  patient  which  fol- 
low in  the  trail  of  the  disease.  From 
the  clinical  point  of  view  there  is  real- 
ly no  such  thing  as  a  benign  disease 
of  the  stomach,  with  the  exception 
of  the  purely  functional  disorders. 
Technically  speaking,  of  course,  we 
restrict  the  use  of  the  word  malignant 
to  growths  of  epithelial  or  connective 
tissue  origin  and  these  we  call  malig- 
nant because  their  ultimate  result  is 
the  destruction  of  life.  From  this 
standpoint,  ulcer  is  as  malignant  as 
any  of  the  true  malignant  growths, 
since  if  untreated  its  tendency  is  to  de- 


stroy the  patient,  either  by  acute  ane- 
mia or  the  emaciation  of  continued 
starvation.  Could  real  malignancy  do 
more  than  this?  There  is  this  impor- 
tant difference,  however,  between  the 
two  conditions,  since  true  malignancy 
is  little  amenable  to  operative  cure, 
whereas  quite  the  contrary  is  the  case 
with  ulcer  and  conditions  secondary  to 
it.  If,  however,  we  are  to  treat  ulcer 
surgically  as  a  benign  affection,  we 
must  attack  it  before  it  has  become 
malignant  in  its  effects  upon  the  pa- 
tient, although  still  benign  in  histolog- 
ical form.  We  must  make  fewer  diag- 
noses of  acute  or  chronic  indigestion, 
gastritis,  intestinal  indigestion — terms 
of  confusion  which  are  almost  as  much 
of  a  reproach  to  the  intelligence  of  the 
medical  profession  as  that  ancient  and 
time-honored  mask  of  ignorance — 
malaria.  Proper  and  sufficient  medical 
treatment  should  follow  on  the  heels 
of  diagnosis,  but  we  must  largely 
abandon  the  hackneyed  combinations 
of  hydrochloric  acid  and  pepsin,  the 
absurd  mixtures  of  incompatibles 
foisted  on  us  by  the  wholesale  drug 
houses,  all  of  which  are  for  the  most 
part  useless,  if  not  actually  harmful. 
Reasonable  medical  treatment  depends 
on  a  thorough  understanding  of  the 
physiology  of  digestion  and  an  accu- 
rate appreciation  of  the  morbid  condi- 
tions. When  these  fail  to  yield  to 
treatment  after  a  reasonable  length  of 
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time,  if  the  diagnosis  of  ulcer  or  con- 
ditions secondary  to  ulcer  has  been 
made,  it  is  time  to  think  of  surgical 
treatment.  We  shall  perhaps  be  more 
ready  to  adopt  surgical  measures  after 
some  months  of  unavailing  medical 
treatment,  if  apart  from  the  de  facto 
malignancy  of  ulcer  we  remember  that 
real  malignancy  frequently  follows 
ulcer.  It  used  to  be  taught  that  car- 
cinoma very  rarely  occurs  as  a  sequel 
of  ulcer.  The  more  accurate  observa- 
tion of  modern  surgeons  shows  the 
contrary  to  be  the  fact.  William  J. 
Mayo,  whose  experience  of  the  sub- 
ject is  probably  unrivalled  in  this  coun- 
try, at  the  last  meeting  of  the  Ameri- 
can Congress  of  Physicians  and  Sur- 
geons, made  the  following  startling 
statement:  "In  fifty-four  per  cent,  of 
the  cases  of  cancer  of  the  stomach 
submitted  to  resection,  the  clinical  his- 
tory and  pathological  examination  of 
removed  specimens  made  it  certain 
that  the  cancer  had  its  origin  in  ulcer." 
If  to  this  statement  we  add  the  fact 
that  one-third  of  all  cases  of  cancer 
( ccur  in  the  stomach,  we  shall  appre- 
ciate the  importance  of  ulcer  and  the 
danger  of  ever  treating  it  as  a  benign 
disease  which  may  be  safely  allowed 
to  go  on  for  years,  provided  only  that 
the  patient  is  not  too  uncomfortable 
to  endure  life.  Before  malignancy 
supervenes,  surgery  offers  the  high- 
est probability  of  cure.  After- 
ward, hardly  a  possibility  of  more 
than  very  temporary  relief.  What 
then  can  surgery  do  for  the  various 
phases  of  ulcer?  The  simplest  form 
of  ulcer  is  that  which  has  been  called 
the  mucous  erosion  and  has  seldom 
been  seen  by  operators,  being  rarely 
subjected  to  operation,  inasmuch  as 
it  usually  yields  to  medical  treatment. 
My  experience  with  one  such  case, 
however,  leads  me  to  the  possible  con- 
clusion that  surgery  can  cure  these 
cases  much  quicker  than  medicine.  In 
the  fall  of  1905.  a  young  maid  ser- 
vant was  sent  into  my  service  in 
the  Long  Island  College  Hospital  for 
operation  for  gall  Stones.  Her  his- 
tory was  briefly  as  follows:  During 
the  previous  sitamer  she  had  been  ac- 
customed to  suffer  with  agonizing  ab- 


dominal pains,  not  associated  with 
vomiting,  and  not  always  with  the 
taking  of  food.  These  attacks  were 
always  referred  to  the  epigastrium 
and  came  on  at  varying  intervals  after 
eating.  Medical  treatment  had  not 
availed  to  relieve  her,  and  her  phy- 
sician had  made  a  diagnosis  of  proba- 
ble gall-stone  colic,  and  sent  her  to  me 
for  relief.  An  abdominal  section 
showed  absolutely  nothing  abnormal 
in  the  bile  tracts.  Palpation  and  in- 
spection of  the  stomach  revealed  no 
definite  information.  Xo  induration 
could  be  felt,  nor  were  any  reddened 
inflammation  areas  visible.  The  girl's 
pain  had  been  very  real  and  disabling, 
and  the  writer  was  unwilling  to  close 
the  abdomen  without  more  definite 
findings  and  some  prospect  of  relief 
from  the  symptoms.  The  stomach 
itself  was  now  opened  on  its  anterior 
surface  near  the  pylorus  and  the  in- 
terior carefully  inspected.  On  evert- 
ing the  posterior  wall  through  the 
gastric  incision  the  region  of  the 
pylorus  was  made  visible,  and  a 
deeply  red  area  about  an  inch  in  diam- 
eter was  seen  which  was  studded  with 
minute  bleeding  points  which  im- 
printed themselves  on  the  surface  of 
a  gauze  sponge  as  tiny  red  specks. 
The  writer  was  unwilling  to  do  a 
gastroenterostomy  for  so  slight  a  le- 
sion. Indeed  it  seemed  astonishing 
that  so  much  pain  could  originate  in 
so  slight  a  traumatism.  The  eroded 
surface  was  lightly  touched  with  the 
actual  cautery,  the  opening  in  the 
stomach  was  sutured  and  the  abdo- 
men closed.  The  patient  made  a 
prompt  recovery  and  was  perfectly 
well  after  the  operation,  having  no 
recurrence  of  the  pain  up  to  the  pres- 
ent time  (  18  months). 

Gastric  hemorrhage  is  at  present 
almost  the  sole  exception  to  the  rule 
which  bids  us  cut  down  on  a  bleeding 
point  and  tie  the  vessel.  There  are 
several  reasons  for  non-intervention. 
Apart  from  the  serious  condition  of 
the  patient  and  the  necessity  of  Open- 
ing the  abdominal  cavity,  is  the  diffi- 
culty experienced  in  finding  the  bleed- 
ing point  after  the  stomach  has  been 
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opened.  "Alarming  venous  hemor- 
rhage, says  Mumford,  "may  occur 
from  a  mere  bleeding  abrasion  of  the 
epithelium."  Says  W.  J.  Mayo, 
American  Congress  of  Physicians  and 
Surgeons,  1907,  "We  have  on  several 
occasions  resorted  to  direct  operative 
interference  when  bleeding  has  been 
an  important  symptom  and  have  not 
always  found  it  easy  to  discover  the 
small  mucous  fissure  responsible  for 
the  trouble."  It  is  also  to  be  noted 
that  in  these  cases  we  are  dealing  not 
alone  with  the  acute  anemia  of  hem- 
orrhage, but  with  a  chronic  anemia 
and  starvation  of  tissues  due  to  the 
presence  of  the  ulcer.  For  these  rea- 
sons it  is  as  a  rule  best  not  to  inter- 
fere surgically.  If  we  are  going  to 
operate  in  these  cases,  it  ought  to  be 
to  prevent  hemorrhage  before  it  oc- 
curs, and  not  to  check  it  in  a  greatly 
exhausted  patient.  When,  however, 
in  addition  to  hemorrhage,  we  have  the 
added  symptom  of  severe  pain  and 
associated  rigidity  of  the  abdominal 
wall,  we  are  confronted  with  quite  a 
different  condition  of  affairs,  since  we 
are  in  the  presence  then  of  the  most 
formidable  complication  of  ulcer  per- 
foration, requiring  prompt  interfer- 
ence to  save  our  patient.  Here  the 
rule  is  absolute.  Open  the  abdo- 
men, suture  the  rupture  with  or 
without  excision  of  the  ulcer-bear- 
ing area.  Drain.  It  is  important 
to  remember  that  a  latent  ulcer  may 
rupture  suddenly  without  previous 
symptoms  of  moment.  Such  a  case 
was  the  following:  Last  December 
there  came  into  the  writer's  service  at 
St.  John's  Hospital  a  man  of  45  years 
of  age,  having  symptoms  of  acute  peri- 
toneal mischief.  The  tender  and  swol- 
len abdomen,  the  rigid  muscles,  the 
pulse  and  temperature,  all  bore  witness 
to  some  serious  abdominal  accident. 
The  patient  had  been  sent  in  for  oper- 
ation for  intestinal  obstruction,  but 
close  questioning  revealed  the  follow- 
ing facts  :  For  some  six  weeks  previous 
he  had  been  troubled  with  indigestion, 
but  had  never  vomited  nor  had  any 
severe  pain  until  three  days  before 
entering  the  hospital,  when  he  had 
been  suddenly  seized  with  a  violent 


pain  in  the  epigastrium,  since  which 
time  his  bowels  had  not  moved.  He 
had  been  treated  by  a  physician  for 
constipation  and  sent  to  the  hospital 
for  a  relief  of  a  supposed  intestinal 
obstruction.  Careful  examination  of 
the  abdomen  revealed  a  loss  of  liver 
dullness  and  the  presence  of  fluid  in 
the  flanks.  A  diagnosis  of  perforated 
ulcer,  duodenal  or  gastric,  was  made, 
and  the  patient  was  hurried  to  the  op- 
erating room.  On  opening  the  abdo- 
men a  gush  of  air  and  stomach  con- 
tents occurred,  and  on  further  inspec- 
tion a  large  ragged  opening  was  dis- 
covered in  the  superior  border  of  the 
pylorus  close  to  the  duodenum.  The 
opening  was  large  enough  to  admit 
the  thumb.  Its  edges  were  extremely 
friable,  and  the  condition  of  the  pa- 
tient becoming  desperate,  the  opening 
was  walled  off  by  gauze  drains,  the 
abdomen  rapidly  cleansed  and  closed. 
The  patient  was  sent  back  to  the  ward, 
but  survived  only  about  six  hours. 
Had  the  rupture  when  it  took  place 
three  days  before,  been  recognized 
and  treated  surgically  with  prompt- 
ness, there  would  have  been  excellent 
chances  of  saving  the  patient's  life. 

Duodenal  and  gastric  ulcers  occupy- 
ing, as  they  do,  near-by  areas,  require 
similar  treatment  and  have  many 
symptoms  in  common.  It  is  not  al- 
ways easy  to  make  a  differential  diag- 
nosis. The  pain  in  duodenal  ulcer  usu- 
ally occurs  at  a  longer  interval  after 
taking  food  than  is  the  case  with  the 
gastric  ulcer.  Rupture  occurs  just  as 
suddenly,  and  duodenal  ulcer  is  even 
more  apt  to  be  latent  than  is  gastric 
ulcer,  as  it  frequently  occurs  without 
any  history  of  great  pain  or  disability. 
These  patients  often  complain  of  in- 
testinal indigestion,  and  there  is  al- 
ways reason  for  searching  for  occult 
blood  in  the  stools  when  a  patient 
complains  of  long  continued  indiges- 
tion, particularly  if  a  tender  spot  can 
be  found  on  pressure  in  the  epigas- 
trium. An  instructive  case  illustrating 
the  latency  of  duodenal  ulcer  was  the 
following :  The  writer  was  called  to 
a  hotel  in  Manhattan  last  winter  to 
see  a  personal  friend  of  a  Brooklyn 
colleague.    Five  days  before  he  was 
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seen  by  the  writer,  he  had  been  seized 
with  a  violent  pain  in  the  abdomen,  so 
violent  indeed  that  he  fell  writhing 
and  helpless  to  the  floor.  The  usual 
sequels  of  distension,  rigidity,  fever 
and  constipation  followed  ;  there  was 
also  vomiting,  a  symptom  which  some 
writers  claim  is  unusual  with  such 
ruptures.  He  was  being  treated  for 
intestinal  obstruction  because  of  con- 
stipation. Cross-examination  revealed 
the  following  facts,  that  for  years 
the  patient,  who  was  a  traveling  man 
and  lived  in  the  West,  had  been 
subject  to  intermittent  attacks  of  pain 
coming  on  about  two  hours  after  a 
meal.  These  attacks  varied  in  length, 
and  while  they  lasted  the  patient  put 
himself  on  restricted  diet.  He  would 
sometimes  go  weeks  without  any  pain. 
During  the  attacks  patient  noticed  that 
his  stools  were  black  and  tarry.  A 
diagnosis  of  rupture  of  a  duodenal 
ulcer  was  made,  and  by  the  advice  of 
the  writer  the  patient  was  removed  to 
the  Xew  York  Hospital.  At  midnight 
of  the  same  evening  Dr.  Murrav,  of 
Manhattan,  operated  and  found  a 
ruptured  ulcer  of  the  duodenum  close 
to  the  pylorus.  On  account  of  the 
length  of  time  which  had  elapsed  since 
the  rupture  the  tissues  were  very  fri- 
able and  did  not  lend  themselves  easily 
to  suture,  so  the  operator  contented 
himself  with  isolating  the  injured  area 
by  gauze  drains  from  the  rest  of  the 
abdomen,  which  was  thereupon  closed 
after  cleansing.  This  patient  made  an 
excellent  recovery.  A  complete  op- 
eration in  this  case  would  have  in- 
volved the  additional  performance  of 
a  gastrojejunostomy,  but  to  have  done 
so  would  have  resulted  in  the  death 
of  the  patient,  and  it  is  well  to  remem- 
ber in  this  connection  that  if  we  would 
save  our  patients,  we  must  frequently 
be  contented  witli  incomplete  surgical 
procedures.  It  is  far  better  to  ex- 
ercise a  wise  forbearance  than  to 
endeavor  to  provide  against  all  future 
contingencies.  If  the  patient  survives 
the  life-saving  operation  it  may  be 
possible  to  deal  witli  future  compli- 
cations in  a  surgical  and  complete 
manner.  In  both  these  cases  of  rup- 
tured ulcer  erroneous  diagnoses  had 


been  made.  In  this  connection  it  is 
worth  while  to  remark  that  rupture 
of  both  duodenal  and  gastric  ulcers 
are  attended  with  more  atrocious  pain 
than  any  other  inter-abdominal  acci- 
dent with  the  exception  possibly  of 
acute  hemorrhagic  pancreatitis.  Al- 
ways suspect  a  perforation  of  an  ulcer 
when  a  patient  complains  of  a  violent 
epigastric  pain  coming  on  with  great 
suddenness  and  violence  and  associ- 
ated with  great  local  tenderness  and 
rigidity.  Do  not  moreover  forget  that 
an  incomplete  operation  which  saves 
the  life  of  the  patient  is  always  to  be 
preferred  to  a  complete  operation 
which  cures  the  disease  but  kills  the 
patient. 

The  late  conditions  which  arise 
from  neglected  gastric  ulcer,  are 
caused  by  deficient  drainage  and  con- 
sequent dilatation.  In  the  indurated 
chronic  ulcer  we  have  obstruction 
from  cicatrical  tissue  bringing  about 
a  stricture  of  the  pylorus.  This  may 
occur  after  a  healed  ulcer.  It  is  also 
possible  for  dilatation  to  occur  from 
chronic  spasm  of  the  pylorus  due  to 
the  irritation  of  an  ulcer  and  the  hy- 
perchlorydia  so  frequently  associated 
with  this  condition  (Reichmann's  dis- 
ease). 

The  so-called  saddle-back  ulcer  is 
particularly  prone  to  cause  stricture. 
Dilatation  does  not  always  follow  as 
the  result  of  ulcer,  even  when  it  is  of 
long  standing.  The  writer  has  once 
at  least  operated  for  the  relief  of  gas- 
tric ulcer  associated  with  vomiting, 
hemorrhage  and  prolonged  semi- 
starvation  and  yet  found  a  stomach 
which  might  have  been  called  con- 
tracted. Here  evidently  the  patient 
had  been  able  to  take  food  in  small 
quantities  only,  and  drainage  had  not 
been  interfered  with  by  the  ulcer. 
The  abdomen  was  opened  for  the  pur- 
pose of  doing  a  posterior  gastro- 
jejunostomy, but  finding  this  imprac- 
ticable a  no-loop  anterior  gastro- 
jejunostomy was  done  close  to  the 
pylorus.  This  patient  who  vomited 
constantly  during  the  ten  days  he  was 
in  the  hospital  before  the  operation, 
made  an  ideal  recovery,  and  from  that 
dav  to  this  has  been  absolutely  free 
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from  all  digestive  disturbances.  As 
he  said  to  the  house  surgeon  a  short 
time  ago,  "I  am  better  than  I  have 
been  in  thirty  years,  and  can  eat  any- 
thing I  please."  The  methods  of  ob- 
taining drainage  in  cases  of  dilatation 
of  the  stomach  associated  with  ulcer 
or  of  short  circuiting  the  stomach 
contents  in  duodenal  ulcer  have  ma- 
terially changed  in  the  past  few  years, 
and  are  still  in  a  developmental  con- 
dition. Gastroenterostomy  is  by  no 
means  an  ideal  procedure.  As  Jacobi 
remarks,  "the  creation  of  a  funnel  is 
not  the  restoration  of  a  normal  stom- 
ach," and  those  of  us  who  have  had 
some  experience  in  this  operation  are 
confronted  with  the  disagreeable  fact 
that  while  patients  often  get  extreme 
relief  for  periods  of  two  or  three  years 
even,  they  do  not  all  of  them  stay 
cured.  This  is  not  always  due  to  a 
contraction  of  the  opening,  whether 
done  by  the  old  fashioned  Murphy 
button,  or  more  modern  and  better 
methods.  At  present,  however,  we 
may  trace  the  development  of  opera- 
tive procedures  somewhat  as  follows : 
First,  the  operation  of  pyloroplasty 
after  Heinecke-Miculicz.  These  op- 
erators made  a  transverse  incision 
through  the  pylorus  and  sewed  it  up 
so  that  the  scar  was  vertical.  When 
there  was  great  thickening  of  the  tis- 
sues this  was  impossible,  and  where  it 
was  done  recontraction  occurred  so 
that  the  operation  has  been  abandoned. 
Then  came  the  anterior  gastroenter- 
ostomy with  the  loop,  done  either 
after  the  Kocher  method,  by  simple 
sntnre  without  the  use  of  any  mechan- 
ical appliance,  or  the  somewhat  quicker 
method  with  the  Murphy  button.  The 
chief  difficulty  with  these  operations 
was  the  fact  that  they  were  followed 
by  what  has  been  called  the  vicious 
circle,  namely,  the  regurgitation  of  the 
contents  of  the  duodenal  loop  into  the 
stomach.  This  was  thought  to  be  due 
to  the  fact  that  the  operation  had 
been  done  on  the  anterior  surface  of 
the  stomach  and  consequently  the  op- 
eration of  posterior  gastroenteros- 
tomy came  into  vogue,  the  loop  still  be- 
ing used.  The  vomiting  still  persisted, 
however,  in  a  certain  number  of  cases, 


the  contents  of  the  duodenum  still  con- 
tinuing to  flow  around  the  loop  into 
the  stomach.  To  remedy  this  the  com- 
plicated proceeding  of  Roux  was  in- 
vented. This  operation  tapped  the 
jejunum  into  the  stomach  and  the 
divided  duodenal  end  into  the  jejunum 
about  six  inches  below  its  point  of 
suture  in  the  stomach.  This  even  does 
not  always  prevent  the  occurrence  of 
reflux  vomiting  and  is  time  consuming 
and  likely  to  kill  the  patient  on  that 
account.  Since  the  loop  has  been 
omitted  and  the  no  loop  operation 
adopted  this  form  of  vomiting  has  not 
been  observed  by  the  writer.  Patter- 
son and  Battle  both  think  that  the 
popularity  of  the  posterior  operation 
is  due  to  fashion,  and  that  the  anterior 
operation  has  its  advantages  particu- 
larly when  done  without  the  loop. 
Certainly  the  case  of  anterior  no  loop 
gastroenterostomy  before  referred  to 
has  so  far  turned  out  most  suc- 
cessfully for  the  patient.  Maclaren, 
however,  thinks  that  the  dragging  of 
the  anterior  loop  causes  a  contraction 
of  the  opening  and  a  recurrence  of 
obstructive  symptoms.  Time  and  ex- 
perience alone  can  settle  such  ques- 
tions. There  is  no  doubt  that  we  are 
more  apt  to  have  contraction  after 
the  button  operation,  whether  anterior 
or  posterior,  than  after  other  methods, 
and  yet  obstructive  symptoms  may  re- 
cur even  after  the  button  without  re- 
contraction  of  the  opening.  Such  a 
case  is  the  following:  Two  years  ago 
the  writer  operated  upon  a  woman  46 
years  of  age,  by  occupation,  house- 
keeper. For  a  year  previous  to  the 
first  operation  patient  suffered  from 
attacks  of  "stomach  trouble,"  as  she 
said.  If  she  took  even  a  dram  of 
peptonized  milk  about  an  hour  after- 
wards she  would  have  severe  pain 
which  would  last  for  three  or  four 
hours.  Then  she  would  vomit  which 
won  Id  relieve  the  pain.  She  had  often 
vomited  large  quantities  of  blood. 
Had  passed  blood  by  stool  also.  Pa- 
tient was  much  emaciated  and  anemic, 
being  in  a  condition  of  semi-starvation 
from  want  of  food.  A  posterior  op- 
eration was  done  with  the  Murphy 
button,  and  the  patient  hurried  back 
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to  her  room  in  bad  condition.  For 
several  days  she  hovered  between  life 
and  death,  bnt  finally  recovered  and 
resumed  her  occupation.  She  was  per- 
fectly well  for  nearly  two  years,  when 
last  month  she  came  into  my  service 
again,  with  abdominal  pain,  and  oc- 
casional vomiting,  once  having  vom- 
ited some  blood.  There  seemed  to  be 
no  dilatation  of  the  stomach  and  the 
pains  were  colicky  and  cramp-like  in 
character,  as  if  the  obstruction  was  in 
the  intestine  itself.  A  month  of  rest 
in  bed  and  medical  treatment  did  not 
avail  to  relieve  the  symptoms  and  last 
Saturday  the  abdomen  was  reopened. 
There  were  many  adhesions  of  loops 
of  intestine  to  each  other  and  of  the 
stomach  to  the  abdominal  wall  rather 
high  up.  These  were  carefully  re- 
leased and  the  entangled  loops  liber- 
ated. Examination  of  the  anastomo- 
sis showed  that  recontraction  had  not 
taken  place  and  the  abdomen  was 
closed.  The  patient  has  made  a 
prompt  recovery  from  the  operation 
and  so  far  has  had  no  return  of  her 
colicky  pains.  It  is  impossible  to  say 
what  the  ultimate  future  of  this  case 
will  be  in  regard  to  the  relief  of  symp- 
toms. One  very  interesting  fact  which 
the  operation  disclosed  was  the  atro- 
phy which  had  taken  place  in  the  por- 
tion of  the  loop,  between  stomach  and 
duodenum  had  shrunk  to  the  size  of 
a  finger.  MetchnikorT,  in  his  work  "On 
the  Xature  of  Alan"  relates  a  case 
where  as  the  result  of  a  fecal  fistula, 
the  entire  large  intestine  had  shrunk 
to  a  similar  size,  and  the  present  case 
shows  that  even  in  so  short  a  length  of 
gut,  disuse  means  atrophy.  This 
atrophy  is  not  without  significance 
as  there  are  not  a  few  cases  which 
have  been  reported,  principally  by 
Ochsner,  in  which  dilatation  of  the 
duodenum  has  occurred  at  an  interval 
after  gastro-enterostomy.  The  con- 
traction and  atrophy  of  the  portion 
of  the  loop  leading  to  the  duodenum 
would  very  readily  explain  such  dila- 
tation, particularly  if  some  food  es- 
caped by  the  pylorus  into  the  duodenal 

loop.    The  evident  remedy  for  such 

a  condition  is  to  make  the  anastomosis 
so  large  as  to  compel  all  the  food  to 


pass  out  of  the  new  opening.  At 
present,  however,  we  are  not  in  a 
position  to  appreciate  the  disadvan- 
tages of  the  funnel  stomach  thus 
created.  The  most  satisfactory 
method  of  performing  gastro-enteros- 
tomy is  the  plastic  operation  of  Fin- 
ney. This  is  really  an  anterior  gastro- 
duodenostomy.  Its  great  advantage 
is  that  it  is  physiologically  correct,  be- 
cause the  stomach  is  made  to  drain 
itself  through  the  natural  outlet, 
something  which  none  of  the  other 
operations  accomplishes.  The  diffi- 
culty with  the  operation  is  that  it  is 
only  possible  in  selected  cases,  because 
it  is  necessary  that  all  entangling  ad- 
hesions binding  down  the  pyloric  end 
of  the  stomach  and  the  upper  portion 
of  the  duodenum,  should  be  released 
so  as  to  admit  of  the  anastomosis.  It 
is  needless  to  remark  that  many  of  the 
cases  bear  prolonged  manipulation 
very  badly  and  that  operation  for 
them  is  often  the  best  which  may  be 
done  most  quickly  though  not  itself 
ideal.  The  results  of  operation  for 
pyloric  stenosis  as  tabulated  by  Alum- 
ford  in  167  cases  was  as  follows  :  Im- 
mediate results,  147  good  and  15  bad; 
end  results,  119  good  and  25  bad.  It 
is  evident  therefore  that  a  patient  may 
have  a  good  result  from  the  operation 
for  a  series  of  months  and  then  relapse. 
The  fact  remains,  however,  that  out 
of  167  cases  the  end  results  were  good 
in  119.  The  mortality  varied  in  the 
different  clinics,  rising  as  high  as  23 
8-10  per  cent,  where  21  cases  were 
operated  and  falling  to  zero  in  Mum- 
ford's  8  c;bc\  The  average  mortality 
in  the  different  operations  being  8  9-10 
per  cent.  This  mortality  does  not 
seem  to  be  high  in  view  of  the  serious 
conditions  confronting  the  surgeon. 
The  decrease  in  the  mortality  since  the 
time  when  gastro-enterostomy  was 
first  introduced  has  been  noteworthy. 
From  [88]  t<>  [885  the  mortality  was 
65.71  per  cent.  ;  from  1880  to  [890,  the 
mortality  was  47  per  cent.;  [89]  to 
[896,  33.91  per  cent.  Robson  and 
Movnihan  recently  reported  218  opera- 
tions with  a  mortality  of  3  2-10  per 
cent.    The  writer  in  hi-  last  8  cases 
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done  within  about  18  months  has  had 
no  mortality. 

Hour  glass  stomach  is  the  result  of 
ulcer  with  contraction  in  parts  of  the 
stomach  distant  from  the  pylorus 
usually  in  the  fundus. 

Contraction  is  the  rule  in  cica- 
tricial tissue  in  the  stomach,  as  else- 
where. Some  cases  of  hour  glass 
stomachs  have  been  reported  as  due  to 
the  adhesion  of  a  peritonitis  not  of 
gastric  origin.  Hour  glass  stomach  is 
not  easy  to  diagnose,  and  it  is  easy 
to  be  mistaken  in  making  a  positive 
diagnosis  of  this  condition.  Recently 
the  writer  did  a  gastroenterostomy 
on  a  patient  on  whom  an  eminent 
diagnostician  and  professor  of  medi- 
cine had  made  a  diagnosis  of  hour 
glass  stomach,  yet  at  the  operation, 
simple  dilation  was  found  without  a 
sign  of  hour  glass  contraction.  The 
operation  for  the  relief  of  distortions 
of  the  stomach  and  the  establishment 
of  drainage  are  much  more  compli- 
cated than  those  required  for  the  relief 
of  less  grave  conditions,  and  for  this 
reason  the  mortality  is  much  greater. 
The  most  important  questions  that  the 
physician  can  ask  the  surgeon  in  con- 
sidering these  histologically  non-ma- 
lignant diseases  of  the  upper  digestive 
tract,  are  perhaps  two  in  number. 
What  are  the  cases  which  should  be 
submitted  to  operation  and  how  long 
should  medical  treatment  be  continued 
before  resorting  to  operation? 

Operation  should  be  restored  to  for 
the  relief  of  chronic  ulcer  after  care- 
ful medical  treatment  persistently  car- 
ried out  has  not  resulted  in  improve- 
ment.   The  condition  of  the  patient 


must  to  a  certain  extent  influence  us 
in  deciding  what  is  a  reasonable  time 
to  wait.  A  year  may  not  be  too  long 
in  one  patient  whose  nutrition  is  not 
seriously  impaired.  Six  months  may 
be  too  long  in  another  patient  where 
disability  from  bad  stomach,  drainage 
and  general  emaciation  is  steadily  in- 
creasing. It  is  always  bad  judgment 
to  keep  these  people  on  medical  treat- 
ment until  they  are  at  the  last  gasp 
and  then  to  turn  them  over  to  the  sur- 
geon at  a  time  when  any  operation  is 
attended  with  the  maximum  risk. 
While  it  has  been  stated  before  that  it 
is  not  advisable  to  operate  for  the  re- 
lief of  acute  hemorrhage,  it  is  often 
necessary  to  interfere  in  those  cases  of 
slight  but  frequent  hemorrhage  which 
in  the  course  of  a  few  weeks  brings 
the  patient  almost  to  death's  door  with 
a  profound  anaemia.  Finally  operation 
should  be  also  resorted  to  for  the  es- 
tablishment of  drainage  in  those  cases 
of  gastroectasia,  resulting  from  py- 
loric stenosis,  in  which  persistent  lav- 
age and  medication  have  been  tried 
without  avail.  It  is  evident  that  if  the 
obstruction  at  the  pylorus  is  so  great 
that  very  little  food  can  pass  into  the 
duodenum,  that  all  that  lavage  can  ac- 
complish is  the  prevention  of  fer- 
mentation. It  influences  very  little 
nutrition  since  the  most  important  part 
of  the  digestive  apparatus  is  shut  out 
from  participation  in  the  digestive  act. 

On  the  other  hand,  the  writer  is 
finally  convinced  of  the  folly  of  oper- 
ating' on  the  purely  neurotic  cases,  and 
believes  that  no  operation  should  be 
done  in  the  absence  of  organic  lesion 
or  definite  anatomical  change. 
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THE  portion  of  the  discussion  al- 
lotted to  us  will  not  permit  us 
to  favor  you  with  any  such  ac- 
counts of  recent  improvements  of 
technique  or  brilliant  results  of  sur- 
gery as  our  colleagues  can  show  in  the 
non-malignant  cases.  The  results  at- 
tained by  operations  for  chronic  gas- 


tric conditions  and  gastric  ulcer  have 
of  late  years  shown  a  very  gratifying 
advance,  as  Dr.  Bristow  has  already 
pointed  out.  The  happy  results  in  gall 
bladder  surgery  have  steadily  ad- 
vanced until  this  division  of  surgery 
has  come  as  prominently  before  the 
profession  as  the  operations  of  appen- 
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dicitis.  Dr.  Wood  will  undoubtedly 
show  you  the  more  recent  advances  in 
a  new  field  of  surgical  procedure,  the 
diseases  of  the  pancreas.  In  all  these 
conditions  brilliant  operations  with 
permanent  results  can  be  cited ;  not  so, 
however,  in  diseases  of  a  malignant 
nature  for  the  probability  of  recur- 
rence is  always  very  great  in  every 
case  of  malignancy  no  matter  how 
complete  the  operation. 

Of  the  malignant  diseases  attacking 
the  stomach  carcinoma  is  by  far  the 
most  frequent.  Sarcoma  is  very  rare. 
McDonald  states  that  "Of  all  cases  of 
cancer,  35  to  45  per  cent,  occur  in 
the  stomach,  which  is  more  liable  to 
the  disease  than  any  other  part  of 
the  alimentary  canal  except  the  tongue 
and  lips."  The  stomach  is  only  second 
to  the  mammary  gland  as  a  seat  of 
cancer.  The  maximum  liability  is  be- 
tween fifty  and  sixty  years  of  age. 

The  location  of  the  new  growth  in 
the  stomach  usually  begins  at  one  or 
other  of  its  openings,  more  than  50 
per  cent,  being  at  the  pylorus ;  542  out 
of  903  cases  as  reported  by  Gussen- 
bauer  and  YVinnewater. 

The  disease  begins  in  the  mucous 
membrane  and  may  later  involve  the 
submucous  and  muscular  coats.  The 
tumor  encroaches  first  on  the  lumen 
of  the  stomach  but  may  be  enlarged  by 
omental  or  peritoneal  adhesions  ex- 
ternal to  the  growth. 

Time  will  not  permit  us  to  go  into 
any  extended  description  of  the  symp- 
toms of  gastric  cancer  so  we  will  con- 
sider them  in  conjunction  with  the 
diagnosis.  In  cancer  of  the  stomach 
early  diagnosis  is  of  the  greatest  neces- 
sity for  operative  interference  must 
depend  entirely  on  the  early  recogni- 
tion of  the  disease.  It  would  be  in- 
structive to  give  in  detail  the  histories 
of  the  many  cases  of  gastric  carcinoma 
which  have  come  under  our  observa- 
tion during  the  past  fifteen  years  and 
in  which  owing  to  delay  no  operation 
or  only  a  palliative  one  could  be  done. 
It  i-  very  sad  indeed  when  we  see  how 
tew  cases  can  be  submitted  to  radical 
operation  for  the  removal  of  the 
growth.  Early  diagnosis  is  exceed- 
ingly important  and  about  as  difficult 
a-  it  i^  important.  (  )sler  states  that 
"There   are  cases   of  cancer   of  the 


stomach  in  which  a  positive  diagnosis 
can  not  be  made  for  weeks  or  months" 
— but  in  such  cases  where  there  is  a 
fair  assumption  of  the  presence  of 
cancer  an  exploratory  operation 
should  be  advised  rather  than  lose  the 
valuable  time  necessary  to  make  the 
diagnosis  positive.  Given  a  patient 
over  forty  years  of  age,  with  a  history 
of  gastric  disturbance  extending  over 
several  months  and  combined  with  this 
a  considerable  loss  of  flesh  and  we 
have  a  case  in  which  most  thorough 
investigation  for  the  evidences  of  can- 
cer should  be  made.  Pain  is  not  a 
constant  symptom  and  is  not  always 
felt  early.  Vomiting  may  begin  at 
any  time  and  at  first  may  only  consist 
of  bile  and  mucus,  but  in  these  cases 
careful  microscopic  examination  of 
this  may  disclose  shreds  of  tissue  and 
cancer  cells.  Bloody,  or  "coffee 
grounds  vomit"  is  always  suggestive 
but  does  not  usually  occur  early  in  the 
disease.  The  presence  of  a  palpable 
tumor  is  not  constant,  but  is  found  in 
about  three-quarters  of  the  cases  of 
cancer  at  the  pylorus.  It  is  seldom  to 
be  felt  if  the  growth  is  at  the  cardiac 
orifice.  The  most  usual  place  to  find 
the  tumor  is  between  the  ensiform 
cartilage  and  the  umbilicus  and  a 
little  to  the  right,  often  times  the 
tumor  falls  behind  the  free  border 
of  the  ribs  when  the  patient  is  on  the 
back.  With  the  patient  standing,  the 
tumor  may  be  as  low  as  the  umbilicus 
and  to  the  left  of  the  median  line. 
The  determination  of  the  mobility  of 
the  tumor  is  of  great  importance  for 
a  fixed  tumor  usually  indicates  a 
growth  that  can  not  be  completely  re- 
moved. 

Chemical  analysis  of  the  stomach  is 
of  great  assistance  in  arriving  at  a 
diagnosis — for  if  hydrochloric  acid  be 
present  in  normal  amount  it  is  strong 
evidence  against  cancer — its  absence 
favors  the  presence  of  cancer.  T>oas 
and  Stewart  claim  free  lactic  acid  is 
never  found  except  in  carcinoma, 
'flie  retention  <>t"  chyme  in  the  stomach 
is  said  to  be  of  great  value  as  it  can 
be  recognized  even  before  dilatation 
has  taken  place.  The  presence  of  in- 
dicatl  in  the  urine  is  also  strongly  sug- 
gestive of  cancer,  but  can  al<o  be 
found  in  many  wasting  diseases. 
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Conheim  asserts  that  with  stagna- 
tion, and  with  the  presence  of  lactic 
acid  and  of  the  Oppler-Boas  bacilli  we 
are  warranted  in  making  the  diagnosis 
of  pyloric  cancer  in  99  per  cent,  of 
the  cases. 

One  must  not  be  misled  by  the 
chemical  analysis  for  we  frequently 
find  free  acid  with  cancer  and  much 
diminished  or  no  acid  when  cancer 
does  not  exist.  The  chemical  analysis 
is  only  valuable  as  one  of  the  diagnos- 
tic signs. 

Gastric  cancer  is  usually  a  rapidly 
fatal  disease,  most  authors  placing  the 
duration  of  life  at  about  one  year,  and 
operation  to  be  effective  must  be  done 
while  the  disease  is  still  limited  to  the 
stomach.  This  means  an  early  diag- 
nosis— and  early  reference  of  the  case 
to  the  surgeon. 

It  is  generally  conceded  that  there 
is  no  medical  side  to  gastric  cancer. 

Having  diagnosed  a  case  as  cancer 
of  the  stomach  what  procedures  have 
we  at  our  command  and  what  are  the 
results  of  operative  interference? 

In  cases  of  cancer  involving  the  car- 
diac end  little  can  be  done  except  as  a 
temporary  relief.  In  these  cases  some 
form  of  gastrostomy  may  be  per- 
formed and  through  the  opening  so 
made  the  patient  may  be  fed  and  so 
kept  alive  for  several  months  and 
death  by  starvation  be  prevented. 

When  the  growth  involves  the  py- 
lorus more  or  less  can  be  accomplished 
according  to  the  tissues  involved.  In 
a  case  where  the  pylorus  alone  is  in- 
volved and  the  tumor  not  attached,  the 
growth  may  be  removed  by  either 
pylorectomy  or  a  partial  gastrectomy. 
The  latter  is  by  far  the  better  pro- 
cedure and  will  yield  the  better  results 
and  is  hardly  more  serious  an  opera- 
tion than  the  former.  Total  gastrec- 
tomy has  been  performed  a  number  of 
times  with  success  but  is  seldom  indi- 
cated. 

Partial  gastrectomy  is  more  fre- 
quently indicated  and  in  the  hands  of 
competent  operators  and  under  present 
abdominal  technique  is  accompanied 
by  a  comparatively  low  mortality.  In 
these  cases  the '  remaining  portion  of 
the  stomach  is  anastomosed  either  to 
the  cut  end  of  the  duodenum  or  else 
to  the  jejunum. 

In  those  cases  in  which  the  growth 


cannot  be  removed  great  relief  can  be 
afforded  the  patient  and  life  prolonged 
for  several  months  by  a  gastrojeju- 
nostomy. In  quite  a  number  of  such 
cases  patients  have  returned  to  a  con- 
dition of  good  health.  In  these  cases 
the  diagnosis  of  cancer  evidently  was 
incorrect  even  though  made  with  the 
tumor  exposed.  Xo  less  competent 
men  than  Mayo  Robson,  of  England, 
and  Richardson,  of  Boston,  have  re- 
ported such  cases.  Unoperated  these 
cases  would  have  died  from  starvation. 

As  contra-indications  to  operation 
we  have  the  extreme  debility  and 
cachexia  of  some  patients  (in  some  of 
these  patients  only  a  small  and  mov- 
able growth  may  be  felt),  and  in  whom 
any  operation  would  be  hazardous  and, 
if  successful,  could  only  prolong  life 
a  very  short  time.  Tansini  also  gives 
as  contra-indications  to  operations,  en- 
largement of  the  glands  in  the  left 
clavicular  fossa,  unless  microscopic 
examination  of  a  removed  gland 
should  prove  it  non-malignant.  He 
also  advises  against  operation  when 
there  is  a  prominent  development  of 
the  superficial  abdominal  veins,  asso- 
ciated with  ascites,  as  this  represents  a 
marked  disturbance  of  the  deeper  ves- 
sels. In  women  a  careful  examination 
of  the  uterus  and  ovaries  should  also 
be  made  that  disease  of  these  organs 
may  be  excluded. 

Greig-Smith  states  that  "if  an  irreg- 
ular surface  of  the  tumor  co-exists 
with  a  dilated  stomach  and  a  fixed  py- 
lorus operation  is  contra-indicated." 

Prognosis  after  operation.  We  have 
seen  that  the  average  duration  of  life 
in  cancer  of  the  stomach  is  but  one 
year.  Those  cases  in  which  only  a 
gastroenterostomy  is  done,  according 
to  Kronlein,  have  an  average  pro- 
longation of  life  of  three  and  one-half 
months.  In  these  cases  the  prolonga- 
tion of  life  is  nothing  as  compared 
to  the  relief  of  suffering  and  the  pre- 
vention of  death  by  starvation.  In 
those  cases  of  gastrectomy  followed 
by  recurrence  the  same  author  states 
that  life  is  prolonged  on  the  average 
fourteen  months,  but  in  some  cases  the 
recurrence  has  been  postponed  as  long 
as  four  years.  He  also  reports  a  case 
alive  eight  years  after  operation  with- 
out evidence  of  recurrence  at  that 
time. 
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Mayo's  statistics,  which  include 
with  his  own  cases  those  of  other  com- 
petent operators,  show  that  not  only 
in  the  direct  mortality  of  the  operation 
but  also  in  the  later  results,  gastrec- 
tomy compares  favorably  with  the  sur- 
gery of  cancer  of  other  parts  of  the 
body. 

The  results  of  palliative  operations 
are  unsatisfactory,  the  mortality  being 
comparatively  high  and  the  average 
prolongation  of  life  not  great.  He  re- 
ports a  mortality  of  15  per  cent,  in 
140  cases  of  gastroenterostomy  and 
an  average  prolongation  of  life  of 
about  five  months. 

At  this  time  we  will  refer  to  a  case 
of  our  own  already  reported  as  bear- 
ing on  the  prognosis  of  these  opera- 
tions. 

Mrs.  S.,  26  years  of  age,  during  preg- 
nancy developed  marked  gastric  symptoms. 
Three  months  after  delivery  she  was  ad- 
mitted to  the  Norwegian  Hospital  where, 
after  careful  examination,  diagnosis  of 
cancer  of  the  pylorus  was  made.  On  May 
2,  1898,  she  was  subjected  to  operation  and 
a  nearly  complete  gastrectomy  performed. 
Recovery  from  the  operation  was  rapid 
and  in  every  way  satisfactory.  She  con- 
tinued in  good  health  for  seventeen  months, 
when  it  was  discovered  that  she  was  again 
pregnant.  Twenty-one  months  after  opera- 
tion she  was  again  delivered,  giving  birth 
to  an  apparently  healthy  child.  A  few 
days  later  symptoms  of  intestinal  obstruc- 
tion developed  and  we  again  operated,  find- 
ing a  malignant  growth  in  the  transverse 
colon. 

The  special  interest  in  this  case  is 
the  development  of  the  primary  and 
of  the  recurrent  growth  during  the 
period  of  gestation.  In  this  connection 
we  wish  to  emphasize  what  has  al- 
ready been  written  on  the  subject  of 
the  effect  of  pregnancy  in  the  devel- 
opment of  cancer  after  previous  opera- 
tion (  \V.  S.  Cheesman,  Annals  of  Sur- 
f/cry, Sept..  1907).  We  believe  it  is 
incumbent  on  the  surgeon  to  always 
warn  females  who  have  been  the  sub- 
ject of  operation  for  cancer  to  never 
again  become  pregnant.  Should  preg- 
nancy occur  it  should  be  promptly  ter- 
minated. In  the  case  cited  above  there 
Was  no  evidence  of  recurrence  of  the 
disease  until  after  pregnancy  had  ex- 
isted for  five  months. 

Operative  procedures.  As  this  dis- 
cussion deals  more-  especially  with  the 
results  of  and  not  the  methods  of  op- 
erative procedure,  and  as  the  details 

of  the  variou>  operations  are  so  well 


described  and  pictured  in  the  text- 
books, it  would  be  superfluous  to  con- 
sider them  at  this  time.  Suffice  it  to 
say  that  our  preference  in  pyloric  can- 
cer is  for  a  partial  gastrectomy  and 
where  this  is  not  possible  a  posterior 
gastroenterostomy.  Of  the  various 
methods  of  doing  this  operation  we 
prefer  the  Y  operation  of  Roux,  or 
else  the  no  loop  operation,  as  de- 
scribed by  Mayo. 

Conclusions. 

First.  Let  us  urge  the  great  neces- 
sity of  early  diagnosis,  for  it  is  only 
in  the  early  stages  of  the  disease  that 
a  radical  and  possibly  curative  opera- 
tion can  be  performed. 

Second.  That  in  doubtful  cases  ex- 
ploratory operation  should  be  resort- 
ed to  at  an  early  period,  as  by  this 
means  many  cases  will  be  operated  at 
a  sufficiently  early  stage  of  the  disease 
to  allow  of  a  complete  and  radical  re- 
moval of  the  growth. 

Third.  That  gastroenterostomy  is 
never  to  be  considered  the  desirable 
operation  for  gastric  cancer,  as  it  will 
only  prolong  life  for  an  average  period 
of  about  five  months.  Y\  nile  not  the 
operation  of  choice,  in  many  cases 
gastroenterostomy  is  the  only  pro- 
cedure possible,  and  while  it  does  not 
save  life  it  makes  existence  decidedly 
more  comfortable  and  avoids  death  by 
starvation. 

Fourth.  In  those  cases  in  which 
pylorectomy  is  possible  the  more  com- 
plete operation  of  partial  gastrectomy 
would  generally  be  practicable,  is  ac- 
companied by  little  more  risk  to  life 
and  by  a  much  better  ultimate  result. 

Fifth.  We  must  always  remember 
the  possibility  of  the  growth  being  in- 
flammatory in  character  and  that  the 
relief  from  irritation  afforded  by  a 
gastro-enterostomy  may  lead  to  an  un- 
expected cure. 

Sixth.  We  can  now  refer  to  cases 
in  which  the  complete  and  thorough 
removal  of  the  growth  has  given  final 
results  equal  to  those  of  removal  of 
the  breast  or  uterus  in  cases  of  malig- 
nant disease 

Finally.  We  are  now  entering  the 
period  of  Surgery  of  gastric  cancer 
that  five's  us  much  hope  and  we  may 

predict  t*<>r  the  future  a  marked  in- 
crease not  only  of  recoveries  from  the 
operation  but  of  complete  and  lasting 

cure. 


THE  RESULTS  OF  THE  SURGICAL  TREATMENT 

OF  THE 
BILE  PASSAGES. 

By  RICHARD  WARD  WESTBROOK,  M.D. 

Attending  Surgeon,  Brooklyn  Hospital. 


GALL-STONE  surgery  has  ad- 
vanced with  such  rapid  strides 
in  the  past  few  years  that  we  are 
now  in  a  position  to  state  with  posi- 
tiveness  its  results,  and  perhaps  with 
nearly  equal  positiveness,  its  indica- 
tions for  treatment.  As  in  the  early 
history  of  appendicitis,  doubt  as  to  the 
exact  indications  for  operative  treat- 
ment combined  with  poorly  developed 
technique  led  to  surgical  results  far 
behind  those  of  to-day,  so  in  gall- 
stone surgery  have  the  results  of  a 
few  years  back  been  far  inferior  to 
those  which  can  now  be  presented. 
To-day  there  is  no  branch  of  abdomi- 
nal surgery,  with  the  one  exception  of 
the  surgery  of  the  appendix,  which 
can  present  such  good  results  as  the 
surgery  of  the  bile  passages.  That  a 
great  deal  of  poor  gall-stone  surgery 
is  still  done.  I  am  well  aware.  That  it 
i>  more  difficult  surgery  than  that  of 
the  appendix.  I  am  also  well  aware. 
That  the  individuals  suffering  from 
gall-stones  are  in  more  advanced  years 
than  those  suffering  from  appendicitis, 
and  more  liable  to  certain  complica- 
tions, is  a  fact.  Yet  in  spite  of  these 
differences,  the  surgery  of  the  bile 
passages  presents  most  excellent  re- 
sults in  experienced  hands,  closely  fol- 
lowing those  obtained  in  appendicitis. 
The  showing  will  be  still  better  when 
the  wisdom  of  early  operation  is  ap- 
preciated by  the  medical  profession  as 
a  whole,  and  a  wider  anatomical 
knowledge  and  improved  technique,  on 
the  part  of  those  attempting  the  sur- 
gery of  the  upper  abdomen,  will  bring 
about  fewer  incomplete  gall-stone 
operations  with  their  resultant  un- 
healed fistulas,  pain,  and  so-called  re- 
currence of  stone.  And  just  here  let 
me  say  that  an  average  hospital  intern- 
ship, or  a  few  weeks'  observation  of 
abdominal  surgery  at  a  post-graduate 


school,  does  not  make  a  man  competent 
to  do  the  surgery  of  the  bile  passages. 
The  mere  drainage  of  a  distended  gall- 
bladder and  the  scooping  out  of  a  few- 
stones  is  often  as  simple  an  operation 
as  the  removal  of  the  appendix  in  an 
uncomplicated  appendicitis.  But  the 
man  who  is  to  do  gall-stone  surgery 
with  the  best  results  must  be  competent 
to  meet  any  of  the  conditions  which 
may  arise  within  that  small,  but  ex- 
tremely important,  area  wherein  the 
gall-bladder  and  bile-ducts  lie.  He 
must  be  familiar  with  the  surgery  of 
the  liver,  the  stomach,  the  duodenum, 
and  the  pancreas,  and  prepared  to  close 
a  fistulous  opening  into  the  pylorus  or 
bowel,  do  a  gastroenterostomy,  treat 
a  pancreatitis,  or  resect  the  liver. 

The  man  who  fails  to  realize  the 
true  etiology  of  gall-stones  or  so-called 
"gall-stone  disease,"  will  also  fail  to 
apply  rational  surgery  to  the  cure  of 
the  condition  for  which  he  operates. 
In  disease  of  the  bile  passages  we 
are  dealing  with  foreign  bodies  (gall- 
stones), the  product  of  infection,  these 
in  turn  predisposing  to  re-infection. 
The  chief  purpose  of  our  operation  is 
to  drain  and  do  away  with  the  infec- 
tion, and  to  this  end,  also,  it  is  neces- 
sary to  remove  the  stones  as  the  ex- 
citing cause.  YVe  aim,  therefore,  to 
cure  the  inflammatory  condition  pres- 
ent, and  to  prevent  its  recurrence. 
That  this  can  be  done  is  shown  by  the 
tacts  which  I  will  present  to  you  short- 
ly. A  professor  of  medicine  in  a  Man- 
hattan post-graduate  school  still  in- 
sists that  so-called  "gall-stone  disease" 
is  ''primarily  a  hepatic  disorder."  He 
goes  on  to  say :  "The  removal  of  these 
stones  has  little  to  do  with  the  cure 
of  the  patient,  for  when  the  end-result, 
the  removal  of  the  gall-stones,  has 
been  accomplished  by  surgery,  the  pa- 
tient is  but  at  the  commencement  of 
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his  treatment  to  remove  the  cause  of 
his  disease,  which  is  entirely  within 
the  province  of  the  physician."  Such  a 
statement  arises  from  ignorance  of  the 
real  object  of  the  surgeon  in  his  opera- 
tion, and  from  a  preference  to  theo- 
rize rather  than  to  analyze  and  accept 
the  facts  brought  out  at  the  operating 
table  and  by  after-observation  of  pa- 
tients. Theoretically  it  may  be  assert- 
ed that  gall-stone  formation  may  be 
prevented  by  the  physician,  but,  as  a 
matter  of  fact,  gall-stones  are  very 
common,  and  the  determination  that 
"gall-stone  disease"  is  present  can  only 
be  made  after  stones  have  formed  and 
symptoms  have  arisen.  When  it  is 
suggested  that  a  patient  who  has  been 
operated  on  is  still  a  sufferer  from 
"gall-stone  disease,"  and  likely  to  have 
a  recurrence  unless  he  follows  certain 
prescribed  treatment,  the  suggestion 
is  at  variance  with  the  facts,  which  will 
presently  be  given.  I  have  used  the 
term  "gall-stone  disease"  in  quotation 
marks,  for  it  is  a  bad  term.  There  is 
no  gall-stone  disease,  as  such,  and  a 
term  capable  of  being  loosely  used 
would  better  be  abolished.  The  term 
"cholelithiasis"  is  hardly  better,  as  it 
implies  a  condition  or  diathesis  favor- 
ing the  formation  of  stones.  Among 
the  chief  predisposing  causes  of  gall- 
stones are  age  (the  majority  of  cases 
being  over  forty),  and  sex  (three- 
fourths  of  the  cases  occurring  in  wom- 
en), and  it  would  certainly  be  difficult 
for  the  physician  to  eradicate  age  and 
sex.  The  cholecystitis  occurring  in  ty- 
phoid and  other  acute  fevers  cannot 
be  said  to  be  under  the  control  of  the 
physician.  It  is  cholecystitis  which 
gives  rise  to  gall-stones  in  the  first 
place,  and  when  this  can  be  recog- 
nized and  controlled  medically,  gall- 
stones will  no  longer  occur.  Gall- 
stones, therefore,  originate  in  the  gall- 
bladder and  when  they  are  found  out- 
ride of  it  in  the  ducts,  they  have  either 
migrated  from  the  gall-bladder,  or,  ex- 
ceptionally, formed  in  the  hepatic 
ducts,  this  latter  formation  being  prac- 
tically always  secondary  to  their  pres- 
ence in  the  gall-bladder.  ( iall-stoiies 
are  formed  in  mild  infections  of  the 
gall-bladder]  or  after  a  cevercr  infec- 
tion bee  >nies  attenuated,  and,  so  far  as 


we  know,  they  do  not  give  symptoms 
while  forming. 

One  adult  in  every  ten  is  said  to 
harbor  gall-stones  in  his  gall-bladder, 
but  only  5  per  cent,  of  these  individ- 
uals have  symptoms  of  marked  in- 
fection of  the  gall-bladder,  i.  c,  at- 
tacks of  gall-stone  colic.  A  consid- 
erable proportion  of  the  other  95  per 
cent,  have,  I  believe,  as  1  stated  a 
number  of  years  ago,  certain  diges- 
tive and  so-called  liver  symptoms 
which  may  be  readily  recognized  with 
careful  observation.  In  this  latter 
class  of  cases,  I  do  not  believe  that 
surgical  intervention  is  indicated ;  but 
in  the  former  class  of  cases  where 
the  gall-bladder  has  been  the  subject 
of  two  or  more  well-marked  infec- 
tions surgery  is  as  surely  indicated  in 
the  light  of  the  statistics  I  will  pre- 
sent to  you  as  in  appendical  infec- 
tions. Y\ 'hen  the  surgeon  can  get  the 
patient  with  the  stone  and  infection 
still  confined  within  the  gall-bladder, 
the  results  of  his  intervention  are  in 
every  particular  excellent.  As  Dr. 
Maurice  Richardson  puts  it :  "The 
end  results  in  simple  cholecystostomy 
are  certainly  as  gratifying  as  the  end 
results  have  ever  been  in  any  class  of 
abdominal  operations." 

Tlic  Results  in  Cholccystostomx. 

Cholecystostomy,  or  drainage  of 
the  gall-bladder,  has  been  termed  by 
\Y.  J.  Mayo  the  "normal"  operation 
upon  the  gall-bladder  when  there  is 
no  direct  indication  for  its  extirpa- 
tion. This  is  the  safest  operation  as 
regards  immediate  operative  mortal- 
it}-,  and  cannot  be  objected  to  on  the 
score  of  recurrence  of  gall-stones,  our 
statistics  showing  recurrence  to  he  ex- 
tremely rare.  The  drainage  wound 
will  always  heal  after  a  proper  opera- 
tion mile--  the  conditions  have  ad- 
vanced to  the  complicated  stage  where 
stricture  and  obstruction  of  the  cys- 
tic-duct are  present.  Pain  w  ill  n<>t  re- 
cur unless  adhesions  have  resulted 
from  repeated  attacks.  Rohson.  of 
London,  has  operated  on  over  1 .000 
cases  of  bile-passage  surgery,  chiefly 
by  cholecystostomy,  and  states  his 
mortality  in  the  latter  operation  a-  less 
than  I  per  cent.    The  Mayo  brothers 
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have  operated  on  over  2,200  cases, 
1,216  by  cholecystostomy,  with  1.8 
per  cent,  mortality.  Kehr's  statistics 
in  cholecystostomy  were  likewise  1.8 
per  cent,  after  1,000  operations  of  all 
kinds  on  the  biliary  passages.  I  have 
endeavored  to  study  the  statistics  of 
operators  of  lesser  experience  with 
reference  to  cholecystostomy  without 
active  sepsis  (practically  an  "inter- 
val" operation)  as  compared  with 
cases  with  active  sepsis  and  other 
complications,  but  it  is  difficult  to  pre- 
sent figures.  In  different  localities 
cases  come  to  operation  with  less  or 
more  complications  according  to  the 
state  of  opinion  as  to  operative  inter- 
vention prevailing  among  the  medical 
profession  and  the  laity  in  those  lo- 
calities. In  the  borough  of  Manhat- 
tan, for  instance,  of  some  70  cases 
seen  in  private  practice  during  a  few 
years  past  by  one  of  our  best-known 
surgeons,  thoroughly  familiar  with 
the  upper  abdomen,  which  came  to 
operation  at  his  hands,  a  mortality  of 
13  per  cent,  was  present.  This  does 
not  show  that  this  surgeon's  skill  in 
operating  is  just  so  much  less  than 
that  of  the  authorities  just  mentioned, 
for  he  is  a  surgeon  of  great  skill,  it 
means  that  the  cases  coming  to  a  sur- 
geon in  his  private  consulting  work 
in  Xew  York  City  are  allowed  to  drift 
into  complications  of  all  kinds  before 
operation  is  advised,  or  before  the 
diagnosis  is  even  made  in  a  large  per- 
centage of  instances.  Dr.  Deaver,  of 
Philadelphia,  a  surgeon  of  great  good 
judgment  and  wonderful  technique, 
reports  a  mortality  of  nearly  14  per 
cent,  in  all  cases,  and  states  that 
cholecystostomy  in  simple  cases 
should  show  a  mortality  of  "far  un- 
der 5  per  cent."  I  take  it  that  Phila- 
delphia and  New  York  are  not  far 
apart  in  their  reluctance  to  submit 
cases  to  operation  before  they  become 
complicated.  The  Mayo's  report  a 
total  mortality  of  less  than  y/2  per 
cent.,  including  cancer  cases,  in  all 
forms  of  operation. 

I  think  that  the  statement  of  so 
careful  an  observer  as  Robson  must 
be  accepted  as  to  the  mortality  in 
cholelithiasis,  namely,  that  in  the 
hands    of    an    experienced  surgeon, 


gall-stones  may  be  removed  in  the 
early  stages  before  serious  complica- 
tions have  supervened  with  less  than 
1  per  cent,  of  risk.  The  mortality  in 
''interval"  cases  of  cholecystitis  is 
practically  that  in  "interval"  cases  of 
appendicitis.  What  should  be  em- 
phasized, therefore,  is  that  more  gall- 
stone operations  should  be  done  in  the 
interval,  and  that  the  physician  should 
not  rest  on  the  false  hope  that  the  last 
severe  attack  of  cholecystitis  with 
jaundice  may  have  been  the  final  one 
which  caused  the  stones  to  pass  out. 
Y\ 'here  there  has  been  a  strong  proba- 
bility or  a  definite  history  of  gall- 
stones having  passed  into  the  bowel, 
I  have  never  failed  to  find  other  gall- 
stones remaining  at  the  time  of  opera- 
tion. The  only  deaths  I  have  experi- 
enced in  cholecystostomy  not  accom- 
panied by  severe  outlying  sepsis  were 
in  two  instances,  in  women  the  sub- 
jects of  nephritis,  one  of  the  latter 
also  having  had  slight  jaundice,  the 
combination  being  sufficient  to  give 
rise  to  late  uncontrollable  oozing.  My 
experience  otherwise  has  led  me  to 
consider  it  a  remarkably  safe  opera- 
tion. 

As  regards  the  recurrence  of  gall- 
stones after  cholecystostomy,  a  false 
impression  is  abroad  which  is  entirely 
at  variance  with  the  facts.  In  the  ex- 
perience of  a  number  of  surgeons 
whose  total  gall-stone  cases  amount 
to  about  five  thousand,,  only  two  in- 
stances of  recurrence  after  chole- 
cystostomy are  recorded.  This  goes 
to  show  that  most  of  the  cases  of  re- 
currence of  gall-stones  are  undoubt- 
edly cases  of  incomplete  initial  opera- 
tions. Many  such  operations  have 
been  done  in  past  years  and  are  still 
being  done  by  men  who  lack  experi- 
ence in  palpating  the  ducts.  There  is 
no  more  interesting  fact  in  surgery 
to  me  than  the  fact  that  gall-stones 
do  not  recur  after  their  complete  re- 
moval and  a  thorough  drainage  of 
the  bile  ducts.  Cholecystostomy  has 
now  been  done  commonly  for  over 
twenty  years,  giving  ample  time  for 
the  accumulation  of  necessary  facts 
to  prove  that  recurrence  is  an  ex- 
tremely rare  thing  after  a  proper  op- 
eration.   I  will  refer  to  the  possibil- 
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ity  of  recurrence  of  stones  after  ex- 
cision of  the  gall-bladder  presently. 

As  to  recurrence  of  pain  after 
drainage  of  the  gall-bladder,  it  is  true 
that  a  small  percentage  of  cases  will 
have  dragging  pain  due  to  adhesions, 
and,  rarely,  even  colics  due  to  the 
same  cause.  Such  pain,  if  distress- 
ing, is  at  least  not  indicative  of  a  pos- 
sible fatal  complication  as  in  the  at- 
tack due  to  the  presence  of  stones. 
It  goes  without  saying  that  these  se- 
quelae are  the  result  of  serious  and 
repeated  inflammations.  In  many 
of  the  complicated  cases  now  coming 
to  the  surgeon,  he  cannot  do  an  opera- 
tion of  election,  but  one  of  necessity, 
to  save  life,  and  ideal  results  must 
not  be  expected.  But  the  remote  re- 
sults following  operations  of  neces- 
sity in  septic  patients  are,  as  a  rule, 
nearly  as  satisfactory  as  the  imme- 
diate results. 

The  recurrence  of  jaundice  after 
cholecystostomy  is  rare,  and  would, 
of  course,  excite  suspicion  of  new 
stone-formation.  I  have  seen  it  but 
once,  in  the  case  of  a  physician  with  a 
thickened,  contracted,  gall-bladder, 
which  I  would  have  preferred  to  re- 
move if  there  had  not  been  unusual 
difficulties  in  so  doing.  After  a  sec- 
ond attack  of  pain  without  jaundice, 
there  has  been  no  recurrence  in  this 
case  in  nearly  two  years,  and  I  have 
ascribed  his  attack  to  a  recurring  in- 
flammation in  an  adherent  gall-blad- 
der, incapable  of  proper  function, 
which  should  have  been  removed.  The 
recurrence  of  severe  symptoms  in  the 
hands  of  surgeons  accustomed  to 
working  in  the  upper  abdomen  has  as 
a  rule  been  in  their  earlier  cases,  where 
increased  experience  would  have 
shown  the  removal  of  a  disabled  gall- 
bladder to  be  indicated  instead  of 
cholecystostomy. 

The  occurrence  of  cancer  of  the  gall- 
bladder after  cholecystostomy  is  ex- 
tremely rare.  This  is  direct  proof  that 
the  removal  of  gall-stones  is  preven- 
tive of  cancer.  The  statement  has 
been  made  by  Schrocder  that  14  per 
cent,   of  all   gall-stone   east's  develop 

cancer  eventually.  While  I  doubt  the 
accuracy  of  this  statement,  consider- 
ing the  very  common  occurrence  of 


gall-stones,  still  I  am  much  impressed 
with  the  frequency  with  which  can- 
cer of  the  liver  is  brought  to  my  at- 
tention, especially  in  women,  in  whom 
gall-stones  are  more  common  than  in 
men.  Often  I  get  the  history  that  the 
parent  of  my  gall-stone  case  has  died 
of  cancer  of  the  liver;  and  not  infre- 
quently I  have  been  asked  to  see  a 
supposed  case  of  gall-stones  to  find 
the  real  condition  an  advanced  cancer 
of  the  liver,  evidently  starting  in  the 
gall-bladder.  The  large  possibility  of 
cancer  supervening  upon  gall-stones  is 
another  indication  for  surgical  treat- 
ment which  must  not  be  minimized, 
especially  in  cases  with  a  family  his- 
tory of  carcinoma.  Strangely  enough, 
that  other  member  which  is  connected 
with  the  alimentary-tract  and  so  fre- 
quently harbors  concretions,  the  ap- 
pendix vermiformis,  is  very  rarely  at- 
tacked by  cancer,  and  the  considera- 
tion of  such  a  possibility  does  not  in- 
fluence the  question  of  its  surgical 
treatment.  No  instance  of  cancer  fol- 
lowing cholecystostomy  has  come  un- 
der my  own  observation  except  the 
case  of  a  woman  operated  upon  for 
gall-stones  by  another  surgeon,  where 
cancer  appeared  shortly  after  the  op- 
eration, proving  that  it  must  have  been 
present  when  the  stones  were  removed. 
A  removal  of  the  gall-bladder  might 
have  saved  her. 

The  Results  in  Cholecystectomy. 

There  is  still  a  difference  of  opinion 
in  the  surgical  ranks  as  to  whether  the 
gall-bladder  shall  be  removed  or  simp- 
ly drained  in  those  cases  where  ap- 
parently it  would  be  capable  of  resum- 
ing its  function  if  retained.  That  ex- 
tirpation of  the  gall-bladder  has  great 
immediate  advantage,  there  can  be  no 
question,  and  it  does  away  at  once 

with  the  possibility  of  recurring  infec- 
tions and  colics,  with  pain  from  adhe- 
sions, and  the  development  of  cancer. 
My  own  experience  with  it  ha-  been 
excellent,  and  1  have  never  had  cause 
to  regret  its  performance  in  a  single 
instance,  whereas  I  have  regretted  in 
several  instances  that  1  was  obliged  to 
leave  the  gall-bladder  for  the  patients1 

immediate  Fet} .  <  >n  the  1  ither  hand, 
there  is  no  question  that  the  mortality 
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attending  its  performance  is  greater 
than  in  the  drainage  of  the  gall-blad- 
der. In  some  1,000  cases  of  cholecy- 
stectomy which  I  have  collected  the 
mortality  is  not  far  from  5  per  cent., 
although  it  is  barely  more  than  2  per 
cent,  in  the  hands  of  some  operators. 
As  a  rule,  too,  cases  chosen  for  chole- 
cystectomy, represent  a  more  advanced 
stage  of  cholecystitis,  with  a  necessar- 
ily greater  risk  from  any  operation. 
It  has  been  claimed  that  if  it  be  made 
the  routine  operation  in  all  cases,  its 
mortality  would  be  as  low  as  in  simple 
drainage,  and  it  would  be  as  safe  an 
operation  as  appendectomy.  This  I 
am  sure  is  claiming  too  much,  and  it 
would  be  also  dangerous  teaching,  for 
cholecystectomy  should  only  be  at- 
tempted by  the  surgeon  experienced  in 
upper  abdominal  surgery. 

While  there  is  little  possibility  of 
pain  or  cancer  following  cholecys- 
tectomy, it  is  possible  to  have  a  re- 
currence of  stones  in  the  common- 
duct,  in  rare  instances.  In  about  500 
cases  of  extirpation  of  the  gall-blad- 
der, the  Mayo's  have  had  4  cases  of 
later  stone- formation  in  the  common- 
duct.  It  is  suggested  by  Robson  that 
the  gall-bladder  may  not  be  without 
value  in  the  economy,  and  that  after 
its  removal,  a  dilatation  of  the  com- 
mon-duct occurs  to  compensate  for 
its  loss.  Such  a  dilatation  would  pre- 
dispose the  common-duct  to  infection 
and  stone  formation,  after  the  manner 
of  the  gall-bladder,  and  increase  the 
possibility  of  pancreatic  inflammation. 
Whether  this  be  the  fact  or  not,  it 
would  seem  best  for  the  present  to 
employ  drainage  of  the  common-duct 
in  all  cases  of  cholecystectomy  where 
there  has  been  recent  active  infection. 
A  wise  use  of  cholecystectomy  comes 
with  experience  in  the  surgery  of  the 
bile-passages,  and  while  there  are 
positive  rules  for  its  employment,  I 
am  inclined  to  think  that  in  the  future 
they  will  be  made  of  still  wider  ap- 
plication, unless  Robson's  suggestion 
can  be  proved  correct. 

Results  of  Choledochotomy. 
The  greatest  recent  advance  in  gall- 
stone surgery  has  been  made  in  that 
serious  class  of  cases,  chronic  obstruc- 


tion in  the  common-duct.  While  it 
is  to  be  hoped  that  in  the  future  a 
better  appreciation  on  the  part  of  both 
medical  men  and  laity  of  the  necessity 
of  the  early  surgical  treatment  of  gall- 
stones will  bring  a  smaller  percentage 
of  these  complicated  cases  into  the 
surgeon's  hands,  there  are  now  many 
of  them  to  be  dealt  with.  When  a 
gall-stone  lodges  in  the  common-duct, 
a  series  of  new  dangers  arises,  due  to 
the  interference  with  the  excretory 
functions  of  the  liver  and  the  secre- 
tory functions  of  the  pancreas.  Any 
medical  treatment  here  is  of  little 
avail,  and  unless  surgical  treatment  is 
undertaken,  the  patient  must  suffer 
repeated  attacks  of  pain  and  sepsis 
until  death  closes  the  scene.  Septi- 
caemia or  pyaemia,  infective  endocardi- 
tis, subphrenic  abscess,  abscess  of 
the  liver,  gangrenous  or  suppurative 
pancreatitis,  chronic  interstitial  pan- 
creatitis, cirrhosis  of  the  liver,  and 
other  conditions  are  not  rare  compli- 
cations. 

Thanks  to  Robson,  a  technique  has 
been  developed  which  makes  it  pos- 
sible to  expose,  clear,  and  drain  the 
common-duct  most  effectually  and 
safely.  From  a  mortality  of  20  per 
cent,  and  over,  Robson  has  reported  a 
series  of  53  consecutive  cases  without 
a  death,  nearly  all  of  them  being 
deeply  jaundiced  and  extremely  ill  at 
the  time  of  operation.  In  a  communi- 
cation which  I  have  just  received  from 
W.  J.  Mayo,  he  informs  me  that  of 
53  common-duct  cases  operated  upon 
in  his  clinic  in  the  past  year,  there 
was  but  one  death.  Excellent  results 
with  the  Robson  technique  are  also 
being  reported  by  experienced  oper- 
ators on  every  hand.  Deeply  septic 
and  cholemic  patients  will  die  in  large 
percentage  with  any  form  of  treat- 
ment, and  therefore  the  mortality  will 
vary  from  3  to  20  per  cent,  according 
to  the  degree  of  sepsis  and  obstruc- 
tion present. 

A  certain  small  percentage  of  re- 
currences of  gall-stones  after  common- 
duct  operations,  I  believe  to  be  inevi- 
table. These,  of  course,  occur  in  the 
common  and  hepatic  ducts,  and  have 
as  their  basis  small  hepatic-duct  stones, 
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which  could  not  be  determined  at  the 
time  of  operation,  and  which  did  not 
make  their  way  out  in  the  drainage. 
Of  268  cases  of  choledochotomy,  the 
Mayo's  have  had  rive  recurrences,  or 
nearly  2  per  cent. 

From  the  foregoing,  I  think  you  will 
agree  with  me  that  the  results  of  gall- 
stone surgery  to-day  are  beyond  ques- 
tion exceedingly  good.  While  you 
may  say  that  these  are  largely  the 
statistics  of  the  masters  in  upper  abdo- 
minal surgery,  I  think  I  may  reply 
that  the  abdominal  surgeon  who  will 
study  carefully  the  technique  which 
these  masters  have  worked  out  for 
him,  will  very  closely  approximate 
their  results. 

But  to  do  this,  especially  in  Xew 
York  City,  he  must  have  the  co-opera- 
tion of  the  internist  and  the  general 
practitioner,  and  the  laity  must  be 
taught  that  gall-stone  infection,  like 
appendical  infection,  can  be  cured 
only  by  surgery,  although  it  may  be 
relieved  for  a  time  by  general  treat- 
ment. The  whole  thing  becomes 
clear  when  both  physician  and  patient 
realize  that  we  are  dealing  not  with  a 
diathesis,  like  gout  or  rheumatism, 
but  with  an  infection,  dependent  upon 
pus-forming  germs ;  and  that  like 
other  similar  infections,  it  may  be 
cured  surgically,  or  it  may  in  the  ab- 
sence of  surgery  go  to  the  full  extreme 
of  septic  poisoning.  When  the  ques- 
tion is  put  to  me  as  to  why  these  dis- 
asters attendant  upon  gall-stones  are 
not  more  often  in  evidence,  I  can  only 
reply  that  I  believe  that  the  question- 
er's observation  is  at  fault.  That  they 
are  all  around  US,  coming  in  their 
worst  phases  to  the  surgeon,  is  surely 
true.  The  last  four  cases  which  have 
been  sent  to  me  recently  have  each 
been  dangerously  septic,  four  weeks 
of  duration  in  one  case,  two  months 
each  in  two  other  cases,  and  six 
months  of  sepsis  and  confinement  to 
bed  under  a  wrong  diagnosis  in  the 
fourth  case.  It  was  necessary  to 
await  a  favorable  moment  to  operate 
in  at  least  three  of  the  cases  while  re- 
ducing their  toxaemia  with  free  wash- 
ing with  salines  and  irrigations.  It 


was  also  necessary  as  a  measure  of 
safety  to  leave  a  crippled  adherent 
and  contracted  gall-bladder  in  three 
cases  when  by  all  surgical  rules  it 
should  have  been  removed.  All  these 
patients  had  had  attacks  for  years, 
with  symptoms  apparently  easy  to 
diagnose,  but  had  been  allowed  to 
go  until  in  one  case  the  gall-bladder, 
converted  into  a  pus-sac  was  attempt- 
ing to  form  a  fistulous  opening 
through  the  abdominal  wall,  and  in 
another  case  a  common-duct  obstruc- 
tion was  producing  a  profoundly  toxic 
condition  with  temperature  of  105  V2 
degrees  and  pulse  of  140.  Fortu- 
nately, thanks  to  conservative  surgery, 
which  may  also  seem  poor  surgery  to 
the  man  who  demands  ideal  results 
under  impossible  conditions,  these 
lives  have  been  saved  and  the  patients 
are  making  good  recoveries.  Active 
sepsis  has  been  present  in  three-fifths 
of  all  the  cases  coming  to  me. 

It  may  be  said  that  the  surgeon 
takes  too  dark  a  view  of  this  matter  of 
gall-stones,  and  that  such  terminations 
occur  in  a  comparatively  small  num- 
ber of  cases.  The  same  argument  was 
employed  in  the  discussion  of  appen- 
dicitis a  few  years  back.  These  cases 
are  by  no  means  uncommon,  and  when 
one  combines  with  them  the  deaths 
produced  through  gall-stones  by 
cancer,  intestinal  obstruction,  perfora- 
tive peritonitis,  pancreatitis,  etc.,  it 
may  be  seen  that  gall-stones  do  away 
with  their  victims  more  slowly,  but 
none  the  less  surely  than  appendicitis. 

The  practical  outcome  of  the  study 
of  surgical  experience  in  gall-stones  is, 
I  am  convinced,  that  one  must  agree 
with  Osier,  who,  with  his  keen  per- 
ception wrote  eight  or  ten  years  ago  as 
follows:  "Repeated  attacks  of  gall- 
stone colic  indicate  operation.  The 
operation  is  now  attended  with  such 
slight  risk  that  the  patient  is  much 
safer  in  the  hands  of  a  surgeon  than 
when  left  to  Xature.  with  the  fee- 
ble assistance  of  drugs  and  mineral 
waters."  That  i-  the  sum  of  the  whole 
matter.  W  ith  only  one  per  cent,  of 
risk,  it  is  surely  far  wiser  to  operate 
in  this  early  stage,  than  to  wait  for  the 
period  of  serious  complications. 
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IN  appearing  before  this  society  to 
speak  on  the  results  of  operations  in 
pancreatic  diseases,  I  desire  to  say 
that  I  am  speaking  at  the  request  of 
your  committee  and  not  on  my  own 
initiative,  nor  because  of  especial  fit- 
ness. Although  interested  in  the  sub- 
ject as  any  surgeon  must  be  at  the 
present  time,  my  experience  is  limited 
and  the  cases  to  be  reported  are  very 
incomplete. 

In  order  to  achieve  any  success  in 
combating  these  conditions,  we  must 
learn  to  recognize  them,  at  least  to 
the  extent  of  giving  them  due  con- 
sideration when  seeking  to  make  a 
differential  diagnosis  of  obscure 
lesions  in  the  upper  abdomen. 

Acute  Pancreatitis:  We  occa- 
sionally see  patients  who  are  extremely 
ill  and  in  collapse,  with  a  history  that 
a  few  hours  previously  they  had  been 
seized  with  extreme  pain  in  the  upper 
abdomen  accompanied,  or  soon  fol- 
lowed by  vomiting.  Even  early,  there 
is  tenderness  on  slight  pressure  and 
muscular  rigidity.  In  brief,  a  picture 
of  acute  peritonitis  starting  in  this 
region.  The  vomiting,  the  distension, 
the  intestinal  paresis  and  the  septic 
symptoms  continue  to  increase.  A 
perforating  gastric,  duodenal,  or  in- 
testinal ulcer ;  a  high  intestinal  ob- 
struction;  perhaps  a  peracute  chole- 
cystitis, or  an  acute  pancreatitis — may 
be  the  cause  of  the  picture.  If  the 
lesion  is  in  the  pancreas,  the  pain  will 
be  of  especial  severity  and  the  collapse 
most  profound.  There  is  not  uncom- 
monly a  previous  history  of  chole- 
lithiasis with  one  or  more  attacks  of 
common-duct  obstruction.  There  may 
be  slight  jaundice  present  that  in- 
creases, and  the  secondary  indications 
of  obstructive  jaundice  soon  result. 
Delirium  from  sepsis  follows  and 
death  occurs  from  the  second  to  the 
fifth  day. 


On  opening  the  abdomen  at  opera- 
tion, or  autopsy,  one  will  immediately 
notice  the  omentum  and  mesenteries 
studded  with  minute  white  spots  of 
fat  necrosis,  wide-spread  peritonitis 
most  intense  in  the  upper  abdomen, 
and  a  pancreas  enlarged  with  a  hem- 
orrhagic and  gangrenous  process  and 
areas  of  fat  necrosis. 

November  6,  1904,  L.  P.,  age  53  years, 
was  admitted  to  the  Brooklyn  Hospital  in 
partial  collapse.  Temperature  96.80,  pulse 
120,  respiration  24,  with  history  of  two 
days'  illness;  acute  pain  just  below  the 
sternum,  vomiting,  general  abdominal  dis- 
tension ;  tenderness  over  upper  abdomen. 
"Patient  not  very  conscious  of  surround- 
ings; Leucocytes  17,350,  no  differential." 
Immediate  operation  was  done  through  a 
median  incision ;  general  peritonitis  well 
marked ;  Mesentery  covered  with  miliary 
fat  deposits ;  Pancreas  distended,  not  in- 
cised, abdomen  flushed.  Patient  died  the 
following  day. 

March  15,  1905,  A.  B.,  age  46  years,  was 
admitted  to  the  Brooklyn  Hospital,  with  a 
history  of  six  attacks  since  Christmas,  di- 
agnosed as  "gall-stone  colic,"  without  any 
interval  of  complete  recovery  between 
them.  Present  attack  began  six  days  ago, 
similar  to  the  others,  but  more  severe. 
Frequent  vomiting  and  diarrhoea.  Patient 
was  very  fat,  weighing  260  pounds,  but  an 
inflammatory  mass  could  be  made  out  that 
occupied  the  upper  half  of  abdomen.  Leu- 
cocytes, 15,300.  Temperature,  ioo0-io3°. 
Pulse  130.  A  median  incision  was  made 
showing  considerable  septic  fluid  in  the 
upper  half  of  the  abdomen  beneath  the 
adherent  omentum  which  walled  it  off  from 
the  lower  cavity.  Omentum  and  mesentery 
studded  with  fat  nodules.  The  pancreas 
could  not  be  palpated  on  account  of  ad- 
hesions. Patient  did  badly  on  the  table, 
being  kept  alive  with  oxygen.  Abdomen 
closed  with  drainage.  Death  ensued  the 
following  day. 

I  think  these  two  cases  illustrate 
the  two  varieties  of  acute  pancreatitis, 
the  first  without,  the  second  probably 
but  not  certainly  with  gall-stones.  I 
riave  seen  two  other  fatal  cases  in 
my  own  practice  and  several  in  that 
of  my  friends.  While  a  fatal  result 
has  been  usual  in  these  cases,  I  be- 
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lieve  that  the  future  will  see  much 
improvement.  A  recent  study  of  the 
subject  has  convinced  me  that  the 
proper  treatment  for  any  spreading 
peritonitis  of  the  upper  abdomen  is 
prompt  surgery,  and  if  on  incision,  the 
fat  nodules  in  the  mesentery  are  noted, 
the  pancreas  should  be  sought  between 
the  stomach  and  the  transverse  colon, 
freely  incised,  and  drained. 

In  1903,  Muspratt  of  Bournemouth, 
England,  opened  an  abdomen  within 
24  hours  of  the  onset  of  symptoms, 
found  the  acute  peritonitis  and  spots 
of  fat  necrosis,  explored  the  pancreas 
which  was  almost  purple  and  ex- 
tremely tense,  made  free  incision  into 
the  gland,  used  gauze  drainage  and 
obtained  a  recovery.  Since  that  date 
there  are  59  reported  cases  during  the 
acute  stage  with  23  recoveries.  (Rob- 
son.)  Perhaps  some  of  these  cases 
are  really  examples  of  the  suppura- 
tive type. 

Erdmann.  in  December,  1906,  re- 
ported three  cases  of  acute  pancre- 
atitis with  one  recovery. 

Sub-acute  Pancreatitis  :  The  pa- 
tients with  this  type  of  pancreatic 
disease  have  survived  the  initial  in- 
flammation and  developed  an  abscess 
which,  in  the  early  stage,  lies  within 
the  gland,  but  after  some  days  may 
include  much  of  the  retro-peritoneal 
space  and  pushing  forward  the  pos- 
terior peritoneum  may  extend  toward 
the  anterior  abdominal  wall  between 
the  stomach  and  the  transverse  colon. 
These  patients  live  long  enough  to 
present  some  of  the  characteristic 
symptoms  of  deficient  pancreatic  se- 
cretion. The  stools  are  offensive,  soft, 
bulky,  light  in  color  and  show  free 
fat.  They  contain  undigested  meat 
and  show  excessive  fermentation. 
The  presence  of  free  fat  may  be  evi- 
dent on  inspection  as  it  floats  on 
water,  or  may  require  expert  analysis 
to  determine  it.  (ilvcosuria  is  present 
only  when  the  destruction  of  the  pan- 
creas is  extensive.  The  value  of  the 
Cammidge  test  of  the  urine  for  proof 
of  pancreatic  disease  is  still  undecided. 
It  i-  also  very  complicated  and  time 
consuming^    In  addition  they  have  an 


abdominal  tumor  that  appears  above 
the  umbilicus  in  the  middle  line,  or 
toward  the  left  side.  It  is  clearly  an 
inflammatory  mass  that  is  immovable 
and  at  times  can  be  determined  to  be 
distinct  from  the  liver  and  kidney. 
In  some  cases  it  can  be  diagnosed  with 
reasonable  certainty,  while  in  others 
a  local  abscess  from  gall-bladder, 
stomach  or  intestinal  perforation  pres- 
ent similar  physical  signs.  In  some 
reported  cases  the  abscess  has  pointed 
at  a  remote  part,  viz. :  the  left  iliac 
region,  or  beneath  the  diaphragm. 

On  opening  the  abdomen,  the  spots 
of  fat  necrosis  in  mesentery  and 
omentum  clear  up  the  diagnosis. 

Case  of  Sub-Acute  or  Suppurative  Pancre- 
atitis— Operation — Recovery. 

June  22,  1903.  In  consultation  I  saw  Mrs. 
W.,  age  50  years,  with  the  following  his- 
tory :  Previous  health  said  to  be  good. 
Three  days  before  she  had  been  seized  with 
sudden  pain  in  the  upper  abdomen,  accom- 
panied by  marked  collapse,  with  vomiting, 
pronounced  and  repeated  frequently  for 
two  days.  Complete  constipation  with  ab- 
dominal distension.  She  had  received  mor- 
phine to  relieve  the  pain.  A  diagnosis  of 
intestinal  obstruction  had  been  made.  (Fitz 
of  Boston  says  that  this  is  a  reasonable 
diagnosis  in  this  condition.) 

On  examination,  I  found  a  stout  woman 
with  moderate  sepsis,  poor  pulse,  slight 
jaundice,  and  tenderness  in  the  upper  half 
of  the  abdomen.  She  seemed  to  be  rally- 
ing from  an  acute  local  peritonitis,  cause 
not  clear  but  (as  it  seemed  to  me)  prob- 
ably from  the  gall-bladder.  I  advised  ice 
locally,  stimulation  and  irritant  enemata. 
which  plan  seemed  safer  than  explorative 
operation.  On  June  29.  I  was  again  asked 
to  see  her,  and  found  that  the  intestinal 
paresis  and  vomiting  had  promptly  sub- 
sided, but  moderate  pain,  temperature  and 
jaundice  had  continued,  and  that  now,  even 
through  the  fat  abdominal  wall,  a  mass 
could  be  made  out  in  the  upper  part  of  the 
abdomen  extending  both  sides  of  the  middle 
line  and  tender  on  pressure.  I  now  thought 
that  we  had  a  local  abscess  outside  the 
gall-bladder,  but  originating  therefrom. 
On  the  following  day.  at  St.  Mary's  Hos- 
pital, I  made  an  incision  through  the  right 
rectus  and  found  that  the  omentum  pre- 
sented countless  small  white  or  pale  yel- 
low patches,  size  of  a  pinhead.  On  push- 
ing the  omentum  and  intestines  to  either 
side,  a  tense,  swollen  and  much  enlarged 
pancreas  was  found.  This  was  walled  off 
and  incist-d.  Sonic  4-5  ox.  of  bloody  pus 
escaped  and  a  j4-iu.  drainage  tube  was  in- 
serted into  the  pancreas  and  brought  out 
externally.    This  was  surrounded  by  alum- 
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dant  gauze  packing.  Very  free  secretion 
was  present  until  July  29,  when  a  chill,  in- 
crease of  temperature  to  103 0  with  vomit- 
ing, followed  its  temporary  retention.  On 
the  re-establishment  of  the  secretion,  the 
septic  symptoms  ceased  and  the  wound 
closed  August  2 — when  she  was  allowed 
up,  and  discharged  from  the  hospital  Aug- 
ust 6.  During  her  illness  the  secretion 
caused  much  irritation  of  the  skin.  She 
came  to  see  me  in  April,  1905,  for  advice 
concerning  a  ventral  hernia.  She  had 
none  of  her  preceding  attacks,  was  in  good 
general  health,  except  for  the  hernia, 
which  she  declined  to  have  repaired. 

Case  of  Suppurative  Pancreatitis — Opera- 
tion— Recovery. 
On  April  26,  1906,  R.,  peddler,  44  years 
of  age,  was  admitted  to  the  Brooklyn  Hos- 
pital. He  came  with  delirium  due  to  sepsis 
and  alcoholism  and  had  to  be  restrained. 
The  history,  as  given  by  Doctor  M.,  was, 
that  four  weeks  ago  the  patient  was  seized 
with  violent  pain  in  the  upper  abdomen, 
with  vomiting  and  some  collapse.  For 
several  days  morphine  was  used  freely.  He 
soon  developed  a  moderate  jaundice  and  a 
temperature  between  ioo°  and  103 °.  Ten- 
derness was  present  in  the  upper  abdomen 
and  some  swelling  appeared.  This  was 
considered  to  be  the  gall-bladder.  During 
the  four  weeks  the  symptoms  continued 
with  varying  severity,  but  the  patient  was 
constantly  in  bed  until  he  was  sent  to  the 
hospital  by  the  ambulance.  On  our  exami- 
nation, we  were  unable  to  make  a  diag- 
nosis. The  alcoholism  and  sepsis  were 
evident.  The  tenderness  in  the  epigastric 
region  was  marked,  but  no  well-defined 
tumor  could  be  made  out  on  account  of  the 
distension  and  fat  abdominal  wall.  The 
blood  count  gave  21.500  white  cells  and  84 
per  cent,  polynuclear.  Urine  examination 
showed  albumen  and  casts,  no  sugar.  He 
ran  an  average  temperature  of  1020  and 
pulse  of  no.  After  spending  several  days 
in  attempting  to  make  a  diagnosis,  we  at 
last  operated  without  one,  but  as  soon  as 
the  abdomen  was  opened,  "the  omentum 
was  found  thickened  and  spotted  with 
small  white  areas  of  fat  necrosis  from  pin- 
head  size  to  size  of  a  small  pea."  We 
therefore  did  what '  we  should  have  done 
six  days  before,  viz. :  explored  the  pan- 
creas which  was  enlarged  at  the  head,  and 
on  aspiration  showed  pus.  It  was  freely 
drained  with  a  rubber  tube  and  a  three- 
yard  length  of  gauze.  Notwithstanding 
the  free  drainage,  the  temperature  did  not 
become  normal  until  the  sixtv-fifth  day 
after  operation.  This  patient  has  remained 
well  except  for  a  ventral  hernia. 

Erdman  in  the  paper  already  men- 
tioned reports,  one  recovery  and  one 
death  in  this  variety  of  pancreatitis. 

Tn  the  recent  work  of  Rnbson  and 
Cammidge  on  the  pancreas,  it  is  stated 


that  only  14  cases  of  pancreatic 
abscess  are  recorded,  with  nine  re- 
coveries and  five  deaths.  It  seems, 
however,  that  some  of  the  cases  may 
have  been  reported  as  cases  of  acnte 
pancreatitis. 

Chronic  Pancreatitis:  In  this 
paper,  dealing  with  the  results  of  pan- 
creatic surgery,  it  is  not  appropriate 
to  enter  far  into  the  interesting  etiol- 
ogy, symptoms  and  somewhat  com- 
plex diagnosis  of  chronic  inflamma- 
tion. I  therefore  refer  to  the  recent 
book  by  Robson  and  Cammidge. 
There  is  a  great  opportunity  for  the 
physician  and  surgeon  to  develop  this 
field,  and  I  am  very  optimistic  in  the 
matter.  The  time  will  come,  when 
these  cases  will  be  recognized  as  surely 
as  we  have  now  learned  to  recognize 
chronic  inflammations  of  the  appen- 
dix, and  with  equally  good  results.  It 
may  be  briefly  stated,  that  imperfect 
drainage  of  the  pancreatic  ducts,  and 
low  grade  infections  from  the  intesti- 
nal tract  are  the  underlying  causes. 
Cases  of  acute  and  chronic  catarrhal 
jaundice  have  a  new  meaning  in  the 
light  of  recent  investigations,  for  they 
are  truly  pancreatic  and  not  biliary. 
Gall-stones  in  the  cemmon-duct,  and 
even  more  frequently  the  stenosis  fol- 
lowing ulceration  of  the  duodenum  by 
scar  tissue,  or  the  resulting  peritoneal 
adhesions  so  common  in  this  region, 
interfere  with  the  discharge  of  the 
pancreatic  secretion.  Some  of  the 
chronic  indigestions  following  typhoid, 
influenza,  and  perhaps  alcoholism, 
through  its  production  of  a  gastric 
and  duodenal  catarrh,  may  have  an 
interstitial  pancreatitis  present.  Some 
of  the  patients  with  a  symptom  com- 
plex, and  an  indefinite  sense  of  full- 
ness in  the  epigastrium  which  suggest 
early  gastric  carcinoma,  are  cases  of 
chronic  pancreatitis.  With,  or  with- 
out a  previous  history  of  gall-stone 
disease,  these  patients  show  some  ten- 
derness in  the  epigastrium,  extending 
toward  the  left  side,  with  a  little  in- 
termittent fever  and  loss  of  flesh  and 
strength,  with  perhaps  some  vomit- 
ing from  constriction  of  the  duodenum 
by  adhesions ;  or  they  may  have  erne- 
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tions,  heartburn,  nausea  and  distaste 
for  meats  and  fat.  and  at  times  a  dis- 
tended gall  bladder  (without  local 
tenderness  if  the  gall  bladder  is  free 
from  stones),  and  a  certain  amount  of 
jaundice.  In  these  patients  the  stools 
and  urine  may  show  the  typical  pan- 
creatic findings.  Some  of  these  pa- 
tients improve  with  diet  restrictions, 
mild  purgations  and  rest,  but  the  con- 
dition returns  again  and  again. 
Treated  surgically,  according  to  the 
work  mentioned,  the  prognosis  is  good. 
Breaking  up  of  the  adhesions  will  cure 
some.  I  recall  such  patients  on  whom 
I  have  operated  and  have  done  them 
some  good,  temporary  it  is  true,  with 
but  two  exceptions — for  I  did  not  in- 
vestigate the  pancreas  and  failed  to 
recognize  the  true  nature  of  the  case. 
One  patient  of  this  kind  was  in  the 
office  recently  (in  perfect  health  ac- 
cording to  her  statement),  in  whom  I 
broke  up  the  adhesions  18  months  ago 
and  found  a  large  pancreas,  but  did 
not  appreciate  its  significance.  Ac- 
cording to  Robson,  a  prompt  and  cer- 
tain cure  with  two  deaths  in  39  cases, 
(5  per  cent),  can  be  obtained  by  con- 
necting the  gall  bladder  with  the  small 
intestine,  preferably  the  duodenum. 
This  relieves  the  common  duct  where 
it  is  compressed  by  the  head  of  the 
pancreas,  or  blocked  by  adhesions 
which  are  prone  to  reform  after  sep- 
aration. In  those  cases  where  the 
obstruction  of  the  pancreatic  and 
biliary  secretion  are  both  blocked  by 
a  stone  in  the  lower  portion  of  the 
common  duct,  it  is  better  surgery  to 
remove  the  stone,  with  temporary  ex- 
ternal drainage  of  the  biliary  passages 
by  cholecystotomy,  or  if  the  duct  is 
much  damaged  and  constriction  is 
likely,  by  permanent  internal  drainage, 
viz. :  cholecystenterostomy. 

Carcinoma .  starting  in  the  head  of 
the  pancreas,  gives  early  symptoms  of 
obstructive  jaundice  that  continues  to 
increase  steadily  in  density  until  it 
reaches  a  very  dark  hue.  Pain  is  un- 
important.    Nb   local  tumor  can  be 


felt,  but  the  dilated  gall-bladder  and 
liver,  enlarged  at  first  from  congestion 
and  later  from  malignant  involvement, 
are  evident  to  the  examiner.  Hemor- 
rhages from  the  stomach  and  intes- 
tine, and  less  often  from  the  nose, 
mouth  or  beneath  the  skin,  are  some- 
times prominent  symptoms.  Edema 
and  ascitis  with  the  gradual  growth  of 
a  palpable  and  evident  malignant 
tumor  that  fills  a  considerable  portion 
of  the  upper  abdomen,  are  evident  be- 
fore death.  Sixteen  operations  for  re- 
moval of  solid  tumors  of  the  pancreas 
are  recorded,  with  eight  operative 
deaths.  It  is  only  when  the  growth 
does  not  involve  the  head  of  the  gland, 
that  it  can  be  considered,  and  it  is 
rarely  possible  to  diagnose  the  condi- 
tion while  the  disease  is  limited  to  the 
organ.  As  a  paliative  measure  for  the 
relief  of  the  jaundice  with  its  attend- 
ing symptoms,  cholecystotomy,  or  bet- 
ter cholecystenostomy  can  be  done. 
The  published  results  do  not  en- 
courage the  operation.  Murphy,  at 
one  time,  reported  12  cases,  with  10 
deaths  (1897).  Robson  (1907),  6 
cases,  with  4  deaths. 

In  December,  1903,  with  the  late  Dr. 
Hyde.  I  saw  a  lady  where  we  could 
diagnose  this  condition :  Here  the 
jaundice  gave  an  unbearable  itching 
and  she  begged  for  relief.  On  open- 
ing the  abdomen,  the  diagnosis  was 
confirmed,  but  the  dense  adhesions 
prevented  anastomosing  the  gall- 
bladder to  the  small  intestine.  I  there- 
fore connected  it  by  a  minute  Murphy 
button  to  the  transverse  colon.  She 
made  an  excellent,  teni|X)rary  recov- 
ery, and  was  relieved  of  her  jaundice 
entirely,  gaining  markedly  in  weight 
and  strength.  About  tour  months 
later,  she  died  from  increasing  ex- 
haustion without  acute  suffering.  ' 

With  pancreatic  cysts  and  calculi.  I 
have  had  no  experience.  I  )ne  hundred 
and  sixty  cysts  are  reported,  that  were 
treated  by  drainage,  with  140  recov- 
eries and  20  deaths. 

In  conclusion.  I  bespeak  more  atten- 
tion to  disease  of  the  pancreas. 


NOTE  UPON  EARLY  EXPLORATORY  LAPAROTOMY 
IN  THE  DIAGNOSIS  OF  CERTAIN  DISEASES  OF 
THE  UPPER  ABDOMINAL  DIGESTIVE  TRACT." 

By  LEWIS  S.  PILCHER,  M.D. 


IT  has  been  the  universal  testimony 
of  surgical  operators  that  cases  of 
carcinoma  of  the  stomach  are 
rarely  referred  to  them  as  proper  for 
surgical  interference  until  the  disease 
has  acquired  such  an  extent  as  to  be 
hopelessly  inoperable,  so  far  as  the 
possibilities  of  such  surgical  removal 
as  to  afford  any  reasonable  expecta- 
tion of  future  immunity  from  recur- 
rence of  the  disease.  Thus,  of  one 
hundred  cases  reported  by  Munro  as 
having  been  sent  to  him  and  his  col- 
leagues for  operation,  more  than 
ninety  per  cent,  were  hopelessly  in- 
operable ;  of  the  ten  per  cent,  in  which, 
upon  exposure  of  the  stomach  by 
operation,  there  were  found  condi- 
tions not  so  far  advanced  but  that 
there  was  sufficient  encouragement 
for  excision  to  be  practiced,  a  very 
large  proportion,  by  the  prompt  re- 
currence which  was  developed,  still 
demonstrated  the  fact  that  even  in 
this  limited  proportion  of  cases  any 
favorable  time  for  attempting  re- 
moval of  the  disease  had  long  past. 
My  own  experience  has  been  of  a 
similar  nature.  Of  the  cases  which 
have  come  under  my  care,  in  not  a 
single  instance  had  there  been  such 
limitation  of  the  disease  as  to  make 
possible  an  excision  with  any  hope  of 
permanent  cure.  The  longest  period 
of  prolongation  of  life  which  I  have 
been  able  to  secure  for  a  patient  by 
partial  gastrectomy,  had  been  not 
more  than  one  year  and  a  half.  I, 
however,  fully  agree  with  those  sur- 
geons and  pathologists  who  claim  that 
the  stomach  is  an  organ  where  good 
results  are  to  be  expected  in  extirpa- 
tions of  cancerous  growths  if  the 
operations  are  done  sufficiently  early. 

The  tolerance  which  the  stomach 
tissues  manifest  toward  surgical  in- 
terference, as  shown  in  a  great  num- 

*Read  at  the  meeting  of  the  Associated  Physi- 
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ber  of  recoveries  from  resections,  in- 
cisions and  anastomoses  of  all  kinds 
that  have  been  done,  is  sufficient  to 
demonstrate  beyond  question  the  pro- 
priety of  extending  the  attacks  upon 
it  for  carcinoma  to  a  very  great  de- 
gree, and  of  entering  upon  and  mak- 
ing very  radical  such  operative  attacks 
at  a  very  early  period  in  the  history 
of  the  development  of  malignant  dis- 
ease in  it.  The  gradual  improvement 
in  statistics,  which  men  of  large  ex- 
perience in  dealing  with  diseases  of 
the  stomach  have  reported,  is  quite 
in  accord  with  this  view. 

With  the  present  improved  methods 
of  technique,  there  is  every  reason  to 
believe  that  if  cases  of  incipient  car- 
cinoma of  the  stomach  could  be  recog- 
nized and  brought  to  the  operating 
table  in  a  very  large  proportion  of 
cases  they  could  be  removed  so  radi- 
cally as  to  insure  the  patients  against 
further  return.  To  insure  the  identi- 
fication of  carcinoma  of  the  stomach 
at  such  early  period  is  therefore  the 
great  desideratum. 

It  is  hardly  to  be  expected  that  non- 
operative  methods  of  diagnosis  will  be 
improved  much  if  any  beyond  the 
point  which  they  have  now  reached ; 
although  doubtless  there  will  continue 
to  arise  from  time  to  time  in  every 
community  men  of  special  skill  and 
judgment  who  will  be  able  to  reach 
conclusions  from  ascertainable  data 
earlier  and  with  more  certainty  than 
most  of  their  fellows,  but,  as  a  rule, 
it  remains  at  the  present  moment  that 
a  great  degree  of  uncertainty  and  ob- 
scurity surrounds  the  earlier  history 
of  the  development  of  gastric  cancer, 
and  that  its  differentiation  from 
ulcerative,  inflammatory  and  func- 
tional disturbances  is  often  attended 
with  the  greatest  degree  of  uncer- 
tainty, even  in  the  hands  of  the  most 
experienced. 
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The  one  direction,  it  seems  to  me, 
in  which  rests  the  greatest  hope  for 
the  future,  was  in  the  line  of  a  fre- 
quent resort  to  earlier  explorative  in- 
cisions. One  can  advocate  this  much 
more  freely  now  than  in  former  years 
since,  by  the  now  well-established 
methods  of  technique,  an  exploratory 
incision  sufficient  to  clear  up  a  diagno- 
sis is  practically  without  hazard,  in- 
volving, in  itself,  the  confinement  of 
the  patient  to  his  bed  for  but  a  few 
days,  should  no  condition  be  revealed 
calling  for  more  extensive  surgical  at- 
tack than  a  mere  exploration.  If 
internists  could  only  be  induced  to 
accept  such  exploratory  incision  as  a 
part  of  their  diagnostic  procedures 
very  much  earlier  in  the  course  of 
their  chronic  and  intractable  stomach 
cases,  it  is  reasonable  to  believe  that 
a  much  larger  number  of  cases  of 
stomach  cancer  might  be  detected  and 
successfully  operated  upon  by  the 
surgeon. 

Dr.  Rodman,  of  Philadelphia,  in  his 
address  before  the  Pennsylvania  State 
Medical  Association,  in  September, 
1907,  developed  very  clearly  the  close 
relation  between  long-standing  ulcer 
of  the  stomach  and  carcinoma.  Ac- 
cording to  the  authorities  quoted  by 
him,  it  appeared  that  from  twenty-five 
to  ninety  per  cent,  of  cases  of  carci- 
noma had  their  origin  in  ulcerative 
lesions.  It  would  be  of  great  im- 
portance, could  it  be  determined  just 
what  percentage  of  stomach  ulcers  or 
their  cicatrices  eventually  degenerate 
into  carcinoma.  It  seems  well  estab- 
lished, however,  that  this  degeneration 
occurs  with  sufficient  frequency  to 
make  it  proper  to  look  upon  every 
long-standing  gastric  ulcer  as  a  poten- 
tial carcinoma. 

\Y.  j.  Mayo,  in  1907,  reporting  upon 
sixty-nine  cases  of  cancer  of  the  stom- 
ach submitted  to  resection,  stated  that 
54  per  cent,  of  these  cases  certainly 
had  their  origin  in  ulcers,  the  opinion 
being1  based  upon  their  clinical  his- 
toric- and  the  pathological  examina- 
tion of  the  removed  specimens.  Sim- 
ilar observations,  collected  from  many 
sources,  constituted  the  foundation 
UpOll  which  the  opinion  of  Dr.  Rod- 
man, already  stated,  was  founded.  It 
would  seem,  therefore,  that  an  added 
and  very  important  reason  for  open- 


ing the  abdomen  and  exposing  the 
stomach  in  cases  of  possible  intractable 
ulcer  is  that  not  only  would  an  exci- 
sion of  the  ulcer-bearing  portion  of 
the  stomach  wall  be  the  best  treatment 
for  the  ulcer  itself,  but  thereby  would 
be  removed  an  area  of  chronic  irrita- 
tion which  in  many  instances  would 
be  found  to  be  in  the  earlier  stages  of 
malignant  degeneration,  so  that  its 
removal  would  have  been  accom- 
plished at  a  time  when  permanent  ben- 
efit would  most  likely  be  secured  by 
the  operation. 

As  a  practical  illustration  of  this 
teaching,  I  present  a  specimen  which 
I  removed  from  the  posterior  wall  of 
a  man's  stomach  in  May  last.  The 
specimen  presents  a  punched-out, 
crater-like,  round  ulcer,  destroying  the 
entire  thickness  of  the  stomach  mu- 
cosa over  an  area  of  more  than  2  cc. 
in  diameter.  At  its  base,  and  imme- 
diately surrounding  it,  there  is  a  thick- 
ening of  the  external  wall  of  the 
stomach,  the  whole  making  a  tumor- 
like formation  of  moderate  extent. 
The  specimen  was  submitted  to  micro- 
scopical study  in  the  laboratory  of  the 
Jewish  Hospital,  by  Dr.  Blatteis,  the 
pathologist  of  that  institution,  whose 
report  is  as  follows  : 

"The  specimen  is  from  the  plyoric 
end  of  the  stomach  ;  the  cells  lining  the 
tubules  in  the  vicinity  of  the  ulcer 
show  marked  parenchymatous  and 
mucoid  degeneration ;  there  is  consid- 
erable round-cell  infiltration  between 
the  glands ;  the  muscularis  mucosae 
has  been  in  part  replaced  by  fibrous 
tissue;  the  muscular  coat  proper  has 
been  completely  replaced  by  fibrous 
tissue  and  is  about  three  times  thicker 
than  normal.  Throughout  this  coat 
of  the  stomach  there  are  numerous 
collections  of  small  round  cells  of  the 
lymphoid  variety,  as  well  as  consider- 
able infiltration  of  the  same  cells  in 
among  the  fibres.  The  serous  coat  is 
much  thickened ;  all  the  vessels 
throughout  partake  in  the  same  fibrous 
hyperplasia.  The  active  proliferation 
of  fibrous  tissue  and  round  cells  and 
other  evidences  of  cellular  activity, 
unquestionably  prove  this  ulcer  to  be 
mi'  that  type  which  in  the  course  of 

time  forms  the  starting-point  of  a 
malignant  pr< >cc^." 

The  clinical  history  of  the  patient. 
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whom  I  also  present  for  examination, 
from  whom  this  mass  was  removed,  is 
of  great  interest.  The  history  of  dis- 
turbance in  the  epigastric  region  dated 
back  some  three  years.  During  the 
first  year  of  this  time  the  symp- 
toms had  consisted  simply  of  oc- 
casional attacks  of  moderate  pain, 
referred  to  the  epigastrium,  oc- 
curring most  frequently  in  the  morn- 
ing and  lasting  for  some  hours.  At 
the  end  of  this  time  his  condi- 
tion finally  culminated  in  attacks 
of  such  severe  pain  lasting  from  two 
to  five  hours  every  day,  that  he  was 
compelled  to  give  up  work  and  obtain 
medical  treatment.  After  three  weeks 
of  treatment  and  rest,  he  was  suffi- 
ciently recovered  to  resume  work  and 
remained  fairly  well  for  nearly  a  year, 
when  he  was  again  prostrated  by  a 
severe  attack  which  laid  him  up  for 
two  weeks.  Again  there  was  an  in- 
terval of  relief  for  six  months, 
although  there  was  always  some  gas- 
tric uneasiness  and  some  epigastric 
discomfort  which  caused  him  to  be 
careful  of  his  diet  and  to  pay  attention 
to  his  general  hygiene. 

Early  in  May,  1907,  a  renewed 
severe  crisis  developed,  at  which  time 
I  first  saw  him  in  consultation  with 
his  physician,  Dr.  Attirian.  When 
seen  there  was  no  history  of  vomiting, 
and,  indeed,  throughout  his  whole  his- 
tory, there  had  rarely  been  any  vomit- 
ing. There  was  no  palpable  tumefac- 
tion in  the  epigastrium  nor  in  any 
other  portion  of  the  abdomen ;  there 
was  a  slight  rigidity  in  the  upper  part 
of  the  right  rectus  muscle ;  pressure 
upon  the  right  border  of  the  epigas- 
trium was  painful ;  this  pain  was  such 
as  is  ordinarily  referable  to  the  gall- 
bladder. I  had  no  hesitancy  in  recom- 
mending an  abdominal  section  for 
purposes  of  exploration  and  such 
further  procedure  as  the  conditions 
developed  might  call  for.  For  this 
purpose  he  was  admitted  to  Saint 
John's  Hospital.  The  usual  incision 
was  made  along  the  outer  border  of 
the  right  rectus  muscle  for  exposing 
the  pylorus  and  the  gall-bladder ;  the 
liver,  gall  passages  and  duodenum 
were  found  to  be  in  normal  condition. 
Proceeding  to  the  examination  of  the 
stomach  there  could  be  felt  through 


the  presenting  wall  of  the  stomach  a 
thick,  saucer-like,  excavated  mass, 
which  seemed  to  involve  the  posterior 
wall  of  the  stomach  in  its  pyloric  half. 
The  stomach  as  a  whole  was  movable 
and  there  were  no  adhesions  to  neigh- 
boring structures,  nor  any  apparent 
glandular  enlargements.  For  the  pur- 
pose of  further  exploration,  the  ante- 
rior wall  of  the  stomach  having  been 
drawn  well  up  into  the  wound,  was 
freely  incised  so  as  to  expose  the 
cavity  of  the  stomach  to  examination 
both  by  eye  and  touch;  the  patho- 
logical condition,  as  already  described 
in  the  specimen,  was  at  once  de- 
veloped. Appreciating  the  possible 
malignancy  of  the  condition  and  being 
of  the  opinion  that  in  any  event, 
whether  malignant  or  not,  the  proper 
treatment  for  the  condition  presented 
was  excision,  this  was  accordingly 
done. 

It  was  found  possible  to  evert  the 
posterior  wall  through  the  incision 
already  made  in  the  anterior  wall,  and 
to  raise  up  the  fold  containing  the 
ulcer  and  its  indurated  base.  By  a 
series  of  through  and  through  stitches 
this  fold  was  sewed  off  and  the  ulcer- 
bearing  portion  of  the  stomach  wall 
was  cut  away ;  the  raw  surfaces  ex- 
posed were  whipped-over  by  a  con- 
tinuous suture,  and  the  everted  stom- 
ach wall  returned.  The  incision  in 
the  anterior  wall  of  the  stomach  was 
then  closed  by  a  series  of  sutures,  as 
usual.  All  these  various  steps  hav- 
ing been  taken  under  the  usual  pre- 
cautions to  prevent  soiling  of  the  oper- 
ative field  and  to  control  hemorrhage. 

The  subsequent  recovery  of  the 
patient  was  uneventful  as  far  as  intra- 
abdominal conditions  were  concerned. 
An  unimportant  infection  of  the 
superficial  wound  alone  complicated 
the  recovery. 

The  general  health  of  the  patient 
has  since  this  time  been  entirely  re- 
stored ;  the  condition  of  his  stomach 
has  been  normal ;  he  has  regained  his 
usual  weight;  and  he  has  for  months 
been  able  to  follow  his  laborious  avo- 
cation of  a  roofer.  No  better  criti- 
cism could  be  made  upon  the  force  of 
the  arguments  made  in  the  earlier 
portions  of  this  communication. 
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AN  INSURANCE  FRAUD. 

A MOST  ingenious  imposition 
has  recently  been  perpetrated 
upon  the  profession  on  Long 
Island,  in  the  shape  of  life  insurance. 
The  agent  who  calls  upon  the  physi- 
cian is  a  very  clever  talker  and  ex- 
plains to  the  physician  how  he  can 
receive  life  insurance  for  nothing. 
The  scheme  is  this :  he  writes  a  life 
insurance  policy  for  a  certain  amount ; 
he  explains  to  the  doctor  that  if  he 
will  give  him  letters  of  introduction 
to  various  of  his  acquaintances  he 
will  give  him  a  certain  percentage 
of  the  premium  on  all  policies  sold 
to  these  parties.  These  commis- 
sions vary  from  twelve-and-a-half  to 
twenty  per  cent.  It  is  understood, 
however,  that  no  commissions  are 
due  until  the  agent  receives  the 
premiums  in  cash  from  the  insured 
parties.  They  say  that  the  agent 
further  states  that  the  above  is  not 
offered  as  an  inducement  for  you  to 
take  any  policy  yourself,  simply  as 
an  inducement  for  you  to  secure  for 
him  business  with  such  of  your 
friends  with  whom  you  are  influen- 
tial, and  is  offered  to  you  indepen- 
dently of  your  taking  a  policy  your- 
self or  not,  and  has  no  bearing  what- 
ever Upon  any  policy  you  yourself 
may  take.  The  doctor,  however,  is 
made  to  sign  promissory  notes  which 


divide  up  his  premium  into  quar- 
terly payments.  What  happens  is 
that  if  the  agent  fails  to  secure 
policies  from  the  doctor's  friends, 
the  notes  fall  due  and  the  victim  is 
compelled  to  pay.  The  matter  has 
been  placed  before  the  Superinten- 
dent of  Insurance  at  Albany,  and  he 
did  not  approve  the  original  con- 
tract because  he  holds  that  it  is 
receiving  a  rebate,  which  is  in  vio- 
lation of  the  law  and  makes  not 
only  the  agent  liable  to  fine  and 
imprisonment  but  also  makes  liable 
the  insured.  In  viewing  the  matter 
from  this  standpoint  it  hardly  seems 
possible  that  doctors  will  further  be 
imposed  upon,  for  why  should  any 
doctor  expect  his  friends  to  pay  his 
insurance  premiums,  which  is  prac- 
tically what  it  amounts  to  if  the 
agent  be  successful? 

THE  ANTI-VIVISECTION 
BILL. 

COUNSEL  for  the  Anti-vivisec- 
tionists  is  authority  for  the 
statement  that  seven  hundred 
physicians  have  signified  in  writing 
their  approval  of  the  bill  now  before 
the  Legislature.  Some  of  these  ap- 
provals have  come  from  physicians 
of  Long  Island  ;  most  of  them,  no 
doubt,  have  been  given  with  scant 
knowledge  of  the  significance  of  the 
measure  and  without  due  reflection. 
If  medical  men,  when  asked  to  lend 
their  sanction  to  proposed  legisla- 
tion, would  first  consult  the  state  or 
local  legislative  committee,  they 
might  act  more  advisedly. 

THE  OPTOMETRY  BILL. 

DESPITE  the  efforts  of  the  Med- 
ical Society  of  the  State  of  New 
York,  the  Optometry  Bill  has 
passed  the  Senate.    It  is  probably  "t 
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interest  to  the  medical  men  of  Long 
Island  to  know  who  were  responsible 
for  its  passage ;  there  were  thirty  sen- 
ators who  voted  for  the  bill,  and  seven 
against  it.  The  following  Brooklyn 
senators  voted  for  it :    Senators  Cul- 


len,  Gilchrist,  Hasenflug,  McCarren, 
Thompson.  Of  the  seven  who  voted 
against  the  bill,  Senator  Fuller  was 
the  only  one  from  Brooklyn.  Sena- 
tors Foelkner  and  Travis  of  Brook- 
lyn, did  not  vote. 
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The  Visit  of  Professor  Koch  of 

Berlin — The  short  visit  which  Pro- 
fessor Koch  paid  to  this  section  of 
the  country  in  April  afforded  the 
members  of  the  profession  very 
little  time  to  pay  their  respects  to 
the  man  who  has  done  so  much  to 
advance  the  science  of  medicine. 
A  banquet  wTas  given  in  his  honor 
under  the  auspices  of  the  German 
Medical  Society,  and  was  w^ell  at- 
tended. It  is  to  be  regretted  that 
Professor  Koch  could  spend  so 
brief  a  time  with  us. 

Dinner  to  Dr.  Cheatle  of  London, 
and  Dr.  Jansen  of  Berlin  —  The 
officers  and  members  of  the  Section 
of  Otology  of  the  New  York  Acad- 
emy of  Medicine  announce  that  they 
will  give  a  dinner  in  honor  of  these 
two  gentlemen  at  The  Plaza,  on 
Thursday,  May  28,  at  7.30  P.M. 
Those  who  wish  to  do  honor  to 
these  gentlemen  may  communicate 
with  Dr.  T.  I.  Harris,  117  East  40th 
Street,  New  York  City. 

The  Gibbs  Prize — This  prize,  of- 
fered by  the  New  York  Academy  of 
Medicine  for  original  research  work, 
has  been  awarded  to  Dr.  Norman 
Ditman,  who  graduated  from  the 
College  of  Physicians  and  Surgeons 
in  June,  1900.  The  monograph  by 
Dr.  Ditman  is  the  result  of  long- 
extended  pathological  research  con- 
ducted at  the  Pathological  Labor- 
atory and  the  Laboratory  of  Bio- 
logical Chemistry  at  the  College  of 
Phvsicians  and  Surgeons,  New  York 
City. 

Strike  at  Long  Island  College 
Hospital — April  23  it  was  announced 
that  on  account  of  the  repeated  re- 
fusal of  the  authorities  of  the  Long 
Island  College  Hospital  to  provide 
better  food,  six  members  of  the 
House  Staff  decided  to  give  up 
their  positions  on  the  Staff.  These 


men  were  Drs.  E.  C.  Elder,  F.  L. 
Guarino,  F.  J.  McMenamin,  F.  E. 
Soliere,  A.  L.  Carroll  and  George 
Wolff.  It  may  be  that  the  doctors 
have  been  poorly  treated,  they 
themselves  are  the  best  judges  of 
that,  but  it  is  safe  to  predict  that 
even  if  they  be  in  the  right  their 
confreres  have  so  little  sympathy 
with  them  and  are  so  anxious  to 
take  advantage  of  every  chance  for 
their  own  advancement  even  at  the 
discomfort  of  their  friends,  that  the 
places  of  these  men  will  be  rapidly 
filled. 

Reception  to  Dr.  Lewis  S.  Pilcher 

— Friday  evening,  April  10,  the 
Medical  Club  of  Philadelphia  ten- 
dered a  reception  to  Dr.  Lewis  S. 
Pilcher,  of  Brooklyn.  There  were 
about  five  hundred  members  of  the 
profession  present. 

St.  John's  Hospital  Alumni  Din- 
ner— Saturday  evening,  April  25, 
1908,  the  annual  dinner  and  meeting 
of  the  St.  John's  Hospital  Alumni 
Society  was  held  at  the  Crescent 
Club.  There  was  a  large  atten- 
dance. 

Queens-Nassau    Medical  Society 

— The  next  meeting  of  this  Society 
will  be  held  Saturday  evening,  May 
23,  1908,  in  the  Town  Hall,  Jamaica, 
L.  I.  Program  consists  of  a  Sym- 
posium on  Midwifery.  A  cordial 
invitation  is  extended  to  all  members 
of  the  Associated  Physicians  of  Long 
Island  to  attend  the  meeting.  The 
plan  of  the  program  is  as  follows : 

1.  ''The  Conduct  of  Normal  La- 
bor," Dr.  Charles  Jewett,  Brooklyn. 

2.  "Eclampsia,"  Dr.  J.  Clifton  Ed- 
gar, New  York  City. 

3.  "Version,"  Dr.  John  O.  Polak, 
Brooklyn. 

4.  "Forceps,"  Dr.  James  D.  Trask, 
Highlands,  N.  J. 
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5.  "Version  vs.  Forceps,"  Dr. 
Wm.  J.  Burnett,  Long  Island  City, 
N.  Y. 

6.  "Pelvimetry,"  Dr.  S.  D.  Jacob- 
son,  New  York  City. 

7.  "Plastic  Post-Partum  Repair," 
Dr.  L.  Grant  Baldwin,  Brooklyn. 

8.  "Morbidity  and  Mortality  in 
Sequelae  of  Labor,"  Dr.  Walter  B. 
Chase,  Brooklyn. 

The  American  Therapeutic  So- 
ciety— At  its  meeting-,  held  in  Phila- 
delphia in  the  early  part  of  this 
month,  the  chief  subjects  for  discus- 
sion were  "Therapeutics  in  Diseases 
of  the  Vascular  System,"  "The 
Treatment  of  Tuberculosis,"  and 
"Roentgen  Ray  Therapy." 

Dr.  L.  A.  W.  Alleman  and  Dr. 
Jerome  B.  Thomas  will  hereafter 
receive  their  clients  at  64  Montague 
Street,  Brooklyn,  N.  Y. 

Dr.  Le  Grand  Kerr  has  removed 
to  42  Gates  Avenue,  near  Clinton 
Avenue;   telephone,  6717  Prospect. 

Dr.  A.  M.  Judd  has  removed  to 
375  Grand  Avenue  and  will  estab- 
lish his  office  at  that  number. 

Hospital  Appointments — The  fol- 
lowing-named men  have  been  ap- 
pointed internes  as  the  result  of  the 
competitive  examinations  held  this 
spring: 

Long  Island  College  Hospital. 
1.  Chas.  F.  Tafel,  L.  I.  C. 
3.  W.  M.  Gardner,  L.  I.  C. 

3.  F.  W  Schluter,  L.  I.  C. 

4.  R.  F.  Barber,  L.  I.  C. 

5.  A.  Projetin,  L.  I.  C. 

6.  R.  F.  Williams,  L.  I.  C. 


7.  L.  I.  Aitken,  L.  I.  C. 

8.  J.  W.  Balderson,  L.  I.  C. 
Alternates— J.  E.  Mottes,  L.  I.  C. ; 

M.  B.  Gordon,  L.  I.  C. :  R.  F.  Kock, 
L.  I.  C. ;  F.  X.  Marmoes,  L.  I.  C. 
The  Jewish  Hospital. 

1.  Harold  Robinowitz,  Cornell. 

2.  Leo  S.  Schwartz,  Cornell. 

3.  Harry  Nuger,  Long  Island. 

4.  Alex.  Robinowitz,  Cornell. 

5.  Chas.  Sliick,  Long  Island. 

6.  A.  Ziugber,  Cornell. 

St.  Mary's  Hospital. 

1.  Robert  J.  McCloskey,  P.  &  S., 
X.  Y.,  1908;  Holy  Cross,  A.M.,  '95. 

2.  Russel  Morrison,  A.B.,  Yale, 
1905;  M.D.,  L.  I.  College,  1908. 

3.  Thos.  J.  Plunkert,  A.B.,  Ford- 
ham,  1904;  M.D.,  L.  I.  College, 
1908. 

4.  James  Wynne,  L.  I.  C. 

Alternates — Wm.  Steinbugler,  Cor- 
nell;  L.  I.  O'Keefe,  L.  I.  C. ;  C.  H. 
James,  Jefferson  Medical. 

Methodist  Episcopal  (Seney) 
Hospital. 

1.  Dr.  C.  J.  Wells,  Svracuse. 

2.  A.  M.  Bell,  Cornell. 

3.  H.  W.  Sissee,  L.  I.  C.  H. 

4.  M.  F.  Murray,  Cornell. 
Alternates— E.  D.  Ives,  L.  C.  Du 

Bois,  L.  I.  O'Keefe. 

German  Hospital. 

1.  A.  Libbie,  P.  &  S.,  Xew  York. 

2.  Harrv  Fulda,  P.  &  S.,  Xew 
York. 

3.  Wm.  Steinbugler,  Cornell. 

4.  Arthur  C.  Graves,  P.  &  S.,  Xew 
York. 

5.  Perry  H.  Rousten,  Jefferson 
Medical. 
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Tenth  Annual  Meeting,  Brooklyn, 
X.  Y.,  January  25,  1908. 

The-  President,  A.  EL  Tfrkv,  M.D., 
in  the  Chair. 

Scientific  Session. 

The   Results  of  Operative  Treatment  of 
the  Upper  Abdominal  Digestive  Tract. 

i.  /;/  Bcn'ujn  Disease  of  the  Stomach 


and  P  nod  en  11  in.  By  Algernon  T. 
Bristow,  M.D. 

2.  /;/  Malignant  Disease  of  the  Stom- 

ach. By  1 1.  Beeckman  I )elatour, 
M.I). 

3.  ///  Diseases  of  the  Call-Bladder  and 

Bile  Ducts.  By  Richard  \V. 
Westbrook,  M.D. 

4.  /;/  Disease  of  the  Pancreas.  ttv 

Walter  Q  Wood.  M.D. 
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Discussion. 

Dr.  Jacob  Fuhs. 
Dr.  Jacob  Fuhs  said  that  on  a 
subject  as  extensive  as  this  and  of 
such  importance  to  the  physician  and 
surgeon,  he  would  take  up  a  few  ques- 
tions which  concerned  both  practi- 
cally. 

First. — The  question  of  the  medi- 
cal and  of  the  surgical  treatment  of 
ulcer.  The  speaker  stated  that  ulcer 
of  the  stomach  is  a  medical  disease, 
as  long  as  it  yields  to  medical  treat- 
ment. Nobody  would  think  of  re- 
ferring a  recent  ulcer  of  the  stomach 
to  the  surgeon,  but  would  certainly 
try  for  a  reasonable  time  medical 
treatment.  If  that  failed  surgical  in- 
tervention should  be  considered. 
What  can  a  surgeon  do  for  an  ulcer 
of  the  stomach  if  it  does  not  yield  to 
medical  treatment?  Surgery  can  aid 
the  healing  of  the  ulcer  by  gastro- 
enterostomy or  pylorectomy,  thus  im- 
proving the  stomach  drainage.  In 
that  way  an  ulcer  is  expected  to  heal 
better  than  it  had  done  by  medical 
treatment. 

If  an  ulcer  cannot  be  benefited 
medically,  there  is  often  an  obstruc- 
tion to  drainage,  and  in  that  case  he 
understands  why  gastroenterostomy 
is  of  such  advantage.  The  removal  of 
the  ulcer,  where  that  can  be  done 
safely,  looks  promising,  but  the  re- 
sults are  not  very  good  as  yet.  Still 
he  would  think  it  would  be  justifiable 
in  certain  cases  to  attempt  this  pro- 
cedure. The  operation  of  jejunos- 
tomy  and  feeding  the  patient  through 
a  jejunal  fistula  is  so  new,  that  he  did 
not  know  how  much  it  would  amount 
to.  It  is  said  to  be  a  simple  operation, 
but  it  is  a  radical  one ;  it  rests  the 
stomach  absolutely,  and  it  enables  the 
patient  to  live  for  quite  a  long  time 
without  introducing  food  by  the 
mouth. 

Second. — As  to  malignant  disease 
of  the  stomach,  the  clinician  stands  in 
a  defensive  position  toward  the  sur- 
geon, and  he  thought  at  times  justly 
so.  There  are  cases  enough,  the 
speaker  said,  that  could  be  saved  if 
the  clinician  could  be  wiser,  or  if  he 


had  the  means  to  diagnose  better,  or 
if  he  had  more  confidence  in  the  sur- 
gical treatment.  So  far  the  results 
are  poor,  but  they  are  encouraging. 
They  are  poor  because  we  are  not  able 
to  comply  with  the  first  and  second 
points. 

To  see  how  much  the  general  prac- 
titioner and  the  specialist  had  to  do 
with  these  bad  results,  he  looked  up 
the  literature.  The  only  satisfactory 
record  he  found  was  in  the  memorial 
volume  to  Mikulicz.*  Of  655  cases 
of  carcinoma  of  the  stomach  which 
had  come  under  the  late  Professor 
Mikulicz  care,  from  1891  to  1904, 
there  were  seven  who  had  complained 
of  symptoms  for  only  one  month. 
Every  one  of  these  seven  cases  were 
inoperable.  Thirty-three  cases  came 
under  his  care  where  symptoms 
showed  themselves  only  for  two 
months.  These  last  cases  also  were 
all  inoperable.  That  takes  off  a  little 
of  the  bad  omen,  which  has  come  to 
the  general  practitioner  in  these  par- 
ticular cases.  Cases  of  malignant  dis- 
ease, which  show  their  symptoms  as 
early  as  that  are  generally  very  bad 
cases;  they  progress  very  rapidly; 
while  those  cases  which  do  not  pro- 
gress very  rapidly  do  not  show  any 
early  symptoms.  Dr.  Fuhs  said  that 
it  still  rests  with  the  clinician  and 
general  practitioner  to  do  better,  and 
he  thought  they  would.  He  thought 
the  mortality  from  operations  is  now 
lower. 

The  diagnosis  of  malignant  disease 
of  the  stomach  is  very  difficult,  and 
sometimes  impossible.  Even  as  good 
a  clinician  and  specialist  as  Boas  says 
it  is  impossible  in  10  per  cent,  of  the 
cases  with  all  the  means  at  present  at 
our  command. 

Third. — As  to  hemorrhage  from  the 
stomach  and  its  surgical  treatment.  It 
is  often  a  question  whether  the  hemor- 
rhage is  due  to  ulcer  of  the  stomach. 
Acute  hemorrhage  of  the  stomach  is 
generally  treated  medically.  Repeated 
small  hemorrhages  are  subject  for 
surgical  treatment.  Occasionally  one 
comes  across  a  very  severe  hemor- 

*Ado!ph  Hoffmann :  "Surgical  Treatment  of 
Carcinoma  of  the  Stomach." 
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rhage  of  the  stomach,  which  is  not 
due  to  ulcer  of  the  stomach,  but  he 
thought  was  due  to  a  general  oozing 
of  the  mucous  membrane  caused  by 
acute  infectious  disease.  He  observed 
this  form  of  gastric  hemorrhage  a  few 
days  ago  in  a  case  of  grippe.  There 
were  no  symptoms  of  ulcer  before  the 
occurrence  of  the  hemorrhage  and 
none  since. 

Fourth.- — Dr.  Fuhs  said  that  he 
would  like  to  mention  one  case,  which 
he  had  already  reported,  in  which 
cholecystostomy  -was  performed  dur- 
ing an  attack  of  biliary  colic.  The  gall- 
bladder was  thoroughly  emptied. 
There  was  no  improvement  in  the 
symptoms  until  the  fourth  or  fifth  day 
when  another  stone  was  passed.  Then 
a  decided  improvement  set  in.  That 
stone  was  not  in  the  gall-bladder ;  it 
must  have  been  either  in  the  hepatic 
duct  or  further  up.  The  improvement 
was  very  marked  after  the  stone  had 
passed. 

Dr.  Dudley  Roberts 
Dr.  Dudley  Roberts  expressed  his 
great  interest  in  hearing  the  opin- 
ions of  the  surgeons  on  diseases 
of  the  upper  abdomen ;  they  needed  to 
be  cautioned  against  thinking  of  their 
experience  in  this  field  as  other  than 
limited ;  in  the  main  their  attention  is 
called  to  cases  having  a  certain  surgi- 
cal aspect  and  sent  to  them  for  that 
reason  and  to  certain  chronic  cases 
after  they  have  resisted  such  medical 
treatment  as  has  been  given  them.  He 
is  inclined  to  think  that  the  surgeons 
tend  to  judge  the  effect  of  the  medical 
man's  efforts  by  a  small  number  in 
which  treatment  has  been  unsuccess- 
ful. 

The  advisability  of  limiting  explora- 
tion to  certain  cases  was  touched 
upon  ;  in  the  opinion  of  the  speaker  it 
should  be  reserved  for  those  cases  in 
which  the  exact  location  and  nature 
of  the  disease  was  indefinite  but  in 
which  exploration  was  evidently  de- 
manded by  the  presence  of  an  acute 
and  progressive  condition  which 
seemed  not  to  admit  of  delay;  and  for 
those  chronic  cases  in  which  all  means 
of  diagnosis  including  tests  of  treat- 


ment had  been  tried  without  satisfac- 
tory results;  in  such  a  case  discomfort 
and  incapacity  must  be  weighed 
against  possible  benefit,  danger  in  the 
continuance  to  danger  of  interference. 
In  discussing  the  possibility  of  hasty 
and  ill  advised  exploratory  operation, 
he  cited  the  case  of  a  woman  recently 
seen  who  had  been  subjected  to  seven 
operations  in  as  many  years,  each  for 
the  discovery  of  the  cause  of  a  left 
sided  lower  abdominal  pain  ;  one  after 
the  other  the  removable  abdominal  or- 
gans had  been  excised  in  the  hope  of 
establishing  a  cure ;  the  movable  or- 
gans had  all  been  enthusiastically  fast- 
ened in  place.  The  patient  still  sur- 
vives, the  pain  continues.  Appar- 
ently the  pain  is  of  a  neurotic  nature  ; 
diagnosis  by  exclusion  is  now  com- 
paratively simple,  there  being  but  few- 
organs  remaining  as  possible  sites  of 
disease. 

The  speaker  stated  that  he  had  had 
a  number  of  operations  performed  on 
the  stomach  but  that  on  the  whole  he 
had  been  disappointed  in  the  results. 
Much  more  work  must  be  done  before 
the  medical  man  will  be  reconciled  to 
taking  the  responsibility  of  such  a  seri- 
ous procedure  if  it  can  possibly  be 
avoided.  In  true  stenosis  of  the  pylo- 
rus, operation  is  certainly  the  only 
curative  measure.  It  sometimes  hap- 
pens, however,  that  cases  with  appar- 
ently complete  stenosis  will  recover 
and  live  for  years  in  comfort  after 
suitable  medical  treatment. 

When  the  pylorus  is  patent,  less  is  to 
be  expected  for  gastroenterostomy ; 
on  the  other  hand  the  death  rate  from 
pylorectomy  is  a  deterrent.  With 
the  excision  of  chronic  intractible 
ulcers  not  at  the  pylorus  excision 
should  be  curative  and  unattended 
witli  a  high  mortality.  His  experi- 
ence with  operation  for  adhesions 
about  tin-  stomach  had  been  such  that 
he  feels  that  it  is  worse  than  useless  ; 
the  adhesions  reform  and  gastroen- 
terostomy seems  to  accomplish  noth- 
ing. 

Pancreatic  disease  he  regards  as  a 
condition  to  which  we  are  about  to 
give  our  attention  with  good  results; 
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many  of  the  obscure  upper  abdominal 
conditions  have  in  this  organ  their 
explanation.  It  seems  to  him  that 
acute  pancreatitis  is  to  be  thought  of 
in  many  cases  which  we  have  been  ac- 
customed to  consider  acute  gastritis  or 
catarrhal  jaundice.  Judging  from  the 
cases  thus  far  seen  and  a  study  of  the 
records  of  obscure  conditions  of  this 
area  he  feels  that  these  cases  look 
somewhat  different  from  uncompli- 
cated cholelithiasis ;  when  pancreatic 
inflammation  is  present  something- 
suggestive  should  be  found  in  the 
picture. 

Referring  to  the  case  alluded  to  by 
Dr.  Wood,  he  said  that  there  were  cer- 
tain suggestive  points  in  the  history 
which  taking  into  consideration  the 
condition  of  the  urine  and  stools  were 
positive  evidence  of  pancreatic  dis- 
ease. The  stools  showed  the  charac- 
teristic fatty  appearance,  large  amount 
of  neutral  fat  and  a  moderate  number 
of  fatty  acid  crystals.  In  appearance 
they  were  acholic  but  on  chemical  test 
showed  abundant  urobilin.  This  was 
the  first  case  in  which  the  Cammidge 
reaction  had  been  tried  and  it  was 
present  in  a  very  pronounced  form. 
Since  that  time  many  urines  from 
patients  evidently  not  afflicted  with 
pancreatic  disease  had  been  examined, 
but  in  none  was  there  a  suspicion  of 
the  characteristic  crystals.  A  second 
case  of  pancreatic  disease  seen  since 
that  time  had  given  the  same  beautiful 
crystals.  In  the  opinion  of  the 
speaker  the  various  criticisms  of  this 
test  mentioned  by  Dr.  Wood  were  not 
valid  ;  Cammidge  has  largely  contro- 
verted these  criticisms  and  shown 
them  to  arise  from  faulty  technique. 

If  this  test  through  further  study  is 
indeed  found  to  be  present  only  in 
pancreatic  disease  and  usually  at  an 
early  period,  it  will  be  of  inestimable 
value  in  the  diagnosis  of  chronic  pan- 
creatitis and  beginning  cancer  of  the 
pancreas,  conditions  which  can  only 
give  a  most  obscure  symtomatology  in 
their  early  stages. 

Dr.  Joseph  Merzbach 
Dr.  Merzbach  said  that  in  listening 
to  Dr.  Wood's  paper  he  thought  of 


one  fact — the  lack  of  co-operation  be- 
tween the  physician  and  surgeon.  He 
believed  that  diseases  of  the  pancreas 
could  be  recognized  earlier  if  there 
were  a  better  understanding  between 
the  physician  and  surgeon.  Dr. 
Roberts  spoke  of  the  importance  of 
fecal  examinations  in  these  cases. 
There  is  no  doubt,  the  speaker  said, 
that  the  examination  of  the  feces 
throws  an  important  light  on  diseases 
of  the  pancreas. 

As  to  alimentary  gylcosuria ;  after 
the  ingestion  of  a  certain  quantity  of 
sugar  or  starchy  material,  if  you  find 
the  urine  contains  sugar,  the  suspicion 
is  in  favor  of  pancreatic  disease. 
Excessive  salivation  is  also  found  in 
some  cases  of  pancreatic  stone.  How 
that  salivation  is  produced  he  was  at 
a  loss  to  determine. 

As  to  the  surgical  treatment  of  gas- 
tric conditions,  very  recently  a  theory 
has  been  promulgated,  which  explains 
the  cure  of  ulcerative  processes  after 
operation  by  the  fact  that  after  gas- 
troenterostomy, there  is  a  reflux  of 
biliary  and  pancreatic  ferments  into 
the  stomach.  By  this  reflux  action  of 
alkaline  fluids,  the  acid  which  forms 
a  prominent  part  in  the  production  of 
ulcer  is  neutralized.  This  theory  has 
not  been  tested  sufficiently.  It  has 
been  tested  in  three  operative  cases  in 
Buda  Pest,  and  after  gastroenteros- 
tomy pancreatic  ferments  have  been 
found  in  the  stomach,  and  in  these 
cases  the  surgical  procedure  was  satis- 
factory. 

As  to  the  recognition  of  the  time 
when  an  ulcer  assumes  a  malignant 
degenerative  process,  internists  have 
the  greatest  difficulty.  Applying  all 
the  chemical  tests  at  our  disposal,  we 
have  frequently  only  been  able  to 
diagnose  carcinoma  after  it  was  too 
late  for  operation. 

The  speaker  said  that  with  the  aid 
of  the  gastroscope,  one  is  able  to  see 
the  interior  of  the  stomach  as  plainly 
as  one  could  see  his  hand.  He  saw 
what  he  thought  was  an  epithelioma  of 
the  stomach  in  a  case  yesterday.  This 
instrument  he  thought  would  be  able 
to  tell  us  when  an  ulcer  begins  to  as- 
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sume  degenerative  malignant  pro- 
cesses. If  our  eye  can  not  determine 
it  we  can  exercise  the  edge  of  the 
ulcer,  and  it  will  be  the  task  of  the 
pathologist  to  make  the  diagnosis. 
The  gastroscope  does  one  thing:  it 
shows  exactly  the  location  of  an  ulcer 
and  saves  the  surgeon  the  trouble  of 
spending  a  long  time  in  locating  it. 
Gastroscopy.  the  speaker  said,  is  still 
in  its  infancy,  yet  it  has  been  known 
since  1886.  However,  the  instruments 
used  thus  far  have  been  so  compli- 
cated that  it  has  failed  to  gain  a  large 
territory.  Dr.  Chevalier  Jackson,  of 
Pittsburg,  has  performed  gastroscopy 
successfully  and  on  a  large  scale  by 
simplifying  the  instrument. 

As  to  the  early  diagnosis  of  cancer, 
Dr.  Fuhs  was  practically  right  in  say- 
ing that  those  cases  that  show  symp- 
toms very  early  are  bad  cases  for  any 
treatment,  internal  or  surgical.  He 
himself  had  lost  two  cases,  one  of  six 
weeks  and  the  other  of  seven  weeks 
duration.  In  neither  of  these  cases 
was  a  tumor  palpable,  yet  he  advised 
operation  on  the  age  symptoms  and 
chemical  findings.  In  both  of  these 
cases  complete  resection  proved  im- 
possible. 

As  to  the  question  how  to  differ- 
entiate these  cases  from  others  he 
thought  it  would  still  be  wise  to  refer 
cases  of  carcinoma  of  the  stomach  to 
the  surgeon,  as  soon  as  we  knew  we 
have  to  deal  with  this  condition.  The 
theory  of  the  reflux  of  alkaline  intes- 
tinal ferments  might  be  found  to  be 
of  importance  also  in  carcinoma.  It 
is  claimed  that  possibly  a  gastroenter- 
ostomy might  act  in  a  beneficial  way 
in  this  manner  :  that  trypsin  gets  into 
the  stomach  and  digests  the  cancerous 
mass.  Of  course,  there  are  no  positive 
data  to  determine  how  much  truth 
there  is  in  this  theory. 

In  conclusion  I  might  remark  that 
the  gastroscope  will  tell  us  in  the 
future  what  the  exploratory  incision 
has  done  thus  far.  Gastroscopy  is 
entirely  harmless,  and  you  will  obtain 
the  consent  ol  the  patient  much 
quicker  than  for  any  Operative  pro- 
cedure. 


Dr.  Richard  }Vestbrook. 

Dr.  YVestbrook  said  that  Dr.  Bris- 
tow  misunderstood  him  in  saying  that 
gall-stones  do  not  originate  outside 
the  gall-bladder.  He  said  that  where 
gall-stones  were  found  in  the  bile- 
ducts,  there  is  always  evidence  that 
they  have  also  been  in  the  gall-bladder, 
or  else  they  were  found  present  at  the 
time  of  operation  in  the  gall-bladder. 
In  other  words,  the  formation  of 
stones  in  the  bile-ducts  is  always 
secondary  to  calculous  cholecystitis. 

Regarding  the  statement  that  some 
gall-stones  are  always  found  remain- 
ing at  operation  after  gall-stones  have 
also  been  passed  through  the  bowel, 
that  he  stated  as  his  personal  observa- 
tion :  and  he  knew  the  observation  to 
be  made  by  those  of  large  experience, 
that  it  was  almost  an  invariable  rule 
to  find  others. 

As  to  "gall-stone  disease"  being  a 
liver  disease,  he  thought  that  that  is 
the  common  idea  among  the  rank  and 
file  of  medical  men.  even  at  the  present 
day.  They  look  upon  it  as  a  diathesis, 
depending  primarily  upon  faulty  bile, 
and  treat  it  as  such,  not  appreciating 
the  matter  of  its  being  an  infection. 

In  regard  to  the  case  Dr.  Fuhs  men- 
tioned, it  only  illustrated  what  he  had 
emphasized  in  his  paper,  that  a  man 
to  do  successful  gall-stone  surgery 
must  learn  to  thoroughly  palpate  the 
ducts.  In  this  case  the  stone  he 
thought  must  have  come  from  the 
cystic  duct.  There  was  no  stone  left 
in  the  gall-bladder,  but  if  the  operator 
had  thoroughly  palpated  the  cystic 
duct,  he  would  have  found  a  stone 
there. 

The  speaker  wished  to  emphasize 
the  point  Dr.  Fuhs  made,  that  suffi- 
cient drainage  is  the  all-important 
thing  in  gall-bladder  operations. 


EXECUTIVE  SESSION 
Report  of  the  Secretary. 

Mr.  President*:  Your  secretary 
lias  to  present  the  usual  favorable  re- 
port concerning  the  general  affairs  of 
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The  meeting  in  June  was  held  at 
Patchogue  at  the  Yatch  Club  and  fol- 
lowed by  a  dinner  at  White  Beach 
across  Great  South  Bay.  Both  meet- 
ing and  dinner  were  attended  by  one 
hundred  and  forty  members,  and  both 
were  thoroughly  enjoyed. 

The  October  meeting  and  dinner 
were  held  at  the  Garden  City  Hotel, 
Garden  City,  and  both  were  up  to  the 
standard  to  which  the  Society  has  be- 
come so  accustomed.  The  attendance 
was  eighty-four,  and  was  equal  to  that 
of  any  previous  October  meeting  held 
at  this  place.  This  latter  fact  is  sig- 
nificant as  this  was  the  first  meeting 
since  the  withdrawal  by  the  Long 
Island  Railroad  of  the  courtesy  of 
providing  a  special  train.  This  cour- 
tesy will  naturally  be  greatly  missed, 
but  it  is  desirable  that  the  members  of 
the  Society  should  know  that  it  is  the 
policy  of  those  having  the  arrange- 
ments in  charge,  to  hold  meetings  at 
points  most  convenient  to  all  until  such 


time  as  more  favorable  transportation 
plans  may  be  made. 

The  total  membership  of  the  Society 
is  486,  made  up  as  follows :  Six  Hon- 
orary members,  including  the  Hon- 
orary Counsel,  136  members  from 
Queens,  Nassau  and  Suffolk  Counties, 
and  354  from  Kings  County. 

During  the  year  there  have  been 
five  deaths  and  three  resignations. 

The  names  of  31  members  have 
been  dropped  from  the  roster  for  non- 
payment of  dues. 

It  is  pleasing  to  note  the  high  stand- 
ing and  assured  success  of  the  Long 
Island  Medical  Journal,  and  it  is 
recommended  that  the  Publication 
Committee  be  instructed  to  have  at 
least  six  volumns  bound  for  preserva- 
tion as  society  records. 

Respectfully  submitted, 
James  Cole  Hancock, 

Secretary. 

January  25,  1908. 
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THE    USE    OF    VACCINES    IN  CASES 
OF  SEPTIC  INTOXICATIONS. 

A  paper  was  read  by  Dr.  William. 
H.  Park,  of  Manhattan,  entitled  "The 
Bacterial  Poisons  and  the  Protective 
Substances  Produced  by  them." 

The  discussion  follows : 

Dr.  Nathaniel  B.  Potter,  speak- 
ing of  a  visit  to  London  this  summer, 
said  that  he  and  Dr.  William  H.  Park 
were  received  by  Professor  Wright 
and  his ,  co-workers  with  every  cour- 
tesy, and  he  could  not  say  enough  in 
thanks  of  their  kindness.  Dr.  Wright 
put  everything  at  their  disposal  to 
enable  them  to  see  all  the  intricate  de- 
tails of  his  technic  and  his  laboratory 
methods,  and  all  the  patients  at  his 
clinic. 

Without  doubt  most  of  yon,  said 
Dr.  Potter,  have  read  Dr.  Park's 
paper  on  the  subject  and  are  probably 
familiar  with  the  position  he  took  last 
summer  at  Washington  and  Atlantic 


City  in  discussing  opsonins  and  op- 
sonic therapy.  The  speaker  said  he 
had  followed  in  his  wake,  and  had 
become  rather  conservative,  more  so 
than  his  lack  of  experience  with  labor- 
atory methods  had  inclined  him  to  be 
at  the  beginning.  He  did  not  see 
enough  in  London  to  convince  him 
that  the  opsonic  index  was  proved  to 
be  a  measure  of  more  clinical  value, 
there,  than  here ;  nor  that  it  is  any 
more  accurate  than  we  have  believed 
over  here.  It  is  an  expensive,  time- 
consuming  process,  but  it  undoubtedly 
shows  something  valuable  in  many  in- 
stances. Its  inaccuracies  are,  how- 
ever, striking  enough  to  deter  most 
clinicians  from  resorting  to  it,  unless 
puzzled  in  the  administration  of  the 
vaccine.  Whether  the  puzzle  will  be 
cleared  up  by  estimating  the  index  is 
not  certain,  but  he  still  believed,  per- 
sonally, that  it  does  often  have  a  cer- 
tain value. 
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Dr.  Potter  said  the  results  in  many 
infections  which  they  saw  in  Wright's 
clinic  at  St.  Mary's  Hospital  were  cer- 
tainly striking.  Some  were  very  in- 
tractable, rather  hopeless,  cases,  and 
it  did  seem  to  him  as  if  the  method 
of  treatment  in  these  cases  had  pro- 
duced results,  such  as  would  not  have 
been  produced  by  any  other  method 
with  which  he  was  familiar.  Some 
very  obstinate  cases  of  extensive 
tuberculosis  of  the  skin  and  subcu- 
taneous tissue,  some  very  obstinate 
case  of  localized  staphylococcus  in- 
fections and  some  colon  infections  of 
the  bladder  were  perhaps  among  the 
most  striking.  In  one  case  of  the  lat- 
ter, the  indices  of  which  Dr.  Bullock, 
bacteriologist  to  the  London  Hospital, 
showed  us,  the  injections  had  been  of 
very  great  value. 

To  correctly  diagnose  tuberculosis 
in  puzzling  cases,  Inman,  at  the 
Brompton  Hospital  has  been  deter- 
mining the  opsonic  index  over  a  defi- 
nite period  of  time.  His  results  were 
very  interesting. 

At  the  British  Medical  Association 
meeting  at  Exeter  a  number  of  very 
technical  papers  touching  upon  opso- 
nins were  read.  The  speaker  was 
especially  struck  by  two  of  them :  one 
upon  the  diagnosis  of  cerebro-spinal 
meningitis  by  the  opsonic  index ;  and 
another  the  diagnostic  value  of  satura- 
tion experiments  of  blood  serum  in 
cases  of  tuberculosis.  The  latter  re- 
sults were  almost  too  beautiful. 

He  felt  particularly  gratified  to 
speak  here  about  some  of  the  cases 
which  he  had  seen  apparently  helped 
by  the  use  of  bacterial  vaccines,  be- 
cattse  in  his  experience  the  most 
severe  cases  and  most  of  those  which 
seemed  hopeless,  have  come  from 
I  Brooklyn. 

In  localized  staphylococcus  and 
streptococcus,  particularly  staphylo- 
coccus infections,  such  as  boils,  car- 
buncles and  septic  hands,  obstinate 
sinuses,  etc.,  the  inoculations  of  bac- 
terial vaccines  in  selective  doses  at 
separate  intervals,  are  curative,  or  are 
certainly  more  helpful  than  measures 
which  are  ordinarily  used.  Park 
found    that    infected    sinuses  about 


the  nose  were  apparently  not  in- 
fluenced at  all  by  these  inocu- 
lations. Cases  of  chronic  acne 
are  helped  to  some  extent.  Part 
of  that  benefit  is  without  doubt  psy- 
chical. In  a  number  of  cases  of 
chronic  acne,  he  had  combined  the  use 
of  opsonic  vaccine  with  X-ray  expo- 
sures to  the  face  and  he  had  been  very 
well  satisfied  with  the  results.  He  be- 
lieved that  he  accomplished  a  little 
more  with  the  two  combined  than  with 
either  one  alone.  The  cases  he  had 
treated  had  been  obstinate,  difficult 
ones. 

As  far  as  pneumococcus  infections 
are  concerned,  beyond  the  few  cases 
of  pneumonia  which  Wolf  reported  a 
year  ago,  he  had  seen  no  other  reports. 
It  did  seem  dangerous  to  inoculate 
more  germs  into  diseases  in  which 
there  are  germs  in  the  blood.  At  the 
same  time  his  experience  in  a  very 
few  general  infections  has  been  favor- 
able. 

Flexner  reported  the  results  of  in- 
oculation in  erysipelas.  They  were 
apparently  negative. 

In  the  series  of  cases  of  gonococcus 
arthritis,  which  were  treated  at  Johns 
Hopkins  Hospital,  the  speaker 
thought  the  results  were  very  modest- 
ly stated.  Cole  reported  15  cases  of 
gonococcus  arthritis,  in  which  either 
improvement  was  decided,  or  a  cure 
resulted.  The  vaccines  apparently 
helped,  and  the  improvement  seemed 
to  correspond  to  the  time  and  to  the 
use  of  the  vaccines. 

Dr.  Potter  had  seen  a  few  cases  of 
acute  ulcerative  endocarditis,  in  which 
bacterial  vaccines  had  been  used,  but 
as  yet  he  had  seen  only  one  case 
which  had  been  apparently  cured  by 
the  use  of  bacterial  vaccines,  in  which 
he  was  positive  that  the  diagnosis  was 
correct.  At  the  Presbyterian  Hospital 
none  of  these  cases  in  which  vaccines 
had  been  used  were  cured. 

In  Mediterranean  fever  a  recent 
report  From  Bassett-Smith  would  seem 
to  >how  that  in  the  prolonged  chronic 
cases,  the  bacterial  vaccines  have 
shortened  the  length  of  the  disease 

and  made  the  symptoms  milder,  hut 
that  in  the  more  aeute  Cases  the  oppo- 
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site  result  has  been  obtained — they 
have  been  made  worse. 

In  streptococcus  infections  in  which 
streptococci  have  been  recovered  from 
the  blood,  he  thought  the  cases  which 
Drs.  Bristow  and  Van  Cott  would  re- 
port would  best  illustrate  the  results 
he  had  seen.  He  had  seen  in  Boston 
and  elsewhere  the  records  of  four  or 
five  others,  in  which  similar  results 
had  been  obtained.  Three  of  them 
were  puerperal  fever,  and  one  an  un- 
known infection. 

In  tuberculosis,  Painter  recently  re- 
ported eleven  very  chronic  cases  in 
children,  two  of  which  after  the  use 
of  tuberculin  improved  extraordi- 
narily, four  were  not  benefitted  at  all, 
and  there  were  one  or  two  others  in 
which  the  improvement  was  rather 
striking.  Dr.  Potter  thought  more 
time  was  needed  in  judging  of  the  re- 
sults of  any  treatment  in  so  chronic  a 
disease  as  tuberculosis. 

Painter  also  reported  nine  cases  of 
polyarthritis  treated  with  various  vac- 
cines, streptococcus,  staphylococcus 
and  other  organisms.  With  none  of 
the  vaccines  was  any  particular  im- 
provement noted. 

As  to  the  diagnosis  of  tuberculosis 
the  speaker  said  he  saw  by  two  recent 
papers  from  Scotland,  that  some  diag- 
nostic help  can  be  expected  from  a 
series  of  opsonic  determinations  im- 
mediately before  and  after  the  inocu- 
lation of  a  very  small  dose  of  tuber- 
culin, I -10,000  of  a  milligram.  One 
author  claims  that  if  a  case  shows  a 
negative  phase,  it  is  tuberculosis,  and 
if  the  opsonic  index  is  not  depressed, 
it  is  not  tuberculosis.  Dr.  Potter  did 
not  think  enough  of  these  determina- 
tions had  been  made  to  certify  their 
accuracy. 

Dr.  Potter  said  that  it  is  quite  pos- 
sible that  the  vaccines  do  not  keep 
very  long.  Leishmann  reported  a 
number  of  cases,  in  which  prophylac- 
tic vaccines  for  typhoid  fever  were 
employed,  and  he  regards  the  most 
potent  vaccines  to  confer  immunity  to 
be  a  vacine  in  which  the  organisms 
are  killed  at  only  just  sufficient  heat 
to  kill  them  in  that  way.  Hartwell 
and  Lee  who  reported  100  cases  of 


staphylococcus  infections,  found  vac- 
cines kept  over  six  weeks  were  not  so 
potent  as  those  which  were  freshly 
made  up. 

Dr.  J.  M.  Van  Cott  said  that  he 
was  very  much  impressed  with  the 
facts  brought  out.  They  reminded 
him  of  a  paper  read  by  Dr.  Carmona 
of  Brazil  at  the  first  Pan-American 
Medical  Congress,  in  which  he  said 
that  we  could  put  aside  our  test- 
tubes  and  exact  chemical  methods, 
that  the  future  of  science  was  in  the 
induction  method. 

Witness  the  apparent  failure  of 
the  index  itself.  Wright  and  his 
own  experts  vary  from  30  to  50  per 
cent,  in  calculating  the  index.  Simi- 
lar results  have  been  obtained  here. 

The  speaker  said  that  he  could 
only  add  one  or  two  cases  to  those 
already  reported.  One  case  had  a 
distinct  mitral  systolic  bruit,  with- 
out petechiae  but  every  other  evi- 
dence of  a  bacteriaemia.  A  strepti- 
coccus  was  recovered  from  her 
blood.  She  apparently  developed  a 
meningitis,  and  became  comatose. 
After  three  or  four  vaccinations 
with  an  exogenous  streptococcus  by 
Dr.  Potter  at  intervals  of  three  or 
four  days  she  slowly  recovered  con- 
sciousness, and  finally  got  entirely 
well.  Another  case,  a  nurse  at  the 
Kings  County  Hospital,  worked  for 
several  weeks  in  the  erysipelas 
ward,  and  while  there  acquired  a 
central  pneumonia  and  pleurisy  with 
effusion.  A  strepcoccus  was  cul- 
tured from  the  pleuritic  effusion. 
This  case  was  vaccinated  with  the 
streptococcus  from  the  case  of  Dr. 
Potter  just  mentioned,  and  also  in- 
jected with  a  P.  D.  &  Co.  polyvalent 
antistreptococci  serum.  On  the 
fourth  day  after  vaccination  she 
began  to  get  better,  and  after  the 
third  vaccination  her  temperature 
fell  to  normal,  and  after  a  long  con- 
valescence, during  which  a  neuritis 
developed  in  her  left  arm,  she  re- 
covered completely. 

Another  case  was  still  under  ob- 
servation of  typical  septicaemia  fol- 
lowing- self -induced  abortion  by 
means  of  a  hairpin.    She  has  had 
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three  injections,  but  without  good 
result  as  vet. 

The  speaker  thought  it  would  be 
good  if  some  method  could  be  dis- 
covered of  getting  around  the  elab- 
orate technic  of  the  opsonic  index, 
and  the  making  of  an  autogenous 
vaccine.  It  commonly  requires  two 
or  three  days  to  get  a  culture,  and 
several  more  to  prepare  the  vaccine. 
In  the  meantime  the  patient  is  get- 
ting more  and  more  loaded  with  in- 
fection. A  puerperal  case  could 
easily  die  before  her  vaccine  was 
ready  for  use. 

The  speaker  saw  no  reason  against 
the  use  of  a  polyvalent  vaccine,  and 
was  trying  one  composed  of  several 
strains  of  staphylococci,  several  of 
staphylococci,  and  one  of  bacillus 
coli.  No  apparent  harm  seemed  to 
follow  its  use,  and  he  hoped  to  pos- 
sibly obviate  the  necessity  of  delay 
in  getting  out  an  autogenous  vac- 
cine. He  could  not  find  the  absolute 
necessity  for  an  autogenous  vaccine, 
and  thought  it  a  stronger  procedure 
to  use  a  polyvalent  serum  with  a 
polyvalent  vaccine. 

He  further  felt  that  the  method  of 
Simon,  condemned  by  the  Johns 
Hopkins  people,  might  replace  the 
use  of  the  opsonic  index.  The  find- 
ing of  a  leucocytosis  means  a  poison 
phagocytosis.  Leucocytosis  follow- 
ing vaccination  would  seem  to  indi- 
cate response  to  it,  and  if  the  rela- 
tions were  at  all  constant,  the 
method  would  be  far  simpler  and 
more  available  than  taking  the 
index. 

Dr.  A.  T.  Bristow  said  that  hi s 
personal  experience1  with  bacterial 
vaccines  is  limited  to  three  cases,  a 
case  of  streptococcus  abscess  of  the 
neck  with  multiple  septic  arthrit- 
ides ;  a  case  of  malignant  endocar- 
ditis due  to  the  strepto  longus  which 
was  recovered  from  the  blood;  and 
a  case  of  chronic  furunculosis. 

The  first  ease  was  that  of  a  lady 
who  had  been  suffering  from  an 
attack  of  the  epidemic  which  pre- 
vailed SO  extensively  last  winter, 
and  which  was  sometimes  termed 
Pfeiffer's  glandular  fever,    lie  saw 


her  in  consultation  with  Dr.  Pratt. 
At  that  time  she  had  had  two  at- 
tacks of  the  fever,  about  a  week 
apart,  and  was  then  in  her  third 
attack,  with  a  large  painful  swelling 
in  the  left  submaxillary  triangle. 
As  the  blood  count  made  by  Dr. 
Murray  did  not  indicate  the  pres- 
ence of  a  suppurative  process,  he 
expresed  the  hope  that  the  swelling 
would  subside,  as  it  did  in  most  of 
the  cases.  The  evening  temperature 
at  this  time  was  102  .  Three  dif- 
ferent blood  counts  were  made  at 
two  daws  interval,  the  first  showing 
15,000  leucocytes,  78.8  per  cent, 
polymorphonuclears ;  the  second 
12,200  leucocytes,  78  per  cent,  poly- 
morphonuclears ;  third  10,000  leu- 
cocytes, 75  per  cent,  polymorph- 
nuclears.  As  the  condition  of  the 
patient  was,  however.  growing 
worse,  and  the  swelling  increasing 
in  size,  he  determined,  in  spite  of 
the  negative  findings  of  Dr.  Murray, 
to  open  the  neck,  and  did  so,  with 
the  result  that  he  discovered  and 
evacuated  a  deep  abscess.  Cultures 
made  from  the  depths  of  the  cavity 
grew  very  slowly,  so  that  at  the  end 
of  four  days  nothing  was  seen.  Two 
days  later,  however,  a  growth  ap- 
peared, and  was  found  to  be  a  pure 
culture  of  the  streptococcus  longus. 
Although  the  wound  was  well  drained 
the  patient  soon  began  to  give  evi- 
dences of  septic  intoxication.  (  >ne 
joint  after  another  became  the  sub- 
ject of  a  septic  arthritis  and  finally  she 
had  two  convulsions  about  two  days 
apart.  The  condition  of  the  urine  was 
normal  so  far  as  any  evidences  of 
renal  difficult}-  was  concerned.  At 
this  time  he  applied  to  Dr.  Totter,  of 
Manhattan,  for  assistance,  determin- 
ing as  the  patient  was  growing  worse 
to  use  a  bacterial  vaccine.  As  there 
was  110  time  t<>  lose  and  we  knew  the 
infecting  organism,  the  patient  re- 
ceived at  an  interval  of  two  days  a 
vaccine  of  the  streptococcus  longus  (  5 
million  and  10  million).  Improve- 
ment was  almost  immediate  and  from 
that  time  recover)  set  in.  although  Up 
to  the  date  on  which  we  used  the  vae 
cine,  patient  \va>  well  nigh  in  a  hope- 
less condition. 
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Perhaps  even  more  striking  was  the 
case  of  a  patient  in  the  medical  wards 
of  the  hospital  whom  he  saw  in  con- 
sultation at  the  same  time.  He  made 
a  diagnosis  of  malignant  endocarditis, 
of  unknown  origin.  A  culture  from 
the  blood  showed  the  infecting  organ- 
ism to  be  the  streptococcus  longus. 
This  patient  had  been  unconscious  for 
several  days  and  seemed  a  most  un- 
promising subject  for  treatment.  She 
received  three  inoculations  of  a  sterile 
culture  of  the  longus,  the  same  cul- 
ture being  used  as  in  the  first  case,  the 
dosage  also  being  similar  namely  the 
first  dose,  5  million,  the  second  dose 
10  million,  the  third  dose  5  million. 
Recovery  ensued  and  she  left  the  hos- 
pital perfectly  well. 

The  third  case  was  that  of  a  nurse 
who,  for  a  year,  had  suffered  from 
a  persistent  furunculosis.  He  sent 
her  to  Dr.  Potter  and  she  received 
several  inoculations  with  her  own  or- 
ganism. She  ceased  to  have  the  boils 
for  a  time,  but  in  the  fall  they  reoc- 
curred,  and  she  was  again  inoculated 
and  is  now  well.  At  present  there 
seems  to  be  a  great  difference  of  opin- 
ion as  to  the  value  of  the  opsonic  in- 
dex. Park  and  others  in  this  country 
state  that  the  sources  of  error  are  so 
many  that  it  is  of  little  value  and  he 
had  heard  that  even  in  Wright's  labor- 
atory, certainly  up  to  this  spring,  it 
had  never  occurred  to  them  to  try 
what  the  results  would  be  in  the  same 
case  where  the  counts  were  made  by 
different  observers,  and  he  had  also 
heard  the  statement  that  Wright  him- 
self, and  his  principal  assistant,  have 


varied  within  quite  wide  limits  on  the 
same  case.  On  the  other  hand  Mc- 
Arthur  and  Hollister,  writing  in  the 
October  number  of  Surgery,  Gynecol- 
ogy and  Obstetrics,  state  that  they 
cannot  agree  with  Park  and  others 
who  believe  that  little  value  is  to  be 
placed  on  the  index,  for  they  state  as 
their  conclusions  that  ''after  skill  has 
been  acquired  that  the  final  results  of 
different  observers  agree  with  but 
very  slight  variations."  He  com- 
mended the  article  to  all  who  are  in- 
terested in  this  difficult  subject.  Any 
one  who  reads  it  will  have  a  most 
vivid  idea  of  the  extreme  difficulty  of 
the  technique  and  the  enormous 
amount  of  time  which  it  consumes. 
To  properly  carry  on  the  work  in  a 
laboratory  in  the  manner  indicated  by 
these  authors,  would  take  the  entire 
time  of  at  least  three  individuals,  and 
here  comes  the  practical  side  of  the 
question.  He  stated  it  as  his  convic- 
tion that  bacterial  therapy  based  on 
observations  of  the  opsonic  index  can- 
not be  carried  on  except  under  one 
of  three  conditions:  either  we  must 
have  a  laboratory  heavily  endowed,  so 
that  highly  skilled  workers  can  make 
a  living  at  their  work,  or  this  work 
must  be  done  by  the  Board  of  Health, 
and  the  laborers  paid  by  the  city,  or 
an  institution  like  the  Rockefeller  In- 
stitute must  take  up  the  work.  It  will 
require  all  the  time  of  three  labora- 
tory workers,  and  unless  we  can  find 
means  to  pay  these  workers  a  proper 
sum,  work  in  this  field  will  continue 
to  be  haphasard,  desultory  and  of  un- 
certain value. 


THE  BROOKLYN  SURGICAL  SOCIETY. 

Regular  Meeting,  December  10,  1907. 
The  President,  Arthur  H.  Bogart,  in  the  Chair. 


INTESTINAL    FISTULA  FOLLOWING 
APPENDICITIS. 

A  paper  with  the  above  title  was 
read  by  Dr.  J.  C.  Kennedy. 

PREPATELLA  BURSITIS. 

Dr.  John  D.  Sullivan  presented 
the  history  of  the  following  case:  Pa- 
tient, female,  aged  41  years.    Is  in  a 


good  physical  condition  and  in  the  en- 
joyment of  good  health.  About  eight- 
een months  ago  she  first  noticed  a  sore- 
ness and  a  small  swelling  in  the  front 
of  the  right  knee.  This  did  not  cause 
her  much  trouble  until  about  six 
months  ago,  when  she  fell  and.  struck 
this  knee.  Considerable  inflamma- 
tion followed  this  injury  and  when 
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the  swelling  had  disappeared  she  no- 
ticed that  the  "lump"  was  much 
larger  than  before  the  accident.  She 
came  under  my  observation  about 
September  i,  1907.  At  that  time  the 
right  prepatella  bursa  was  as  large 
as  a  hen's  egg.  Although  it  was  quite 
firm,  fluctuation  was  easily  elicited. 
On  September  12th  1  made  a  longi- 
tudinal incision  directly  over  the  tu- 
mor and  dissected  it  out  without 
opening  the  sac.  The  wound  was 
closed  and  a  primary  union  resulted. 

This  case  illustrates  a  good  and  ef- 
fective method  of  treating  a  prepa- 
tella bursitis  when  it  is  not  accom- 
panied with  inflammation  of  the  ad- 
jacent tissues. 

DOUBLE    ECTOPIC  GESTATION. 

Dr.  John  D.  Sullivan  presented 
the  following  history: 

Airs.  B.,  age  35  years,  well  nour- 
ished and  in  good  physical  condition. 
Although  married  for  about  ten  years, 
she  has  never  had  a  normal  pregnancy. 

On  April  7,  1907,  I  was  summoned 
to  this  case  and  found  the  patient  in 
a  state  of  apparent  collapse;  pale,  and 
bathed  with  cold  perspiration ;  pulse 
was  rapid  and  feeble;  temperature  was, 
subnormal. 

Present  History. — She  had  been  in 
good  health  up  to  the  present  illness. 
Her  last  menstruation  occurred  about 
three  months  previous  to  that  date. 
During  the  last  three  days  she  had 
some  pain  and  soreness  in  the  lower 
portion  of  the  abdomen,  accompanied 
with  a  sanguinous  discharge  from  the 
vagina.  As  she  considered  this  a  de- 
layed menstruation,  but  little  attention 
was  given  to  it.  About  two  hours  be- 
fore my  arrival  she  was  suddenly 
seized  with  an  attack  of  acute  lancinat- 
ing pain  in  the  lower  portion  of  the 
abdomen,  which  radiated  in  all  direc- 
tions. This  was  accompanied  with 
nausea  and  great  depression,  and  fol- 
lowed by  cold  perspiration.  I  then 
learned  that  she  had  an  attack  similar 
to  this  one  eight  years  ago,  when  she 
\va^  about  five  months  advanced  in 
pregnancy.  Tt  was  then  presumed  that 
she  had  a  miscarriage,  but  the  pro- 
duct of  conception  was  never  expelled. 


At  that  time  she  was  quite  sick  for 
two  months,  and  nearly  six  months 
elapsed  before  her  health  was  restored. 
From  that  time  on  she  menstruated 
regularly  up  to  last  January,  three 
months  before  the  present  illness. 

On  physical  examination  the  abdo- 
men was  found  to  be  somewhat  dis- 
tended, but  not  tympantic.  Moderate- 
ly sensitive  on  pressure.  Dullness  on 
percussion  over  lower  portion  of  abdo- 
men, more  marked  on  left  side.  The 
uterus  was  found  to  be  soft  and  slight- 
ly enlarged.  The  cervix  was  soft  and 
patulous.  A  soft  yielding  mass  could 
be  felt  on  the  left  side,  and  a  similar 
one  on  the  right  side. 

My  diagnosis  was  ectopic  gestation 
with  rupture  of  the  sac.  After  the  ap- 
plication of  restoratives,  her  condition 
began  to  improve  and  apparently  the 
internal  hemorrhage  had  ceased.  I  ex- 
plained the  nature  of  the  case  to  her 
husband  and  relatives  and  advised  that 
an  operation  be  performed  as  soon  as 
circumstances  would  permit.  But  they 
pleaded  for  delay  and  time  to  consider. 
On  the  following  day  she  was  very 
much  better  and  continued  to  improve 
rapidly.  At  the  end  of  a  week  she  was 
up  and  about  and  feeling  fairly  well. 
I  felt  positive  that  my  diagnosis  was 
correct  and  still  recommended  opera- 
tion. On  the  ninth  day  after  the  at- 
tack she  was  admitted  to  St.  Mary's 
Hospital  and  ordered  prepared  for 
operation. 

On  April  17th  the  abdomen  was 
opened  by  a  median  incision  bringing 
into  view  quite  a  large  quantity  of 
fluid  and  clotted  blood,  more  abundant 
on  the  left  side.  A  mass  about  the 
size  and  shape  of  a  large  pear  was 
found  on  the  left  side  of  the  pelvis. 
This  proved  to  be  the  product  of  tubal 
gestation  which  had  ruptured  and  was 
the  source  of  the  internal  hemorrhage. 
The  tube  was  ligated  near  the  uterus 
and  the  mass  removed.  A  longitudinal 
section  of  this  tubal  mole  showed  the 
extreme  tenuity  of  the  tubal  wall  and 
the  amnionic  cavity  in  the  center,  sur 
rounded  by  a  dense  red  mass  composed 
of  firmly  coagulated  blood  and  chori- 
onic tissue,  which  indicated  that  a  slow 
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hemorrhage  from  the  chorion  had  ex- 
isted for  some  time  prior  to  the  rup- 
ture of  the  sac. 

The  right  fallopian  tube  was  found 
to  be  much  enlarged  and  contained  a 
firm  mass  which  extended  down  into 
the  folds  of  the  broad  ligament.  This 
tube  was  also  ligated  near  the  uterus 
and  the  tumor  removed.  On  section 
this  mass  was  found  to  contain  a  small 
piece  of  bone,  one-half  inch  in  length, 
apparently  the  shaft  of  a  femur  with- 
out the  epiphyses.  The  tumor  was 
evidently  the  remains  of  an  extra-uter- 
ine pregnancy  which  occurred  eight 
years  previously  and  which  had  rup- 
tured into  the  folds  of  the  broad  liga- 
ment, and  the  greater  portion  of  the 
product  reabsorbed.  The  abdominal 
cavity  was  irragated  with  warm  saline 
solution  and  the  wound  closed  with 
layer  sutures.  No  shock  and  but  slight 
elevation  of  temperature  followed. 
The  wound  healed  by  primary  union 
and  the  patient  left  the  hospital  within 
two  weeks,  in  a  very  good  condition. 
Up  to  the  present  she  has  continued  in 
good  health  and  has  menstruated 
monthly. 

My  experience  with  this  class  of 
cases  prompts  me  to  submit  the  follow- 
ing conclusions:  That  ectopic  gesta- 
tion occurs  quite  frequently,  and  that  it 
is  such  a  serious  malady  that  its  early 
recognition  is  of  vital  importance. 
That  a  reasonably  positive  diagnosis 
can  be  made  at  the  beginning  of  the 
tragic  stage  from  the  history,  clinical 
symptoms,  and  the  patulous  condition 
of  the  cervix  uteri.  That  a  thorough 
searching  physical  examination  of  the 
pelvic  organs  is  unnecessary  and  haz- 
ardous, as  the  manipulations  may  in- 
duce a  serious  hemorrhage.  That  sur- 
gical intervention  and  removal  of  the 
product  of  extra  uterine  gestation  is 
demanded  as  soon  as  it  can  be  done 
safely.  But  if  the  patient  is  weak 
from  the  loss  of  blood  and  presents 
evidence  that  the  internal  hemorrhage 
has  ceased  temporarily  and  she  is  rally- 
ing it  is  better  to  defer  the  operation 
until  she  is  in  a  more  favorable  condi- 
tion, provided  she  be  in  the  care  of  a 
competent  person  and  preparations 
made  for  any  emergency  that  may 
supervene. 


RUPTURED  KIDNEY. 

Dr.  John  D.  Sullivan  presented 
the  following  history : 

Mr.  R.,  age  23 ;  Germany ;  Carpen- 
ter; married;  admitted  to  my  service 
at  St.  Mary's  Hospital  on  October  10, 
1907. 

Ambulance  Surgeon  reports  that 
while  the  patient  was  working  on  the 
roof  of  a  church,  he  slipped  and  fell  a 
distance  of  about  45  feet,  striking  on 
left  side,  with  arms  outstretched.  The 
following  injuries  were  noted:  frac- 
ture of  the  pelvis;  Colles  fracture  of 
right  wrist ;  compound  fracture  of  ra- 
dius and  ulna  of  left  arm;  scalp 
wounds  and  signs  of  internal  hemor- 
rhage. Temporary  dressings  were  ap- 
plied to  external  injuries. 

The  abdomen  was  distended  and 
tympanitic;  liver  dulness  absent;  tym- 
pany extending  over  the  entire  epigas- 
tric region ;  catherization  revealed  pure 
blood ;  patient  complains  of  great 
thirst ;  pulse  rapid  and  feeble ;  respira- 
tions quick  and  shallow. 

Patient  was  prepared  immediately 
for  operation — a  longitudinal  incision 
was  made  just  along  the  outer  border 
of  left  rectus — abdominus  muscle  and 
peritoneum  opened.  Quite  a  thorough 
search  was  made  for  a  ruptured  intes- 
tine, but  no  lesion  was  found.  A  large 
mass  was  discovered  on  the  left  side, 
which  proved  to  be  a  dislocated  and 
ruptured  kidney,  surrounded  with 
blood.  Clamps  were  applied  to  the 
renal  vessels  and  the  kidney  removed. 
It  was  noted  that  the  upper  pole  of 
the  kidney  was  almost  completely  torn 
from  the  main  body  of  the  organ. 
The  clamps  were  allowed  to  remain, 
and  the  wound  partially  closed,  re- 
storatives applied  and  the  patient  ral- 
lied fairly  well,  and  lived  four  (4) 
days. 

The  points  of  interest  in  this  case 
are:  The  dislocation  of  the  kidney 
and  retro-peritoneal  hemorrhage  ap- 
peared to  cause  sufficient  distention  of 
the  abdomen  to  replace  normal  liver 
dullness  by  tympany  and  produce  signs 
of  ruptured  intestine.  Were  it  not  for 
this  sign,  the  kidney  would  have  been 
approached  by  the  usual  posterior  in- 
cision and  possibly  a  better  result 
would  have  been  obtained. 
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A  diagnosis  of  ruptured  kidney  had 
been  made  but  it  was  thought  that 
the  condition  of  the  intestines  de- 
manded more  immediate  attention. 

BONE  CYST. 

Dr.  J.  B.  Bo  cart  presented  the  fol- 
lowing history : 

C.  C,  age  jy2  years,  male,  was  ad- 
mitted to  the  Jewish  Hospital,  Novem- 
ber 4,  1907,  with  the  following  his- 
tory : 

Patient  is  said  to  have  sustained  a 
dislocation  of  the  right  shoulder  about 
a  year  and  a  half  ago  and  to  have 
received  other  indefinite  injuries  to 
this  shoulder  since  then. 

On  the  day  before  admission,  while 
swinging  himself  by  resting  his  hands 
on  adjoining  desks  at  school  in  the 


inches  below  the  head  together  with 
a  considerable  enlargement  of  the  en- 
tire upper  portion  of  the  bone  above 
the  seat  of  fracture.  Co-aptation 
splints  were  at  first  applied  and  the 
arm  bandaged  to  the  side,  but  upon 
further  reflection  it  was  thought  best 
to  investigate  further,  and  a  second 
X-ray  plate  was  taken  under  more 
favorable  conditions,  the  child  remain- 
ing more  quiet  during  this  exposure. 
This  plate  showed,  in  addition  to  the 
fracture  and  the  expansion  of  the  up- 
per extremity  of  the  bone,  an  abnor- 
mal dark  shadow  involving  the  greater 
part  of  the  expanded  portion  with 
greatest  intensity  at  a  point  beginning 
about  an  inch  below  the  head.  This 
same  shadow  is  shown  less  definitely 
in  the  original  plate. 


Roijkrts  Axai.  Dilator. 


course  of  regular  school  exercises  he 
fell  over  backward.  On  the  follow- 
ing morning  he  complained  of  pain  in 
the  shoulder  and  would  not  allow  it 
to  be  handled.  He  was  taken  to  a 
doctor  who  >ent  him  to  the  hospital 
where  the  upper  portion  of  his  right 
arm  was  found  to  be  swollen  and  ten- 
der and.  on  further  examination  an 
indefinite  sensation  of  ccrpitus  was 
elicited.  An  X-ray  plate,  taken  under 
difficulties  SOOT!  after  ln's  admission, 
showed  a  green  -tick  fracture  of  the 
outer  side  of  the  humerus  about  2r/> 


November  23,  under  ether  anesthe- 
sia, the  bone  was  exposed  1>v  a  vertical 
incision  and  the  portion  indicated  by 
the  darker  portion  of  the  shadow  was 
found  to  be  the  seat  of  a  cyst  lined 
with  granulation  tissue.  This  was  re- 
moved with  a  curet  and  was  found 
to  be  sterile.  Tie  had  no  fever  either 
before  or  after  operation  and  was  dis- 
charged cured  in  four  weeks.  Tn  this 
case  the  underlying  pathological  con- 
dition was  revealed  by  the  X-rav. 

NEW  ANAL  DILATOR. 

Dr.  Dudley  Roberts  presented  a 
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new  anal  dilator  based  upon  the  prin- 
ciple of  pneumatic  dilitation  as  ex- 
emplified by  the  Barnes  and  Pomeroy 
uterine  dilators.  It  was  claimed  for 
the  instrument  that  dilitation  could  be 
secured  to  a  greater  degree  than  with 
other  dilators,  and  without  producing 
as  much  pain.  In  discussing  their  use 
the  doctor  said  that  at  the  present  time 
he  did  not  desire  to  extend  their  sup- 
posed field  of  usefulness  but  rather  to 
emphasize  that  anal  dilitation  was 
often  valuable  in  the  treatment  of  cer- 
tain cases  of  chronic  constipation. 
The  use  of  such  a  procedure  alone  in 
the  treatment  of  anal  fissure  was  still 
subjudice.  This  was  also  the  case  in 
hemorrhoidal  conditions,  but  it  seemed 
to  him  that  in  inoperable  cases  some- 
thing might  be  gained  by  the  pressure 
of  such  an  instrument  if  it  were  kept 
in  the  rectum  for  some  hours.  During 
this  time  the  sphincter  need  not  be 
stretched  as  the  bag  at  the  area  of  the 
anus  could  be  kept  small  by  bands 
passed  about  it.  Attention  was  also 
called  to  the  value  of  this  form  of 
instrument  in  the  treatment  of  rectal 
strictures,  the  bag  being  placed  in  posi- 
tion through  a  speculum. 

MANAGEMENT  OF  SEVERE  HEMOR- 
RHAGE FROM  THE  KIDNEY. 

Dr.  George  I.  Miller  reported  the 
case  of  a  man,  fifty-two  years  of  age, 
upon  whom  he  operated  for  pyelone- 
phritis. The  kidney  was  exposed  and 
found  to  be  bound  down  by  numerous 
adhesions,  which  were  ligated  and  di- 
vided. The  kidney,  which  was  three 
times  its  normal  size,  was  drawn  down 
through  the  incision ;  the  organ  was 


incised  at  its  convex  border  and  the 
pelvis  opened;  one  ounce  of  pus  was 
evacuated.  Following  the  incision 
there  was  an  alarming  hemorrhage 
which  all  the  previously  reported 
methods  of  control  failed  to  check, 
the  renal  vessels  were  held  open  by 
adhesions  formed  between  the  kidney 
substance  and  the  vessel  walls.  In 
order  to  control  the  hemorrhage  Dr. 
Miller  packed  the  interior  of  the  kid- 
ney with  plain  gauze  and  pressed  the 
two  halves  of  the  kidney  upon  it,  sur- 
rounding the  entire  kidney  with  sev- 
eral strips  of  plain  gauze ;  the  strips 
of  gauze  on  the  external  surface  of 
the  kidney  were  wound  around  suffi- 
ciently tight  to  insure  the  closing  of 
the  open  vessels.  Strips  of  gauze  were 
also  placed  along  both  sides  of  the 
ureters  for  about  three  inches,  in  order 
to  prevent  adhesions  from  forming. 
The  entire  kidney  was  permitted  to 
remain  outside  of  the  body,  resting 
upon  the  gauze  covering  the  skin  in- 
cision. Forty-eight  hours  later,  under 
ether  anesthesia,  the  gauze  pack  was 
removed,  but  the  severe  hemorrhage 
reappeared ;  the  packing  was  returned. 
The  fifth  day  after  operation  the  pa- 
tient was  again  anesthetized  and  the 
gauze  packing  removed,  when  it  was 
found  that  the  bleeding  from  the  ves- 
sels had  entirely  stopped.  Five  days 
later,  the  patient  died  from  pulmonary 
edema.  Autopsy  revealed  the  other 
kidney  studded  with  numerous  small 
abscesses,  and  there  was  very  little 
secreting  kidney  substance.  The 
speaker  presented  this  case  to  demon- 
strate a  new  method  of  controlling 
profuse  hemorrhage  from  the  kidney. 
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KEEN:  SURGERY. 
Surgery:  Its  Principles  and  Prac- 
tice. In  five  volumes.  By  66 
eminent  surgeons.  Edited  by  W  . 
W.  Keen,  M.D.,  LL.D.,  'Hon. 
F.R.C.S.,  Eng.  and  Edin.,  Emer- 
itus Professor  of  the  Principles  of 
Surgery  and  of  Clinical  Surgery, 
Jefferson  Medical  College,  Phila. 
Volume  III.  Octavo  of  11 32  pages, 


with  562  text-illustrations  and  10 
colored  plates.  Philadelphia  and 
London :  W.  B.  Saunders  Com- 
pany, 1908. 

The  third  volume  of  Keen's  "Sur- 
gery" is  (me  of  the  most  important 
contributions  to  surgery  that  has 
appeared  in  recent  years.  It  is  un- 
necessary to  criticise  the  chapters 
singly,  for  that  would  take  more 
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space  than  is  here  allotted.  The 
volume  covers  the  surgical  diseases 
of  the  head,  neck,  thorax,  abdominal 
wall,  peritoneum,  stomach,  liver, 
spleen,  and  pancreas.  The  surgery 
of  the  head  is  discussed  by  Harvey 
dishing,  of  Baltimore.  The  dis- 
eases of  the  thyroid  gland,  by  Al- 
bert Kocher,  at  whose  clinic  more 
than  3,000  operations  on  this  organ 
have  been  performed.  The  surgery 
of  the  larynx,  trachea,  and  thorax  is 
described  by  Dr.  George  Emerson 
Brewer,  of  New  York.  Many  of  the 
descriptions  and  illustrations  in 
these  chapters  are  original.  The 
surgery  of  the  breast  has  been  al- 
lotted to  John  M.  T.  Finney,  and 
although  his  exposition  of  the  sub- 
ject is  from  his  own  point  of  view, 
still  it  reflects  the  best  surgical 
teaching  of  the  present  day.  One 
of  the  most  concise  and  instructive 
chapters  of  the  book  is  that  on  the 
surgery  of  the  liver,  the  gall-blad- 
der, and  the  biliary  ducts,  written 
by  the  Mayo  brothers,  of  Rochester, 
Minnesota.  At  their  clinic  over 
1,800  operations  on  the  gall-bladder 
have  been  performed,  with  a  mor- 
tality of  one-third  of  one  per  cent! 
And  they  speak  with  authority.  It 
is  the  clearest  and  best  exposition 
of  the  subject  which  has  yet  ap- 
peared. Surgery  of  the  spleen  and 
pancreas  is  described  by  B.  G.  A. 
Moynihan.  The  names  of  Andrews, 
Harmon  Smith,  Owen,  Da  Costa, 
Muiiro,  and  Gottstein  also  appear 
in  the  volume  as  contributors. 
Little  space  is  given  to  surgical 
pathology,  which  is  commendable, 
in  this  volume.  An  excellent  bibli- 
ography is  appended  to  each  chap- 
ter. Volume  III  is  the  best  volume 
which  has  yet  appeared  in  this  new 
system  of  Keen's,  and  the  editor  is 
to  be  heartily  congratulated  Upon 
the  production  of  so  important  a 
work. 

The    Treatment    of    Disease.  By 

Reynold  Webb  Wilcox,  M.A., 
M.D..  LL.D.,  Professor  of  Medi- 
cine New  York  Post-Graduate 
Medical    School    and  Hospital; 


Consulting      Physician  Nassau 
Hospital ;    Visiting  Physician  St. 
Mark's  Hospital.    Second  Edition, 
revised.   P.  Blakiston's  Son  &  Com- 
pany, Philadelphia.  1908. 
It  is  certainly  a  great  task  on  the 
general  practitioner  for  him  to  keep 
pace  with  the  many  advances  which 
are  taking  place  continually  in  the 
various    departments   of  medicine. 

Equally  true  is  it  that  at  present 
recent  graduates  understand  a  great 
deal  more  of  the  pathology  and  diag- 
nosis of  diseases  than  they  did  for- 
merly, and  that  the  tendency  toward 
this  end  is  evidenced  in  the  curric- 
ulums  of  most  of  our  medical  schools ; 
necessarily  it  follows  that  the  grasp 
of  therapeutics  which  he  acquires  is 
correspondingly  deficient.  It  is 
mainly  to  supplement  this  want  that 
we  have  the  opportunity  of  review- 
ing this  book. 

The  therapeutic  awakening  which 
is  now  being  experienced  shows  that 
more  to-day  than  ever  before  is  ex- 
pected of  the  clinician.  It  is  the 
knowledge  of  the  physical,  medicinal 
and  dietetic  measures  and  the  prac- 
tical management  of  a  case  that 
really  counts  most.  Dr.  Wilcox  has 
accomplished  this  in  his  book,  of 
which  this  is  the  second  edition. 

Since  the  first  edition  no  startling 
innovations  have  been  recorded,  nor 
have  the  methods  there  described 
undergone  any  radical  change ;  new 
matter  has  been  added  regarding 
mountain  and  tick  fevers,  blastomy- 
cotic  infections,  methyl  alcohol  in- 
toxication, indicanuria,  compressed 
air  disease  and  the  trembles. 

The  general  scope  of  the  work 
embraces  exhaustively  all  of  the  sys- 
tems and  the  diseases  with  which 
they  arc-  respectively  afflicted.  The 
subject  matter  is  terse  and  well  ex- 
pressed. In  order  to  make  the  vol- 
ume of  convenient  size,  the  printing 
is  rather  small;  there  are  bul  few 
illustrations,  mostly  temperature 
charts.  The  book  is  eminently  prac 
tical  and  gives  one  a  good  working 
basis  to  combat  any  disease  which 
may  he  nut. 

Tames  T.  PilCher. 
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THE  making  of  the  prognosis  in 
chronic  valvular  disease,  except 
in  cases  where  the  end  is  clearly 
in  sight,  is  more  difficult  than  in  most 
chronic  diseases  which  have  a  well-de- 
fined pathology.  Complete  recovery  is 
practically  ont  of  the  question,  though 
such  recoveries  have  been  reported, 
and  the  prognosis  is  limited  to  an  esti- 
mate of  the  length  of  time  the  patient 
is  likely  to  live  and  the  amount  of 
work  he  will  be  able  to  do.  This  esti- 
mate is  based  on  a  consideration  of 
factors  which  extensively  modify  each 
others  significance,  most  of  which  are 
intrinsically  variable,  and  some  of 
which  cannot  be  foreseen  or  guarded 
against.  The  conclusions  reached  by 
the  consideration  of  these  factors  must 
always  be  corrected  by  circumstances 
peculiar  to  each  case.  In  fact,  we  de- 
rive little  aid  from  general  principles 
in  making  the  prognosis  in  this  dis- 
ease, and  must  judge  each  case  largely 
on  its  own  merits.  We  cannot  prog- 
nosticate for  a  particular  lesion  but 
only  for  a  particular  case. 

Of  the  factors  which  possess  prog- 
nostic significance  in  chronic  valvular 
disease  the  most  important  are :  The 
character  and  site  of  the  lesion,  its 
cause,  the  question  of  its  progressive- 
ness,  the  extent  of  the  injury  to  the 
valvular    mechanism,    the  patient's 

*Read  before  the  Long  Island  Medical  Society, 
April  7,  1908,  and  before  the  Brooklyn  Medical 
Society,  May  15,  1908. 


present  condition  and  past  history  as 
regard  compensation,  the  condition 
of  the  myocardium,  the  presence  of 
complications,  the  patient's  age,  his 
constitution,  his  temperament,  his  oc- 
cupation, his  hygienic,  social  and  eco- 
nomic environment,  and  the  medical 
treatment  which  he  receives. 

The  character  and  site  of  the  lesion, 
considered  by  themselves,  have  a  less 
important  bearing  on  the  outcome  than 
some  of  the  other  factors.  The  fol- 
lowing general  statements,  however, 
may  be  made  about  them,  other  things 
being  understood  to  be  equal.  Valvu- 
lar lesions  of  the  left  heart  are  less 
serious  than  those  of  the  right. 
Among  single,  left  heart  lesions, 
mitral  incompetence  offers  the  best 
prognosis.  The  next  most  favorable 
outlook  belongs  to  aortic  stenosis. 
Mitral  stenosis  gives  a  worse  progno- 
sis than  the  two  lesions  just  men- 
tioned, and  aortic  incompetence  the 
worst  prognosis  of  the  four.  Of  the 
right  heart  lesions,  congenital  pulmo- 
nary stenosis  presents  the  most  favor- 
able outlook,  though  it  is  bad  enough, 
for  if  the  patient  survives  childhood, 
which  is  unlikely,  he  usually  dies  in 
the  third  decade  from  pulmonary 
tuberculosis,  to  which  this  lesion 
strongly  predisposes,  if  not  from  fail- 
ure of  the  heart  itself.  The  common- 
est of  the  right  heart  lesions,  perma- 
nent tricuspid  incompetence  secondary 
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to  mitral  disease,  gives  the  worst  prog- 
nosis of  all.  Of  the  prognosis  in  the 
other  right  heart  lesions,  which  are  so 
rare  as  to  be  pathological  curiosities, 
it  is  enough  to  say  that  it  is  bad.  In 
all  the  right  heart  lesions  compensa- 
tion is  maintained  with  great  difficulty. 

Of  the  combined  lesions,  mitral 
stenosis  and  incompetence  gives  the 
best  prognosis.  The  stenosis  helps 
to  check  the  regurgitation  and  the  in- 
competence prevents  increase  in  the 
stenosis.  Under  certain  conditions  the 
outlook  in  this  combination  may  be 
better  than  for  either  lesion  alone. 
Stenosis  of  both  mitral  and  aortic 
orifices  forms  a  particularly  unfavor- 
able combination,  in  which  at  best 
only  fragile  compensation  is  possible. 
In  mitral  stenosis  combined  with  aor- 
tic incompetence  the  outlook  is  not 
gi  »od,  but  may  be  not  much  worse  than 
for  mitral  stenosis  alone,  because  the 
latter  lesion  helps  to  check  regurgita- 
tion through  the  mitral  orifice,  which 
is  so  apt  to  occur  when  compensation 
in  aortic  incompetence  breaks  down. 
In  mitral  incompetence  and  aortic 
stenosis  the  outlook  is  bad  because 
secondary  tricuspid  incompetence  is 
likely  to  develop  early  if  compensa- 
tion fails.  In  primary  incompetence 
of  botli  mitral  and  aortic  valves  the 
outlook  is  a  little  better  than  in 
the  combination  last  mentioned,  but 
it  is  worse  than  in  aortic  incompetence 
alone,  for  while  compensation  may  be 
preserved  for  a  long  time,  if  once  lost 
it  is  rarely  well  restored.  In  aortic 
stenosis  and  incompetence  the  progno- 
sis is  not  much  worse  and  may  be  bet- 
ter than  for  aortic  incompetence  alone, 
because  the  stenosis  partially  checks 
the  regurgitation.  Permanent  tri- 
cuspid incompetence  occurring  second- 
ary to  a  primary  mitral  lesion  or  to 
a  mitral  incompetence  which  is  itself 
secondary  to  an  aortic  lesion,  makes 
a  fatal  combination. 

The  cause  of  the  lesion  has  a  dis- 
tinct bearing  on  the  prognosis.  Most 

primary  valvular  defects  result  either 
from  acute  endocarditis  produced  by 
rheumatic  fever  or  one  of  the  other 
acute  infectious  diseases,  or  from 
atheromatous    degenerations.  Those 
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due  to  the  former  cause  may  remain 
stationary,  but  those  due  to  the  latter 
must  progress.  Also,  a  considerable 
degree  of  myocardial  degeneration  is 
more  likely  to  be  associated  with 
atheromatous  lesions.  In  lesions  due 
to  rupture  of  a  valve  or  acute  dilata- 
tion of  the  aortic  ring,  the  prognosis 
is  essentially  bad. 

The  question  of  the  progressivencss 
of  the  lesion  is  of  critical  prognostic 
significance.  Atheromatous  lesions, 
as  has  been  said,  naturally  progress. 
In  patients  who  have  recurrent  at- 
tacks of  rheumatic  fever,  repeated 
visitations  of  acute  endocarditis  may 
aggravate  old  valvular  lesions  or  pro- 
duce new  ones.  In  some  cases  fol- 
lowing acute  endocarditis  from  any 
cause,  ulcerations  on  the  valves  may 
remain  unhealed  causing  increasing 
derangement  of  the  valvular  me- 
chanism. The  stenoses,  particularly 
mitral  stenosis,  have  a  natural  ten- 
dency to  become  more  pronounced 
because  of  the  gradual  contraction  of 
the  scar  tissue. 

The  extent  of  the  injury  to  the 
valvular  mechanism  is  a  positive  fac- 
tor in  the  prognosis  because  in  one 
way  it  measures  the  difficulty  of 
maintaining  compensation,  but  its 
practical  value  in  enabling  us  to  fore- 
cast the  future  of  any  particular  case, 
even  when  it  can  be  estimated  with 
an  approximate  degree  of  correct- 
ness, depends  largely  on  other  fac- 
tors, particularly  on  the  history  of 
the  patient  as  regards  compensation 
and  the  condition  of  his  myocardium. 
In  estimating  it  we  rely  broadly  on 
the  evidences  of  circulatory  failure 
] tresented  by  the  patient.  A  valvular 
defect  which  has  never  destroyed  the 
circulator}-  balance  is  apt  to  he  a 
slight  one.  (  )n  the  other  hand,  if  the 
circulatory  balance  is  preserved  with 
difficulty  in  the  presence  of  such  a 
defect,  particularly  one  which  belongs 
t<>  the  more  favored  class  of  lesions, 
we  infer  that  the  injury  to  the  valvu- 
lar mechanism  is  considerable.  The 
following  points  sometimes  throw 
direct  light  on  the  extent  of  the 
lesi<  >n. 

In  aortic  incompetence  the  absence 
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of  the  aortic  second  sound  in  the 
neck  usually  indicates  very  free  re- 
gurgitation, as  does  also  very  sudden 
collapse  of  the  pulse.  The  murmur 
is  apt  to  be  short  and  soft  when  the 
regurgitation  is  great.  The  extent  of 
dilatation  and  hypertrophy  of  the  left 
ventricle  are  more  or  less  in  propor- 
tion to  the  amount  of  regurgitation. 

In  aortic  stenosis  the  degree  of 
constriction  is  best  estimated  from 
the  character  of  the  pulse.  A  small 
pulse  with  great  diminution  in  volume 
is  apt  to  mean  a  marked  degree  of 
constriction. 

In  mitral  incompetence  a  small, 
weak,  irregular  pulse  of  low  tension 
with  a  forcibly  acting  heart  indicates 
much  regurgitation.  So  do  signs  of 
pulmonary  congestion  and  dyspnoea 
easily  excited.  The  extent  to  which 
the  murmur  obscures  the  first  sound 
at  the  apex,  the  amount  of  enlarge- 
ment of  the  left  ventricle,  left  auricle 
and  right  ventricle,  the  myocardium 
being  in  fair  condition,  and  the  de- 
gree of  accentuation  of  the  pul- 
monary second  sound,  the  tricuspid 
valve  being  intact,  are  more  or  less  in 
proportion  to  the  amount  of  regurgi- 
tation. A  systolic  murmur  referred 
to  the  mitral  orifice  which  follows  in- 
stead of  obscuring  the  first  sound  at 
the  apex  means  a  slight  leak.  The 
loudness  of  the  murmur  has  no 
special  significance  in  this  connec- 
tion, but  the  extent  of  its  propagation 
has  such  significance.  A  murmur 
transmitted  well  into  the  axilla  and 
to  the  back  opposite  the  angle  of  the 
left  scapula  points  to  considerable 
regurgitation. 

In  mitral  stenosis,  so  long  as  the 
pulse  is  regular  and  the  arteries  of 
fair  size,  the  degree  of  obstruction  is 
moderate,  but  a  very  weak,  small  and 
irregular  pulse  indicates  severe  ob- 
struction. The  amount  of  enlarge- 
ment of  the  left  auricle  and  right 
ventricle,  and  the  degree  of  accen- 
tuation of  the  pulmonic  second 
sound,  the  tricuspid  valve  holding 
firm,  to  a  certain  extent  measure  the 
amount  of  obstruction.  Diminution 
in  intensity  of  the  aortic  second  sound 
usually  indicates  that  the  amount  of 


blood  able  to  get  through  the  con- 
stricted mitral  orifice  is  small. 

In  tricuspid  incompetence  the 
amount  of  regurgitation  is  measured 
by  the  diminution  in  intensity  of  the 
pulmonary  second  sound,  by  the  ex- 
tent of  the  right  auricular  dilatation, 
by  the  systolic  pulsations  in  the  veins 
of  the  neck  and  head,  and  by  the  en- 
largement of  the  liver. 

From  the  present  condition  and  past 
history  of  the  patient  as  regards 
compensation  we  get  prognostic  in- 
dications of  the  greatest  value.  If 
compensation  has  never  been  lost 
the  outlook  is  much  better  than  if 
it  has  been  lost  and  restored.  If 
after  being  restored  it  is  main- 
tained easily  the  outlook  is  much  bet- 
ter than  if  it  is  maintained  with  diffi- 
culty. In  some  lesions  loss  of  com- 
pensation increases  the  gravity  of  the 
prognosis  more  than  in  others.  In 
mitral  incompetence,  compensation 
is  restored  and  maintained  more 
easily  than  in  any  other  valve  lesion. 
Patients  with  this  lesion  often  live 
many  years,  and  even  to  old  age.  In 
mitral  stenosis,  compensation  which 
has  never  been  disturbed  may  hold 
good  for  many  years,  but  if  once  rup- 
tured its  restoration  and  maintenance 
is  difficult  because  of  the  weak  mus- 
culature of  the  left  auricle.  In  aortic 
incompetence  following  acute  endo- 
carditis in  youth,  efficient  compensa- 
tion which  allows  the  patient  to  en- 
gage in  tolerably  severe  exertion  is 
sometimes  maintained  for  a  long  time, 
but  if  once  badly  broken  it  is  rarely 
satisfactorily  restored  because  of  the 
great  dilatation  to  which  the  left  ven- 
tricle is  subjected  and  the  ease  with 
which  secondary  mitral  incompetence 
develops.  In  aortic  incompetence 
due  to  atheromatous  changes  broken 
compensation  is  never  satisfactorily 
restored.  The  average  duration  of 
life  after  compensation  has  been  rup- 
tured in  aortic  stenosis  is  estimated 
by  Broadbent  at  about  four  years. 
In  aortic  stenosis  compensation  is 
rarely  restored  in  a  stable  condition 
after  it  has  been  seriously  ruptured. 
In  all  valvular  lesions  of  the  right 
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heart  the  prognosis  is  unfavorable  after 
compensation  has  been  once  lost. 

The  condition  of  the  myocardium 
gives  ns  positive  data  on  which  to 
base  a  prognosis.  We  estimate  its 
condition  from  the  physical  signs  af- 
forded by  the  heart  and  circulation, 
and  also  and  most  particularly  from 
the  response  we  get  from  treatment. 
If  perfect  compensation  exists  which 
is  able  to  withstand  a  fair  amount  of 
strain,  we  infer  a  good  condition  of 
the  myocardium,  and  are  warranted 
in  giving  a  guardedly  favorable  prog- 
nosis, but  if  signs  of  cardiac  inad- 
equacy appear  which  do  not  disappear 
quickly  under  appropriate  treatment, 
and  especially  if  excessive  dilatation 
persists,  we  are  compelled  to  believe 
that  the  myocardium  is  degenerated 
or  is  too  weak  to  perform  the  work 
necessary  to  overcome  the  valvular 
defect.  Absolute  failure  to  improve 
under  appropriate  treatment  means 
that  the  end  is  near. 

The  presence  of  complications  may 
materially  affect  the  prognosis.  Peri- 
cardial adhesions  constitute  a  par- 
ticularly fatal  complication  because 
they  mechanically  prevent  the  devel- 
opment of  compensatory  hypertrophy. 
Acute  pericarditis  and  acute  endocar- 
ditis affecting  other  valves  usually 
make  the  prognosis  grave.  Diseases 
of  the  lungs,  of  the  kidneys,  of  the 
liver,  and  of  the  gastro-intestinal  tract, 
which  result  from  or  are  predisposed 
to  by  long  continued  passive  conges- 
tion, interfere  with  nutrition,  oxida- 
tion and  elimination  and  render  a  bad 
prognosis  worse.  Persistent  anemia 
may  fatally  enfeeble  the  myocardium. 
In  mitral  disease  a  tendency  to  bron- 
chial catarrh  is  particularly  serious. 
Gastric  and  intestinal  flatulence  pro- 
ducing pressure  against  the  crippled 
heart  add  to  the  danger.  Recurrent  at- 
tacks of  rheumatic  fever  which  make 
probable  fresh  attacks  of  acute  endo- 
carditis and  further  damage  to  the 
valves  increase  the  gravity  of  the  out- 
look. Arteriosclerosis,  which  perma- 
nently increases  the  work  of  the  labor- 
ing heart,  darkens  the  prospect.  The 
occurrence  of  serious  acute  diseases. 


such  as  pneumonia  or  typhoid  fever, 
and  surgical  conditions  necessitating 
an  operation  under  a  general  anes- 
thetic, introduce  elements  of  danger. 
In  cases  where  the  lesion  is  well  com- 
pensated the  danger  from  ether  care- 
fully administered  is  not,  however,  so 
great  as  to  contra-indicate  operation 
in  -elected  cases  or  in  any  case  where 
the  surgical  condition  is  urgent. 
Chloroform  should  never  be  given 
when  a  pronounced  valvular  lesion 
exists.  Pregnancy  adds  a  very  posi- 
tive danger.  \n  mitral  incompetence 
with  good  compensation  which  has 
never  been  lost,  child-bearing  may 
take  place  without  accident,  though 
the  muscular  strain  of  labor  is  a  factor 
which  must  be  considered,  and  also 
the  sudden  rise  of  blood  pressure 
which  takes  place  at  that  time,  but 
with  lesions  other  than  mitral  incom- 
petence it  is  so  dangerous  that  we  are 
not  often  justified  in  allowing  preg- 
nane}- to  go  to  term.  If  the  patient 
escapes  cardiac  breakdown  at  the  time 
of  labor  the  ultimate  breakdown  is 
hastened.  In  any  case  with  impaired 
compensation  pregnancy  allowed  to 
go  to  term  is  usually  fatal. 

The  age  of  the  patient  is  of  im- 
portance in  connection  w  ith  the  prog- 
no-is.  The  outlook  is  worse  in  child- 
hood than  in  early  adult  life  because 
of  the  greater  liability  to  rheumatic 
fever  and  acute  intercurrent  disease-, 
the  strain  of  growth  and  develop- 
ment, especially  at  the  time  of  pu- 
berty, and  the  difficulty  of  controlling 
the  patient.  The  prognosis  is  best, 
other  things  being  equal,  in  cases 
which  develop  in  early  adult  life. 
Even  patients  with  mitral  stenosis, 
which  is  diic  of  the  severer  lesion-,  if 
they  safely  leach  earl)-  adult  life,  or 
first  develop  the  condition  at  that 
period,  usually  live  well  into  the 
fourth  decade.  After  forty  the  prog- 
nosis in  all  valvular  lesions  is  ren- 
dered worse  by  the  increase!  tendency 
to  myocardial  and  arterial  degenera- 
tion, on  account  of  which  compensa- 
tion once  lost  is  seldom  satisfactorily 
regained.  In  old  age  lost  compensa- 
tion is  never  restored. 
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The  constitution  of  the  patient,  as 
far  as  it  goes,  is  a  positive  factor  in 
the  prognosis.  A  good  state  of  gen- 
eral nutrition  and  a  naturally  sound 
constitution,  which  mean  the  pos- 
session of  tissues  which  easily  resist 
degenerating  influences,  are  of  pri- 
mary value  in  maintaining  compensa- 
tion. Heredity  has  an  important 
bearing  on  the  outcome  particularly 
as  it  relates  to  tendencies  toward 
early  development  of  arteriosclerosis, 
myocardial  degeneration  or  nephritis. 

The  temperament  of  the  patient 
cannot  be  ignored  in  onr  estimate  of 
his  prospects.  It  may  even  be  the 
determining  factor  in  the  prognosis. 
A  patient  with  an  even  and  tractable 
disposition,  who  does  not  allow  him- 
self to  get  anxious  or  worried,  is  apt 
to  maintain  his  compensation  better 
than  one  who  is  less  fortunate  in 
those  respects.  An  easy  susceptibility 
to  emotional  disturbances,  or  a  dispo- 
sition which  chafes  under  the  disci- 
pline to  which  eveiw  cardiopath  must 
be  subjected  and  prompts  its  pos- 
sessor to  transgress  the  rules  laid 
down  for  his  conduct,  may  be  di- 
rectly responsible  for  a  cardiac  break- 
down. 

The  occupation  of  the  patient  may 
be  an  important  factor  in  the  progno- 
sis. Occupations  which  involve  much 
physical  or  mental  strain  are  per- 
sisted in  at  the  patient's  risk  and  fre- 
quently compel  a  bad  prognosis. 
Young  adults  with  well  compensated 
lesions  of  moderate  extent,  who  are 
under  good  control,  can  indulge  in  a 
fairly  wide  range  of  occupation  with- 
out much  danger,  but  patients  in 
middle  or  later  life,  and  those  whose 
compensation  is  not  stable,  cannot 
safely  indulge  in  any  kind  of  regular 
work,  except  it  be  of  the  most  re- 
stricted kind  and  under  constant 
medical  supervision.  Often  a  pa- 
tient's insistence  in  keeping  to  his 
work  constitutes  a  fatal  factor  in  his 
prognosis. 

The  hygienic,  social  and  economic 
environment  of  the  patient  exten- 
sively modifies  the  prognosis.  For  a 
patient  who  is  poor,  ignorant,  com- 
pelled by  circumstances  to  live  in  un- 


sanitary surroundings  and  to  work 
harder  than  his  condition  warrants, 
the  outlook  is  much  worse,  other 
things  being  equal,  than  for  one  who 
is  intelligent  and  well-to-do.  Poverty, 
moreover,  renders  difficult  or  impos- 
sible proper  medical  treatment  and 
nursing.  In  the  case  of  children  the 
ignorance  and  carelessness  of  parents 
is  often  a  most  unfavorable  factor  in 
the  outlook.  Habitual  over-indulgence 
in  food,  alcohol,  coffee  or  tobacco, 
late  hours  and  dissipation,  make  for 
a  bad  prognosis. 

The  treatment  which  the  patient  re- 
ceives has  more  to  do  with  the  prog- 
nosis in  this  than  in  most  chronic  dis- 
eases. Nature  here  often  requires 
the  very  best  help  that  medical  sci- 
ence can  give -her.  A  [any  cases  do 
badly  which  might  have  done  better 
had  greater  medical  skill  been  brought 
to  their  treatment.  We  cannot  over- 
look the  treatment  which  the  patient 
is  likely  to  receive  in  our  estimate  of 
the  probable  outcome  of  his  case. 

Special  signs  indicating  a  bad  prog- 
nosis doerve  a  brief  notice  in  this  con- 
nection. A  secondary  tricuspid  in- 
competence which  fails  to  disappear 
under  treatment  has  been  alluded  to 
already  as  a  fatal  obstacle  to  the  re- 
covery of  compensation.  The  appear- 
ance of  petechia?  usually  indicates  ir- 
reparable rupture  of  compensation. 
Persistent  reduplication  of  the  first 
sound  at  the  apex  suggests  commen- 
cing failure  of  the  left  ventricle.  A 
weak  and  indistinct  second  sound  in 
the  aortic  area  when  the  arterial  ten- 
sion is  high,  observed  in  connection 
with  mitral  incompetence  with  lost 
compensation,  is  usually  a  sign  of  aortic 
valvulitis,  which  of  course  greatly  in- 
tensifies the  gravity  of  the  outlook. 
Observed  without  signs  of  other  val- 
vular defects,  it  suggests  disease  of 
the  aortic  valves  alone,  in  which,  ow- 
ing to  the  high  arterial  tension,  the 
prognosis  is  bad.  Attacks  of  true 
angina  or  attacks  of  pain  and  oppres- 
sion of  an  anginoid  character  in  the 
precordium  occurring  in  aortic  dis- 
ease usually  point  to  impairment  of 
the  coronary  circulation  and  a  com- 
paratively speedy  end.     Sudden  at- 
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tacks  of  severe  dyspnoea  or  of  uncon- 
sciousness in  patients  suffering  from 
mitral  disease  with  lost  compensation 
are  gravely  ominous.  The  presence 
of  ascites,  indicating  as  it  does  im- 
portant changes  in  the  liver  and  a 
high  degree  of  cardiac  insufficiency, 
usually  means  that  the  patient  has  en- 
tered on  the  final  downward  course. 

The  manner  in  which  the  patient 
Will  die  is  a  feature  of  the  prognosis 
about  which  inquiry  is  often  made. 
There  is  a  general  fear  of  sudden 
death  in  this  disease.  Sudden  death  is 
not  common  except  in  patients  with 
aortic  incompetence  who  are  past  mid- 
dle life,  though  in  any  case  of  valvular 
disease  complicated  with  atheroma  it 
may  happen  from  failure  of  the  cor- 
onary circulation  or  cerebral  apoplexy. 
Emboli  thrown  off  from  an  affected 
valve  which  lodge  in  the  lungs  of 
brain  occasionally  cause  it.  And  it 
may  result  from  violent  over-exertion. 
But  usually  we  have  plenty  of  warn- 
ing, and  the  patient  approaches  his 
end  through  a  tedious  course  of  path- 
ological events  produced  by  the  in- 
creasing cardiac  failure  —  congestion 
of  the  lungs,  liver,  gastro-intestinal 
tract,  brain,  with  disturbance  of  their 
functions.  Often  death  is  caused  by 
these  secondary  conditions  or  by  in- 
tercurrent diseases. 

The  adzisability  of  always  guarding 
the  progtiosis  well  and  of  avoiding 
too  definite  statements  as  to  the  dura- 
tion of  life,  is  a  practical  point  which 
deserves  to  be  strongly  emphasized. 
The  prognosis  in  this  disease  is  never 
unqualifiedly  good,  and  frequently  it 
is  not  as  bad  as  it  seems.  Recoveries- 
of  compensation  which  seem  impossi- 
ble, sometimes  takes  place. 

So  much  for  the  general  subject  of 
the  prognosis  in  chronic  valvular  dis- 
ease. Xow  your  attention  is  asked  to 
a  feu  examples,  very  briefly  present- 
ed, of  the  making  of  the  prognosis  in 
particular  cases  of  that  disease.  These 
examples  arc  taken  from  among  cases 
which  I  have  recently  seen,  and  are 
not  offered  because  of  unusual  intrin- 
sic interest,  but  simply  as  practical 
illustrations  of  the  making  of  the 
prognosis.     The    correctness   of  the 
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prognoses  made  in  these  cases  can 
not,  of  course,  be  guaranteed,  because 
the  patients  are  yet  living. 

Case  I— Man  of  fifty-three.  Had  rheu- 
matic fever  at  eighteen  and  again  at  twenty- 
eight.  Actively  engaged  in  occupations  of 
ordinary  laboriousness.  and  entirely  free 
from  cardiac  symptoms  until  about  a  year 
ago.  when  he  began  to  have  attacks  of 
dyspnoea  and  precordial  oppression  after 
slight  exertion.  Some  of  these  attacks 
were  attended  with  great  weakness,  con- 
siderable precordial  pain,  and  rapid  and 
irregular  pulse.  He  was  treated  for  some 
time  for  dyspepsia.  When  first  seen  by  me 
about  four  months  ago,  there  was  found 
moderate  enlargement  of  the  heart,  chiefly 
of  the  left  ventricle,  an  intensified  apex 
beat,  diminished  pulmonary  second  sound, 
a  barely  audible  aortic  second  sound,  a  sys- 
tolic murmur  at  the  apex  transmitted 
toward  the  axilla,  upwards,  and  to  the 
right,  well  beyond  the  right  sternal  border, 
and  a  systolic  murmur  in  the  aortic  area 
transmitted  upwards.  The  pulse  was  fairly 
regular  except  for  occasional  hemisystoles, 
with  wave  showing  considerable  amplitude 
and  a  blunted  or  anacrotic  top.  The  blood 
pressure  was  150mm.  systolic,  and  oomm. 
diastolic.  The  arterial  walls  were  thick- 
ened. 

The  prognosis  in  this  case  is  bad. 
The  compensation  of  the  mitral  lesion, 
which  is  probably  of  old  rheumatic 
origin,  and  that  of  the  aortic  lesion, 
which  is  possibly  of  similar  origin,  is 
failing.  Probably  neither  lesion  was 
of  great  extent  originally,  but  arterio- 
sclerotic changes  are  now  taking 
place,  especially  in  the  aortic  valve, 
which  has  probably  become  incompe- 
tent as  well  as  stenotic.  The  attacks 
of  rapid  and  irregular  heart  action 
and  precordial  distress  following 
slight  exertion  point  to  involvement  of 
the  coronary  circulation  and  myocar- 
dial degeneration.  Although  the  pa- 
tient is  still  able  to  be  up  and  around 
and  to  attend  to  his  business  under 
great  restrictions  and  under  treatment 
has  even  improved  somewhat  as  re- 
gards the  frequency  and  severity  of 
the  attacks  of  dyspnoea  and  precor- 
dial distress,  it  is  unlikely  that  the  re- 
mainder of  his  span  of  life  will  exceed 
a  year,  and  the  possibility  of  a  sudden 
termination  i>  always  present. 

Cask  II — Boy  of  seventeen.  History  of 
Hindi  malaria.  Probably  no  rheumatic 
fever  or  scarlatina.  First  seen  by  me 
eighteen  months  ago,  when  he  exhibited 
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signs  and  symptoms  of  aortic  and  mitral 
incompetence  with  badly  ruptured  compen- 
sation. The  apex  beat  was  in  the  seventh 
interspace,  anterior  axillary  line,  and  the 
lungs  were  badly  congested.  After  four 
months  rest  in  bed  and  appropriate  treat- 
ment, compensation  was  completely  re- 
gained with  a  cor  bovinum,  the  apex 
being  in  the  sixth  interspace.  This  com- 
pensation was  well  maintained  up  to  about 
two  months  ago,  when,  after  shovelling  a 
little  coal,  shortness  of  breath  and  a  slight 
cough  developed  with  increased  rapidity  of 
the  pulse  and  marked  diminution  in  the 
distinctness  and  extent  of  audibility  of  the 
aortic  diastolic  murmur.  Compensation  was 
regained  this  time  with  comparative  ease 
but  the  mitral  murmur  persists  as  well  as 
the  aortic. 

The  prognosis  in  this  case  is  guard- 
edly bad.  The  aortic  incompetence  is 
probably  extensive,  and  the  mitral  in- 
competence, whether  primary  or 
secondary,  is  permanent.  The  pres- 
ent compensation  can  hardly  be  con- 
sidered stable.  The  years  of  this 
patient's  life  are  numbered,  and  the 
number  is  probably  small.  Just  how 
small  depends  largely  on  his  conduct 
and  the  care  he  receives. 

Case  III — Woman  of  twenty-five.  Rheu- 
matic fever  in  childhood  and  subsequent 
attacks  of  rheumatic  tonsilitis.  No  symp- 
toms of  cardiac  disease  noticed  until  about 
a  year  ago,  when  she  developed  at  first 
gradually  and  then  rapidly  symptoms  of 
ruptured  compensation.  When  first  seen 
by  me  at  this  time  her  heart  was  consid- 
erably dilated,  chiefly  in  the  transverse 
diameter,  and  systolic  murmurs  were  audi- 
ble in  the  mitral,  aortic  and  tricuspid  areas. 
There  was  congestion  of  the  lungs,  edema 
of  the  lower  extremities,  enlargement  of 
the  liver,  and  pulsation  of  the  veins  in  the 
neck.  The  pulse  was  small  and  very  irreg- 
ular. After  five  months  rest  in  bed  com- 
pensation was  recovered.  The  patient  then 
went  to  the  country  for  a  few  weeks  and 
returned  in  excellent  condition.  Four 
months  ago  she  had  the  grip,  and  rapid 
loss  of  compensation  followed.  Response 
to  treatment  this  time  has  been  very  slow. 
There  is  some  improvement  in  the  charac- 
ter of  the  pulse,  winch,  however,  is  still 
small  and  irregular,  but  the  dilatation  has 
not  materially  lessened,  and  the  tricuspid 
leak  does  not  close  up  as  it  did  before,  and 
the  congestion  of  the  kidneys  especially, 
and  of  the  liver  and  gastro-intestinal  tract 
in  less  degree,  seems  to  have  become 
chronic.  While  lying  in  bed,  cardiac  stim- 
ulants, carefully  regulated  diet  and  free 
purgation  keep  the  patient  in  fairly  com- 
fortable condition,  but  attacks  of  severe 
dyspnoea  and  of  very  rapid  and  irregular 
heart  action  are  precipitated  by  the  slight- 
est indiscretion. 


The  prognosis  in  this  case  is  bad. 
The  combination  of  aortic  stenosis 
and  mitral  incompetence,  which  in 
this  case  are  probably  both  primary, 
is  always  a  serious  one,  and  if  the 
tricuspid  incompetence  should  be  per- 
manent, which  seems  likely,  the  out- 
look is  without  hope.  The  failure  to 
respond  well  to  treatment  points  to 
much  weakness  of  the  myocardium 
or  to  dilatation  that  has  so  far  out- 
stripped hypertrophy  that  the  latter 
cannot  overtake  it.  Even  if  compen- 
sation should  be  recovered  in  this 
case  it  would  be  so  fragile  that  the 
patient  would  have  to  live  the  life  of 
an  invalid  until  the  final  cardiac 
breakdown  occurred,  which  could  not 
be  long  delayed. 

Case  IV — Woman  of  twenty-five.  Five 
months  before  I  saw  her  she  had  rheumatic 
pericarditis  and  endocarditis,  the  latter 
probably  limited  to  the  mitral  valve.  Re- 
covered from  this  sufficiently  to  be  up  and 
around  in  two  months.  One  month  later, 
had  a  miscarriage  and  lost  much  blood. 
Since  then  cardiac  insufficiency  has  steadily 
increased  in  spite  of  good  treatment.  When 
I  saw  her  she  was  very  anemic,  rather 
poorly  nourished,  with  edema  of  the  feet 
and  legs,  congestion  of  the  lungs,  enlarge- 
ment of  the  liver,  and  a  little  ascites. 
There  was  considerable  lateral  enlarge- 
ment of  the  heart  and  the  apex  was  in  the 
sixth  interspace.  There  was  a  systolic  mur- 
mur at  the  apex  transmitted  towards  the 
axilla  and  upwards.  The  first  sound  at  the 
apex  was  of  short  duration  and  the  second 
pulmonary  sound  was  accentuated.  The 
pulse  was  small  and  rapid  though  tolerably 
regular.  The  dyspnoea  was  so  great  that 
the  patient  was  unable  to  lie  down. 

The  prognosis  in  this  case  is  bad, 
not  on  account  of  the  site  and  extent 
of  the  lesion,  nor  even  necessarily  on 
account  of  the  degree  of  cardiac  fail- 
ure, but  because  of  the  poor  condi- 
tion of  the  myocardium  due  to  the 
extreme  and  suddenly  developed 
anemia  and  the  previous  weakening 
caused  by  the  pericarditis. 

Case  V — Woman  of  twenty-four.  In  the 
ninth  month  of  pregnancy  she  developed 
a  cough  with  some  dyspnoea  and  showed 
signs  of  congestion  at  the  base  of  the  left 
lung.  A  diagnosis  of  acute  phthisis  was 
made  and  immediate  forced  delivery  recom- 
mended. Shortly  after  this  I  saw  the  case 
and  found  a  distinct  presystolic  thrill  and 
murmur  at  the  apex,  accentuated  pulmon- 
ary second  sound,  and  enlargement  of  the 
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right  ventricle,  and  made  a  diagnosis  of  old 
mitral  stenosis  with  compensation  broken 
down  under  the  burden  of  pregnancy.  Rest 
m  bed  and  cardiac  stimulants  carried  the 
patient  safely  through  the  short  remaining 
period  of  pregnancy,  and  the  child  was 
born  without  accident.  'Two  months  later 
the  signs  in  the  lungs  had  entirely  disap 
peared  and  the  patient  was  apparently  as 
well  as  ever. 

The  prognosis  in  this  case  is  not  as 
good  as  it  would  appear  at  first  sight. 
The  restored  compensation,  though 
apparently  perfect,  does  not  find  the 
heart  as  strong  as  it  was  he  fore  the 
breakdown,  and  the  natural  tendency 
of  this  valvnlar  deformity  to  become 
more  pronounced  by  the  gradnal  con- 
striction  of  the  mitral  orifice  makes 
the  outlook  necessarily  grave.  Most 
cases  of  mitral  stenosis  in  adnlts  die 
in  the  fourth  decade,  and  this  patient 
could  not  expect  a  better  prognosis 
than  the  average,  but  rather  a  worse 
one.  Of  course  if  she  were  allowed 
to  become  pregnant  again  the  prog- 
nosis would  be  very  much  worse. 

Case  VI — Girl  of  seven.  Had  been  in 
bed  two  mouths  with  signs  and  symptoms 
of  mitral  incompetence  following  acute 
rheumatic  fever  with  lost  compensation 
when  I  first  saw  her.  Then  the  area  of 
cardiac  dullness  was  considerably  enlarged 
laterally,  the  apex  beat  was  diffuse,  the 
first  sound  at  the  apex  was  short,  the  pul- 
monary second  sound  was  strongly  accen- 
tuated, and  there  was  a  systolic  murmur 
at  tlu-  apex  transmitted  into  the  axilla. 
After  two  months  more  in  bed  the  dilata- 
tion was  less,  and  the  first  sound  at  the 


apex  was  more  muscular  in  quality,  though 
the  murmur  persisted.  The  child  was  then 
allowed  to  get  up.  Three  months  later, 
when  I  again  saw  the  child,  she  was  plump 
and  rosy  and  the  murmur  could  not  be 
heard. 

The  prognosis  in  this  case  is  guard- 
edly good.  Adverse  factors  are,  the 
patient's  youth  with  its  liability  to  re- 
currences of  rheumatic  fever  and 
susceptibility  to.  other  acute  diseases, 
the  strain  of  growth,  and  the  danger 
of  indiscretions.  Favorable  factors 
are,  the  apparently  slight  extent  of  the 
valvular  deformity  and  the  complete- 
ness of  compensation,  and  the  intelli- 
gence and  comfortable  circumstances 
of  the  parents,  who  will  spare  no  care 
or  expense  in  safe-guarding  the  pa- 
tient (hiring  the  perilous  period  of 
childhood  and  youth. 

In  this  case  it  might  be  claimed 
that  a  complete  recovery  from  an  un- 
doubted organic  valvular  lesion  of 
several  months  standing  had  taken 
place,  but  the  disappearance  of  the 
murmur  is  not  satisfactory  evidence 
that  the  valve  has  returned  to  its 
normal  condition,  but  only  that  it  has 
been  made  to  coapt  sufficiently  well 
to  prevent  leakage  enough  to  produce 
audible  vibrations.  Possibly  this 
has  been  effected  by  increased  systolic 
contraction  of  the  auriculoventricular 
ring. 

U30  Pacific  Street. 


KORSAKOFFS'  PSYCHOSIS. 

WITH  ANALYSIS  OF  NINETEEN  CASES.* 

By  O.  M.  DEWING,  M.D., 

Superintendent  <>f  the  Long  Island  State  Hospital, 
BROOKLYN-NEW  YORK. 


THERE  has  been  some  difference 
of  opinion  in  regard  to  the 
-tat  11^  of  this  mental  affection, 
and  a^  to  whether  it  is  sufficiently  well 
defined  to  warrant  designation  as  a 
separate  and  distinct  psychosis.  With- 
out entering  the-e  disputes,  it  is  Suffi- 
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cienl  to  -a\  that  whether  it  be  a  dis- 
tinct pathological  entity  or  not.  it  is 
certainly  a  syndrome  with  such  a  well- 
marked  symtomatolqgy  as  to  warrant 
separate  classification  and  study. 

The  occurrence  of  this  psychosis 
was  noted  in  medical  literature  as 
early  as  the  middle  of  the  last  century, 
and  in  this  country  it  was  touched  on 
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by  Mills  and  M.  Allen  Starr,  but  no 
adequate  and  detailed  study  was  pub- 
lished until  1887,  when  Korsakoff 
wrote  his  first  description  of  it. 
These  early  observations  seem  to 
take  into  account  only  the  alcoholic 
origin  of  the  trouble,  but  later  on  other 
observers  noted  that  infections,  ex- 
haustions and  intoxications  other  than 
with  alcohol,  may  give  rise  to  the  af- 
fection. 

Owing*  to  the  diverse  etiology  aris- 
ing as  just  stated,  either  on  the  basis 
of  an  infection,  an  exhaustion  or  an 
intoxication,  it  is  probable  that  the 
common  mechanism  in  the  production 
of  the  syndrome  is  an  auto-intoxica- 
tion. This  does  not  prevent  our  as- 
suming' that  in  alcoholism  the  direct 
toxic  effect  of  the  poison  may  also  be 
a  large  element. 

Korsakoff's  psychosis,  frequently 
called  the  polyneuritic  psychosis,  con- 
sists of  a  psychosis  associated  with  a 
polyneuritis.  Now*  and  then  cases  are 
described  where  no  polyneuritis  is  ob- 
served. I  do  not  feel  that  we  can  say 
dogmatically  that  in  such  cases  there 
must  have  been  a  polyneuritis  which 
was  not  discovered,  but  I  believe  the 
majority  of  careful  observers  are  of 
the  opinion  that  there  is,  or  has  been, 
a  polyneuritis  in  some  degree  in  all 
cases. 

The  psychosis  is  characterized  by  a 
failure  of  memory,  both  retrograde 
and  anterograde,  by  fabulations  and 
imaginary  reminiscences  which  fill  in 
amnesic  gaps,  and  frequently  in  the 
early  stages  of  the  case,  by  hallucina- 
tions and  delusions.  In  the  early 
stages  there  is  sometimes  agitation 
and  considerable  anxiety,  with  well- 
marked  hallucinations,  so  that  at  this 
^tage  the  resemblance  to  delirium  tre- 
mens has  been  noted.  Afte-r  a  few 
days,  these  acute  manifestations  pass 
away,  leaving  disorientation  and  the 
characteristic  memory  defects,  with 
usually  the  striking  fabulations  and 
imaginary  reminiscences  which  are 
among  the  most  constant  and  charac- 
teristic features  of  the  psychosis.  As 
I  have  said,  the  amnesia  is  of  both  a 
retrograde  and  anterograde  character, 
that  is,  the  patients  not  only  become 


amnesic  for  past  events,  which  we 
may  assume  were  originally  well  fixed 
in  the  memory,  but  they  also  seem  to 
lose  the  power  of  fixation  for  present 
happenings.  The  latter  condition, 
which  we  term  anterograde  amnesia 
is  the  most  characteristic  element  in 
the  psychosis.  The  polyneuritis  some- 
times precedes  the  psychosis,  but  usu- 
ally it  develops  coincidently  with  it.  It 
does  not  differ  in  its  symptomatology 
from  other  severe  forms  of  polyneu- 
ritis. There  is  ordinarily  a  partial  or 
complete  paralysis  of  the  extremities, 
especially  the  legs,  with  lightning 
pains,  abolition  of  deep  reflexes,  great 
tenderness  of  the  affected  extremities, 
especially  over  the  nerve  trunks,  btit 
sometimes  there  are  areas  of  anesthe- 
sia. 

The  general  physical  condition  of 
the  patient  is,  as  a  rule,  very  bad, 
and  frequently  there  are  other  organic 
lesions,  such  as  cirrhosis  of  the  liver, 
endocarditis  and  Bright's  disease,  all 
of  which  are  the  result  of  the  causes 
which  are  responsible  for  the  polyneu- 
ritic psychosis.  It  is  usual  for  these 
patients  to  be  brought  to  the  hospital 
on  a  stretcher,  with  foot  and  wrist 
drop,  suffering  much  pain  and  in  such 
a  bad  condition,  as  a  result  of  inter- 
current and  accompanying  diseases, 
that  they  die  within  a  few  weeks, 
sometimes  within  a  day  or  two. 

Those  who  do  not  die  from  accom- 
panying and  intercurrent  diseases  al- 
most invariably  greatly  improve,  both 
in  regard  to  mental  symptoms  and  in 
regard  to  the  neuritis,  but  a  very  few 
entirely  recover. 

When  recovery  does  take  place,  it 
is  usually  within  six  to  twelve  months. 
The  others  finally  pass  into  a  chronic 
state,  in  which  the  neuritis  appears  to 
have  nearly,  if  not  quite  cleared  up,  but 
mentally  the  patient  shows  traces  of 
the  acute  psychosis  in  a  certain  amount 
of  amnesia  and  psychic  defect  which 
finally  tends  toward  dementia.  The 
polyneuritic  psychosis  is  most  likely 
to  be  confused  with  general  paresis. 
The  differentiation  consists  in  the  his- 
tory of  a  definite  exciting  cause,  rapid 
onset,  with  the  accompanying  poly- 
neuritis and  characteristic  disorders 
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of  memory,  frequently  the  apparent 
lucidity  of  the  patient  and  the  lack  of 
speech  disturbances.  In  the  polyneu- 
ritic psychosis  the  memory  is  much 
more  affected  than  the  judgment. 
In  general  paresis  the  judgment  is 
as  likely  to  be  as  much  affected  as 
the  memory. 

Since  October  i,  1905,  nineteen 
cases  of  this  psychosis  have  been  ad- 
mitted at  the  Long  Island  State  Hos- 
pital, and  1  herewith  present  abstracts 
of  two  of  these  cases  and  an  analysis 
of  the  nineteen  cases. 

Case  i.    Admitted  November  1,  1907. 

Wife  gives  following  account  of  family 
history,  personal  history  and  onset  of  psy- 
chosis : 

F.  H.  Father  died  in  England  at  80 
years,  of  old  age;  mother  died  of  cancer 
of  left  breast.  Insanity,  alcoholism,  etc.,  in 
family,  denied. 

P.  H.  Born  in  Oxfordshire,  England; 
55  years  of  age;  in  U.  S.  30  years;  Prot- 
estant; butler;  has  drunk  liquor  excess- 
ively; had  jaundice  about  ten  or  twelve 
years  ago;  married;  wife  had  two  mis- 
carriages ;  one  child  died  six  hours  after 
birth  ;  one  son  living. 

Onset  of  psychosis:  Since  last  June  pa- 
tient has  been  failing  in  health;  appetite 
poor;  in  September,  1907,  he  complained 
of  weakness  in  his  legs.  Memory  has  been 
failing  gradually;  six  weeks  ago  he  was 
unable  to  walk  and  was  put  to  bed.  Three 
week  ago  he  was  taken  to  St.  Mary's 
hospital  where  he  remained  two  weeks 
and  was  then  sent  to  the  Kings  County 
Observation  Ward.  While  at  home  he  had 
some  hallucinations  of  sight,  saw  dogs 
and  little  eyes  in  the  room  ;  mistook  a  bas- 
ket for  a  parrot;  imagined  he  was  out 
every  day  working,  etc. 

November  1,  1907.  On  admission:  Pa- 
tient was  brought  from  the  Kings  County 
Observation  Ward  on  a  stretcher.  Could 
scarcely  walk  without  assistance ;  has  a 
dull,  stupid  expression  :  shows  little  appre- 
ciation of  time  or  place;  is  orderly,  tract- 
able, and  complies  readily  with  requests 
made  of  him.  Hi--  orientation  for  time  and 
place  is  poor.  Coninnally  changes  his 
Statements  in  regard  to  year  and  month, 
also  in  regard  to  place  where  he  now  is, 
one  moment  stating  that  he  is  in  England 
and  in  the  next  stating  thai  he  is  in  Amer- 
iea.  Mis  grasp  on  recent  and  remote  past 
is  poor;  his  grasp  on  school  knowledge  is 
poor,  lb-  is  unable  to  multiply  6x8  or  ~x>)\ 
he  has  some  insight  into  his  condition, 
stating  that  he  believes  that  he  is  a  little 
in>ane  ami  that  his  memory  is  very  poor. 

N'o  evidence  of  delusions  can  be  obtained. 
H<  j-  not  positive  about  hallucinations,  if 
be  has  them,  be  forgets  them  so  soon  that 
it  is  impossible  to  make  them  out. 


Physical  Status:  A  fairly  well  developed 
man ;  ears  abnormal ;  palate  high ;  face 
asymmetrical;  general  nutrition,  fair; 
papulo  pustular  acne ;  says  he  had  a  spe- 
cific sore  when  16  or  17  years  of  age. 
Eyes  show  slight  lateral  nystagmus ;  pupils 
average  size,  react  to  light  and  accommo- 
dation. Cutaneous  sensibility  to  pain  in 
places  absent  over  legs;  knee,  wrist  and 
elbow  jerks  absent;  some  weakness  and 
atrophy  of  flexor  muscles  of  the  feet,  also 
the  flexor  muscles  of  the  hand;  slight 
tremor  of  the  hands. 

The  following  conversation  will  illustrate 
his  disorientation,  memory  defects  and 
characteristic  fabulation : 

November  1.  1907 — What  is  the  name  of 
this  place?  "This  is  the  Young  Ladies' 
Christian  Association." 

Where  is  it  located?  "Located?  Oh,  in 
the  slums  of  England." 

Near  what  city  is  it?  "Near  what  city? 
Bloomin'  London." 

What  year  is  this?  "What  vear  is  this? 
Well,  I  don't  know." 

Which  is  this,  England  or  America? 
"They  call  it  America,  isn't  it?  Yes,  this 
is  America,  this  is  New  York." 

What  have  you  been  doing  this  morning? 
"I  have  been  to  Liverpool,  been  on  a  boat 
there  and  walked  around  the  street  a  little." 

December  7.  1907 — How  long  have  you 
been  living  in  this  place?  "In  this  hospital, 
sir,  Oh  a  little  over  a  week,  I  should  say." 

What  have  you  been  doing  this  morning? 
"I  went  to  Oxford  and  saw  a  doctor." 

Oxford,  England?  "Yes." 

What  was  the  doctor's  name?  "I  think 
his  name  was  Dr.  Morris." 

That  was  this  morning?  "Yes." 

You  were  in  Oxford?  "Yes  sir,  they 
gave  me  some  quinine  and  put  me  to  bed, 
and  I  staid  there  two  or  three  hours." 

What  is  the  name  of  this  hospital?  "I 
was  just  trying  to  think  of  it;  it  is  opposite 
the  depot  at  the  back  of  Lexington  Ave- 
nue." 

New  York  ?    "Yes,  New  York." 

Have  you  had  something  good  to  drink 
this  morning?    "Oh  yes,  several  drinks." 

What  did  you  start  off  on?  "I  had  a 
drink  of  Plymouth  gin  to  start  with." 

Where  is  this  hospital  located?  "Locat- 
ed? Well,  to  the  best  of  my  memory,  in 
( ).\  fordshire." 

Have  you  ever  been  out  of  England? 
"Out  of. England?  This  is  America,  sir,  I 
am  out  of  England  now." 

W  here  did  you  have  your  dinner  yester- 
day?   "I  had  it  in  a  hospital  where  I  wa- 
in Oxford.     I  forgot  the  name  of  the  bos 
pital." 

Where  is  your  home?  "In  Clifton-Hamp- 
ton by  Cullen  Station,  about  a  quarter  of  a 
mile  from  Cullen  Station,  yes  sir." 

December  17,  1907 — Is  confined  to  bed  on 
account    of    his    inability    to    walk.  Con- 

Bciousness  clear.    He  understands  perfectly 

what  is  said  to  him.  Is  completely  dis- 
oriented.    Is  tinable  to  tell  the  year,  month, 
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day  of  week  ;  thinks  he  is  in  a  hospital  in 
Abingdon,  England,  which  is  about  twelve 
miles  from  Oxford.  Shows  many  falsifica- 
tions of  memory.  Relates  with  consider- 
able detail  a  trip  to  Oxford  yesterday  in 
search  of  work,  being  taken  ill  and  con- 
sulting a  physician  there  who  told  him  to 
go  to  the  hospital  to  be  treated ;  again 
states  that  he  has  been  with  his  wife  all 
the  time,  that  she  administers  the  medicine 
to  him,  that  he  took  the  last  he  had  yester- 
day ;  states  that  he  has  had  chills  and  fever 
for  years,  that  he  has  a  chill  almost  every 
.day,  and  has  been  taking  quinine  for  them ; 
that  he  had  some  yesterday,  that  it  goes  to 
his  head  and  makes  him  very  dizzy.  When 
reminded  that  this  is  Brooklyn,  he  corrects 
his  mistakes  and  says  that  of  course  he  is 
in  America,  has  not  been  in  England  for 
several  years.  He  is  emotionally  indiffer- 
ent. Physically,  he  is  unable  to  walk  on 
account  of  the  polyneuritis.  Complains  of 
a  great  deal  of  pain  and  tenderness  in  the 
muscles  and  over  the  trunks  of  the  nerves 
in  the  lower  extremities,  also  some  in  the 
upper  extremities.  Pupils  are  equal,  dilat- 
ed, respond  to  light,  eyes  show  slight  nys- 
tagmus; knee-jerks  are  lost. 

Case  2.    Admitted  March  16,  1907. 

The  following  family  and  personal  his- 
tory, and  account  of  onset  of  psychosis 
was  obtained  from  sister-in-law: 

F.  H.  Father  and  mother  both  dead ; 
causes  of  death  unknown  ;  both  over  fifty 
years  of  age  when  they  died  ;  one  brother 
died  of  consumption  at  about  thirty  years. 

P.  If.  Born  in  Ireland  ;  about  30  years 
old ;  came  to  New  York  when  about  18 
years  of  age ;  married  10^2  years ;  three 
children  ;  has  suffered  from  several  induced 
miscarriages;  menstruation  regular,  but 
painful.     Husband  a  drunkard. 

Onset  of  Psychosis:  Prior  to  marriage 
did  not  drink,  but  since  that  time  has  been 
regularly  over-indulging.  Would  take  it 
instead  of  breakfast.  A  year  ago  had  an 
attack  of  gastritis  ;  lost  use  of  lower  limbs  : 
was  in  bed  about  a  month. 

In  August,  1906,  had  another  attack  with 
loss  of  power  in  legs  and  some  symptoms 
of  mental  trouble.  Had  hallucinations; 
was  not  drinking  at  the  time. 

It  was  stated  by  relatives  at  the  Kings 
County  Observation  Ward  that  she  had 
been  acting  strangely  for  the  past  six 
months;  that  she  would  roam  about  the 
streets,  neglect  her  children  and  was  care- 
less in  her  dress. 

On  admission,  came  quietly  to  hospital. 
Conducted  herself  well.  Emotional  tone, 
normal  ;  no  evidence  of  delusions  or  hal- 
lucinations; fairly  well  oriented  as  to 
time,  place  and  person.  Knew  this  was  a 
hospital,  but  did  not  know  the  nature  of  it. 

Grasp  on  remote  past  is  impaired,  show- 
ing some  memory  defects  regarding  dates. 

Grasp  on  immediate  past  shows  memory 
defects.  Forgot,  until  it  was  called  to  her 
attention,  that  she  had  been  in  Court  yes- 


terday. Had  no  recollection  of  having 
been  to  Metropolitan  Hospital  on  Black- 
well's  Island,  where  she  was  taken  last 
year.  Says  she  Went  to  Ireland  three 
years  ago  taking  her  children  with  her; 
this  statement  is  pronounced  a  fabrication 
by  her  relatives. 

Ordinary  school  knowledge  entirely  lack- 
ing, probably  due  to  very  defective  educa- 
tion, but  calculates  promptly  and  accurately 
simple  sums.  Writes  her  name  slowly 
and  with  marked  tremor ;  is  able  to  read 
slowly,  mispronouncing  words,  but  after 
two  minutes  was  totally  unable  to  give 
any  account  of  what  she  had  read.  Could 
not  remember  the  number  "387,"  giving  in 
place  of  it  ''1907"  after  30  seconds;  has 
partial  insight  as  to  her  condition,  and 
appreciates  memory  defects. 

P.  E.  Some  slight  lateral  nystagmus ; 
no  weakness  of  internal  rectus;  punils  nor- 
mal ;  react  promptly  to  light  and  accommo- 
dation ;  tactile  cutaneous  sensibility,  nor- 
mal ;  reacts  promptly  to  pin  pricks ;  heat 
and  cold  sense,  normal  ;  stereognostic 
sense,  normal ;  no  tenderness  of  nerve 
trunks  or  muscles  on  pressure. 

The  following  conversation  illustrates 
her  memory  defects  and  tendency  to  fabu- 
lation  : 

March  23,  1907 — How  old  are  you? 
"28." 

When  did  you  come  to  America?  "Last 
April." 

How  long  had  you  been  away?  "Three 
years." 

Who  was  with  you?    "The  children." 

When  did  you  first  come  to  America? 
"About  nine  years  ago"  (previously  had 
said  8  years). 

When  were  you  married?  "Two  years 
after  coming  here"  (previously  had  said  9 
years). 

Plow  old  are  you  now?    "I  am  29." 

How  old  were  you  when  you  married? 
"Well,  I  guess  I  was  20  or  21"  (previously 
had  stated  19). 

April  16,  1907 — When  is  the  last  time 
you  were  in  Ireland?  "About  two  months 
ago." 

How  long  did  you  stay  there  ?  "Over  a 
year." 

What  boat  did  you  go  over  on?  "I 
don't    remember    the  name." 

Tell  me  how  you  returned.  "I  went  over, 
to  Liverpool  and  took  the  boat  there." 

What  was  the  name  of  the  boat?  "The 
City  of  Rome." 

Are  you  sure  about  that?  "Yes,  quite 
sure." 

December  17,  1907 — No  evidences  of  neu- 
ritis can  be  demonstrated  at  the  present 
time.  The  elbow  and  knee  and  Achilles 
jerk  are  not  obtained,  but  patient  is  unable 
to  release  sufficiently  to  determine  accu- 
rately whether  or  not  they  are  still  present. 
Is  able  to  get  about  well  unassisted  and 
works  around  the  ward.  Lateral  nystagmus 
present.  Cutaneous  sensibility  normal.  Men- 
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tally,  condition  has  not  changed  since  ad- 
mission. She  is  fairly  well  oriented,  but 
still  shows  exactly  the  same  fabrications 
and  memory  defects  that  she  formerly  did. 

Of  these  nineteen  cases,  there  is  a 
definite  history  of  alcoholism  in  six- 
teen, and  the  other  three  cases  are 
also  probably  alcoholic.  In  one  of 
the  three  (No.  8),  there  was  nausea 
and  vomiting,  gastritis  and  cirrhosis 
of  the  liver,  indicating  the  great  prob- 
ability of  alcoholic  etiology.  In  an- 
other one  of  the  three  (No.  7),  we 
could  obtain  no  history  whatever,  and 
in  the  remaining  one  of  the  three 
(No.  9),  alcoholism  was  denied. 
There  was  a  marked  polyneuritis 
present  in  these  three  cases.  These 
findings  show  the  preponderance  of 
alcohol  in  the  etiology. 

In  eighteen  cases  we  find  a  poly- 
neuritis ranging  from  foot  and  wrist 
drop,  great  pain  and  abolition  of  deep 
reflexes  on  the  one  hand,  to  a  slight 
hut  definite  and  unmistakahle  tender- 
ness over  the  nerve  trunks,  on  the 
other.  A  majority  of  these  patients 
were  brought  to  the  hospital  on  a 
stretcher  on  account  of  the  extensive 
polyneuritis.  In  the  remaining  case 
(No.  17),  the  patient  was  in  a  very 
weak  condition  as  a  result  of  chronic 
endocarditis.  There  was  very  little 
history  obtainable,  and  he  died  four 
days  after  admission.  There  was  a 
history  of  attacks  of  rheumatism  and 
hi-  knee  jerks  were  abolished.  In  all 
probability  he  had  a  polyneuritis. 
These  findings  go  to  sustain  the  con- 
tention that  in  a  considerable  series  of 
cases  very  few  will  he  found  without 
the  polyneuritic 

In  eighteen  cases  the  tabulations 
and  imaginary  reminiscences  were 
found  markedly  present.  In  the  re- 
maining ca^e  (No.  8),  without  tabu- 
lations, there  was  a  marked  loss  of 
memory.  Patient  was  feeble  and  un- 
able to  work  as  a  result  of  polyneu- 
ritis. There  was  normal  emotional 
tone1  and  no  hallucinations  or  delu- 
sion-. Patienl  was  fairly  oriented, 
giving  good  account  of  remote  past, 
hut  showed  memory  defects  as  to  im- 
mediate past  pretention  of  impressions 
was  nil.    There  was  no  insight.  So, 


out  of  nineteen  cases,  we  find  the  fab- 
rications in  eighteen. 

Twelve  of  the  nineteen  cases  show 
marked  hallucinations,  usually  both 
visual  and  tactile,  and  two  show  well- 
marked  delusions  in  addition  to  the 
fabrications  and  imaginary  reminis- 
cences which  have  been  described. 

In  seventeen  eases  the  orientation 
for  time  and  place  was  poor;  in  most 
eases,  almost  nil.  In  the  remaining 
two  cases  it  was  fairly  good. 

Retrograde  amnesia  or  loss  of 
memory  for  the  remote  past  was 
markedly  present  in  fourteen  cases. 
In  four  cases  it  was  present  in  a  less 
degree  and  in  one  case  it  was  not 
found.  Anterograde  amnesia  or  loss 
of  memory  for  the  immediate  past, 
resulting  from  lack  of  power  of  fix- 
ation was  markedly  present  in  seven- 
teen cases  and  less  markedly  in  two 
cases;  in  most  of  the  seventeen  cases 
it  was  almost  nil. 

Retention  was  very  poor  or  nil  in 
seventeen  cases  and  defective  in  two. 
School  knowledge  and  knowledge  of 
general  topics,  with  which,  consider- 
ing the  patient's  environment  he 
should  be  acquainted,  was  very  poor 
in  eighteen  cases.  In  one  case  it  was 
fair. 

In  connection  with  the  profound 
memory  defects  which  have  been 
noted,  it  i^  interesting  to  remark 
that  calculation  or  the  ability  to  do 
simple  sums,  count  backward,  etc., 
was  good  in  five  cases,  fair  in  one 
case,  poor  in  ten  cases,  and  in  the  re- 
maining cases  the  patients  were  too 
prostrated  or  were  unwilling  to  co- 
operate. 

The  emotional  status  was  normal  or 
apparently  so  in  five  cases.  There  was 
depression  in  eleven  cases,  indiffer- 
ence in  three  cases. 

There  was  no  insight  on  the  part  of 
the  patients  into  the  patient's  mental 
condition  in  sixteen  cases,  hut  in  three 
cases  there  was  some  degree  of  in- 
sight. 

Six  of  the  nineteen  cases  died  with- 
in one  year  after  the  onset  of  the  psy- 
chosis, and  two  others  died  within  two 
years.  The  causes  of  death  were, 
typhoid    fever   one,   cirrhosis  of  the 
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liver  one,  phthisis  pulmonalis  one, 
exhaustion  one,  chronic  endocarditis 
four.  In  all  the  cases  of  endocardi- 
tis and  in  most  of  the  others,  there 
were  also  present  the  symptoms  of 
general  arterial  involvement  which  we 
might  expect  in  cases  dying  indirectly 
as  the  result  of  chronic  alcoholism. 

Three  cases  have  recovered.  One 
(No.  16),  was  apparently  an  absolute 
recovery,  without  memory  defects,  the 
other  two  (Nos.  4  and  5),  were  dis- 
charged with  slight  memory  defects 
but  they  were  able  to  go  out  to  their 
families  and  take  up  the  burden  of 
daily  work  as  housewives.  The  facts 
in  these  cases  are  worth  noting.  No. 
5,  aged  44,  was  a  hard  drinker  of 
whiskey  and  beer  for  fourteen  years 
prior  to  the  attack.  For  eight  years 
she  had  had  attacks  of  what  was 
called  rheumatism.  In  the  last  attack 
she  developed  the  psychosis  and  was 
brought  to  the  hospital.  Was  brought 
on  a  stretcher  and  was  absolutely 
helpless  as  a  result  of  extensive  poly- 
neuritis. She  was  disconnected,  dis- 
oriented, showed  profound  memory 
defect  and  tabulation ;  no  insight  ; 
muscles  of  arms  and  legs  were  atro- 
phied ;  loss  of  control  of  the  bladder ; 
mouth  and  gastro-intestinal  tract  in 
very  foul  condition.  Had  to  be  tube 
fed.  Was  discharged  at  the  end  of 
five  months  quite  well  and  strong  with 
the  exception  of  slight  memory  de- 
fects. I  have  a  letter  from  her  hus- 
band, dated  December  16,  1907,  say- 
ing that  she  was  apparently  entirely 
well  and  able  to  attend  to  her  house- 
hold duties:  that  her  memory  is  excel- 
lent and  that  she  is  quiet  and  shows  no 
signs  of  irritability. 

Case  4,  aged  33,  has  been  a  hard 
drinker  of  beer  and  whiskey  for  the 
past  five  years.  During  the  six 
months  prior  to  her  attack,  was  tak- 
ing 4  oz.  daily  of  paregoric  ;  when  she 
could  obtain  none  of  this  she  would 
drink  soothing  syrup.  In  this  case 
an  additional  element  in  the  etiology 
was  worry  over  the  accidental  death 
of  her  child.  Finally  her  memory  be- 
gan to  fail ;  she  had  numerous  hallu- 
cinations of  sight  and  hearing ;  began 
to  make  misstatements  and  exaggera- 


tions. She  was  brought  to  the  hos- 
pital on  a  stretcher,  December  23, 
1905.  Emotional  tone  was  normal. 
Made  numerous  contradictory  state- 
ments ;  filled  in  amnesic  gaps  with  fab- 
rications. There  was  tenderness  over 
both  ulna  nerves ;  pain  on  pressure 
over  whole  course  of  sciatic,  popli- 
teal, anterior  and  posterior  tibial 
nerves.  Elbow,  wrist  and  patella 
reflexes  markedly  diminished.  This 
patient  recovered  completely  from 
the  neuritis  and  was  discharged  as 
recovered,  with  slight  memory  defect, 
August  13,  1906. 

I  have  just  received  the  following 
letter  from  her  husband  in  regard  to 
the  present  status  of  the  case : 

"December  22,  1907. 
O.  M.  Dewing,  M.D.: 

Dear  Sir — My  wife  has  improved 
very  much  since  she  came  home.  She 
takes  care  of  our  six-room  flat  and 
does  her  own  washing,  ironing  and 
cooking,  besides  she  makes  clothes 
for  the  smaller  children.  Her  mem- 
ory is  not  so  good,  but  it  is  better  than 
a  year  ago.  When  she  came  home, 
for  the  first  month  or  so,  she  would 
send  one  child  to  the  store  for  an 
article  and  then  send  another  in  a 
few  minutes  for  the  same  thing.  She 
was  always  mislaying  her  pocket- 
book,  so  I  got  her  a  large  tin  box 
with  a  lock  and  key,  and  she  put  her 
pocket-book  and  other  small  things 
which  she  needs  in  the  box  and  she 
does  not  have  so  much  trouble  look- 
ing for  them. 

Yes,  she  is  irritable,  the  children 
annoy  her,  and  she  gives  them  a  scold- 
ing. 

I  think  she  looks  very  much  better 
than  she  did  six  months  before  she 
went  to  the  hospital.  During  that 
time  she  had  an  ashy  look  and  her 
body  was  cold,  her  fingers  would 
close  and  somebody  would  have  to 
open  them  for  her.  She  lost  a  two- 
months'  old  baby  in  July,  1905,  and 
was  taken  sick  the  16th  day  of  De- 
cember, 1905. 

When  she  arises  in  the  morning  she 
staggers  a  little  and  sometimes  dur- 
ing the  day  she  also  staggers.  The 
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pains  in  her  feet  do  not  occur  any 
more ;  she  has  a  good  appetite. 

By  the  way,  she  gave  birth  to  a 
fine  little  girl  on  the  17th  of  last 
month.  Both  are  doing  well.  She 
has  lots  of  milk  for  the  baby. 

T  made  her  eat  plenty  of  fruit  for 
the  last  year  and  I  think  it  helped  her 
a  lot.  She  does  all  her  own  shopping 
and  can  go  anywhere  without  assist- 
ance. 

To  sum  all  up  I  think  she  has  done 
very  well  indeed.  She  forever  praises 
your  institution  and  threatens  to  go 
hack  when  she  gets  mad. 

She  wishes  to  be  remembered  to 
Dr.   . 

Wishing  you  a   Merry  Christmas 
and  a  Happy  New  Year,  1  remain, 
Yours  respectfully, 

A.  W. 

P.  S. — T  have  moved  three  times 
within  a  year  and  a  half." 

The  remaining  eight  cases  have  all 
greatly  improved.  One  of  them  has 
entirely  recovered  from  the  neuritis 
and  two  of  them  have  nearly  or  prac- 
tically recovered.  The  neuritis  in  the 
others   has  greatly   improved.  The 


mental  condition  in  all  these  eight 
cases  has  improved  and  in  only  two 
cases  can  I  now  get  well  marked  fab- 
rications, but  the  memory  defects  are 
present  in  a  marked  degree. 

The  treatment  has  consisted  in  good 
nursing  in  bed,  nourishing  diet  adapt- 
ed to  the  patient's  condition,  treatment 
aimed  at  cleaning  up  the  alimentary 
tract;  protection  of  the  painful  limbs 
witli  cotton  and  placing  them  in  a 
cradle  to  avoid  pressure  from  the  bed- 
clothing,  strychnine  and  other  tonics 
and  the  application  of  the  faradic 
current  to  the  atrophied  muscles.  In 
regard  to  the  application  of  the  fara- 
dic current,  I  would  specially  call 
attention  to  the  fact  that  much  pa- 
tience is  necessary,  as  several  weeks 
may  elapse  before  any  reaction  is  ob- 
tained, but  if  the  treatment  is  per- 
sistently applied,  reaction  is  finally 
obtained  and  the  atrophied  muscles 
are  then  built  up  into  good  condition 
so  that  very  satisfactory  use  of  the 
limbs  can  be  obtained,  providing  the 
patient  does  not  die  from  some  ac- 
companying or  intercurrent  organic 
disease. 


THE  CORPUS  LUTEUM  OF  GESTATION. 

By  WILLIAM  L.  CHAPMAN,  M.D., 

( )l)stetrician  to  the  Iiushwick  Hospital, 
BROOKLYN-NEW  YORK 


THE  development  of  the  Graafian 
follicle  may  be  outlined  briefly 
as  follows:  The  ovary  may  first 
be  recognized  during  the  sixth  week 
of  the  developing  embryo,  when  it  ap- 
pears as  an  irregularly-rounded  mass 
of  germinal  epithelium,  enclosed  in  a 
layer  of  mesothelium  from  the  uro- 
genital ridge.  From  this  time  until 
the  third  month,  which  is  the  age  of 

sex  differentiation,  the  change  which 

ha-  taken  place  in  the  ovary  consists 
Of   an   ingrowth   of   strata    from  the 

surrounding  mesothelium  which  di- 
vide   the    germinal    epithelium  into 

small  groups  <»f  cells.  From  these 
latter  the  ( iraafian    follicle  is  devel- 


oped in  the  following  manner:  One 
cell  of  the  germinal  epithelium  sud- 
denly enlarges  and  continues  to  grow 
until  it  eventually  becomes  the  ovum 
of  maturation.  When  this  cell  begins 
to  enlarge,  the  remaining  cells  split 
into  two  groups;  one  set  surrounds 
the  OVUm  forming  the  discus  pro- 
ligerous,  while  the  other  set  forms  the 
membrana  granulosa  or  inner  lining 

of  the  Graafian  follicle.  The  cleav- 
age cavity  thus   formed  becomes  the 

cavity  of  the  Graafian  follicle  which 
contains  the  liquor  folliculi. 

The  fully-developed  (Iraafian  folli- 
cle consists  of  a  matured  or  maturing 
OVUm,  surrounded  by  its  discus  pro- 
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ligerous  and  liquor  folliculi,  and  these 
in  turn  surrounded  by  a  fibro-vascular 
capsule.  This  sheath,  or  capsule,  con- 
stitutes the  walls  of  the  follicle. 
These  walls  are  made  up  of  different 
layers  which,  named  from  within  out- 
ward, are  as  follows  :  ( 1  j  The  mem- 
brana  granulosa;  (2)  tunica  pro- 
pria; (3)  tunica  vasculosa;  (4) 
tunica  fibrosa.  The  groups  of  fol- 
licles again  are  surrounded  by  the 
tunica  albuginea  or  fibrous  capsule 
of  the  ovary. 

The  foregoing  brief  description  has 
been  given  in  order  to  make  clear 
these  points,  viz.,  that  the  tunica  al- 
buginea is  the  layer  of  mesothelium 
which  first  surrounds  the  mass  of 
germinal  epithelium,  and  that  the 
tunics  (fibrosa,  vasculosa,  and  pro- 
pria), are  derived  from  the  same 
source,  they  being  simply  convolu- 
tions or  ingrowths  of  the  same  meso- 
dermic  cells,  while  the  membrana 
granulosa  is  the  remaining  germinal 
epithelium  or  mother  cell  of  the  ovum 
and  discus  proligerous. 

When  the  ovum  is  expelled,  the  dis- 
cus proligerous  and  liquor  folliculi 
escape  with  it,  while  the  cavity  of  the 
follicle  becomes  filled  with  blood. 

Should  the  ovum  fail  to  become 
fertilized,  the  blood  in  the  Graafian 
follicle  mingles  with  the  cells  of  the 
membrana  granulosa,  forming  a  coag- 
ulum  which,  after  a  few  days'  quies- 
ence,  undergoes  disintegration  and 
absorption. 

Should  the  ovum  become  fertilized, 
the  contents  of  the  follicle  undergo 
marked  histological  changes.  There 
is  then  observed  a  rapid  thickening 
of  the  wall  of  the  follicle  until  the 
wall  is  about  three  times  its  original 
thickness.  This  process  is  largely  due 
to  the  dilatation  of  the  blood  vessels 
in  the  tunica  vasculosa.  While  the 
walls  are  thickening,  a  layer  of  cells 
is  formed  on  the  inner  surface  of 
the  wall  surrounding  the  coagulum. 
These  cells  are  of  two  distinct  types, 
i.  c,  the  nucleated  or  lutein  cells,  and 
the  simple  spindle-shaped  connective 
tissue  cells.  When  this  layer  of  cells 
is  completely  formed,  the  walls  of  the 
follicle  become  convoluted,  the  folds 


projecting  inward  towards  the  center 
of  the  coagulum.  This  ingrowth  of 
the  convolutions  from  the  walls  con- 
tinues, and  as  they  grow,  the  convolu- 
tions push  ahead  of  them  the  layers  of 
cells  formed  on  the  inner  surface  of 
the  walls.  This  growth  continues  un- 
til the  convolutions  reach  almost  to 
the  center  of  the  coagulum,  when  the 
development  of  the  corpus  luteum  is 
practically  complete. 

A  section,  made  vertically  through 
the  center  of  a  fully-developed  corpus 
luteum,  presents  the  following  ap- 
pearance :  There  is  a  central  zone, 
made  up  of  nucleated  cells,  which  is 
nearly  circular  in  form,  and  from  this 
central  zone  there  radiate  centrifu- 
gally  numerous  tubules  lined  with  .the 
same  nucleated  cells,  with  a  substrata 
of  spindle-shaped  cells.  In  approach- 
ing the  periphery  or  walls  of  the  fol- 
licle the  tubules  diminish  in  size,  and 
disappear  before  quite  reaching  the 
periphery,  thus  giving  the  structural 
form  of  an  aster. 

There  has  been  a  great  diversity  of 
opinion  concerning  the  origin  of  the 
cells  which  first  line  the  follicle  and 
subsequently  the  tubules.  Eckner  and 
Call  claim  that  both  varieties  of  cells 
are  developed  solely  from  the  mem- 
brana granulosa.  Waldeyer  believes 
that  the  nucleated  or  lutein  cells  are 
derived  from  the  membrana  granu- 
losa, while  the  spindle-shaped,  con- 
nective tissue  cells  are  derived  from 
the  tunica  propria.  His,  Frommann, 
and  Minot  claim  that  both  spindle  and 
nucleated  cells  are  developed  from  the 
tunica  propria. 

Leo  Loeb,1  of  Philadelphia,  who 
has  conducted  the  most  extensive  and 
scientific  investigation  of  the  subject, 
has  proved  conclusively  the  correct- 
ness of  Waldeyer's  opinion,  i.  c,  that 
the  radiating  tubules  are  lined  with 
cells  developed  from  the  membrana 
granulosa,  while  the  intervening  con- 
nective tissue  is  developed  from  in- 
growths of  the  tunica  propria.  The 
conclusions  of  Waldeyer  and  of  Loeb, 
while  based  upon  minute  observations, 
also  conform  to  the  law  of  genetic 
restriction. 

1Loeb:    /.  Amer.  Med.  Assoc.,  Feb.  10,  1906. 
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The  development  of  the  corpus 
luteum  begins  with  the  fertilization 
of  the  ovum,  and  is  fully  developed 
at  the  end  of  the  first  month.  It  ap- 
pears to  be  practically  stationary  until 
the  middle  of  gestation  (four  and 
one-half  to  five  months),  after  which 
time  it  slowly  degenerates,  i.  c,  its 
color  fades  and  its  structural  appear- 
ance is  less  distinctly  marked.  After 
labor,  it  rapidly  undergoes  fatty  de- 
generation and  absorption.  Two  sub- 
stances have  been  isolated  from  the 
corpus  luteum,  lutein  and  chromatin. 

From  the  foregoing  description  of 
the  morphology  of  the  Graafian  fol- 
licle and  corpus  luteum,  the  following 
points  may  be  deducted: 

1.  That  the  corpus  luteum  is  de- 
rived from  the  same  cells  as  is  the 
ovum  and  its  discus  proligerous. 

2.  The  corpus  luteum  of  gestation 
is  histologically  a  glandular  structure 
and  may  be  classified  as  a  ductless 
gland. 

3.  It  is  during  gestation  only  that 
the  corpus  luteum  develops  a  distinct- 
ly glandular  character;  the  so-called 
corpus  luteum  of  menstruation  is  sim- 
ply a  disintegration  and  absorption  of 
the  contents  of  the  Graafian  follicle. 

Having  briefly  noted  the  morphol- 
ogy and  histology  of  the  corpus 
luteum,  the  following  physiological 
experiments,  together  with  the  con- 
clusions of  the  investigators,  may  be 
reviewed. 

Fraenkel2  conducted  a  long  series 
of  experiments  on  the  lower  animals 
in  which  he  removed  or  destroyed 
both  ovaries  during  the  earl}-  period 
of  gestation.  The  results  were  in- 
variably an  arrest  of  the  development 
of  the  foetus,  and  an  effort  on  the 
part  of  the  uterus  to  expel  it.  From 
these  observations  braeiikcl  conceived 
tlie  following  hypothesis:  That  the 
internal  secretion  of  the  corpus  lntc- 
11m  exerts  an  inhibitory  influence 
Upon  the  viscero-motor  nerve  centers 
of  the  generative  organs,  causing 
them  to  remain  inactive  during  gesta- 
tion. At  the  end  of  gestation  this  se- 
cretion ceases  and  its  inhibitory  In- 
fluence is  los{.     As  a  result  of  this, 

*Fraenkel:   Arch.  f.  Gyn.,  Berlin,  1903,  beviii. 


the  viscero-motor  centers  are  freed 
from  inhibition  and  are  allowed  to 
discharge  their  accelerator  impulses 
which  have  been  pent  up.  This  sud- 
den discharge  of  the  accelerator  im- 
pulses causes  the  generative  organs 
to  become  active  in  the  process  of 
labor. 

Bond3  has  investigated  not  only  the 
actions  of  the  ovaries,  but  has  re- 
moved the  fallopian  tubes  and  por- 
tions of  the  uterus  as  well  in  order 
to  study  the  functions  of  the  endome- 
trium. He  concludes :  ''That  the  pres- 
ence of  functionally  active  ovarian  tis- 
sue is  necessary  for  the  uterine  func- 
tion, or  that  portion  of  it  which  is 
concerned  with  the  preparation  by  the 
endometrium  of  a  suitable  nucleus  for 
the  embedding  of  fertilized  ova. 

"There  is  an  antagonism  between 
the  endometric  function,  or  saline  se- 
cretion, and  that  portion  of  the  inter- 
nal secretion  of  the  ovary  which  is 
especially  concerned  in  producing  pro- 
estruous  changes  in  the  endometrium 
preparatory  to  the  imbedding  of  the 
fertilized  ova.  That  portion  of  the 
internal  secretion  of  the  ovary  which 
is,  in  fact,  associated  with  the  growth 
of  tlie  corpora  lutea.  Tims  the  uter- 
ine secretion  is  associated  with  kata- 
bolic,  and  the  ovarian  secretion  with 
anabolic  changes. 

"The  mechanism,  by  means  of 
which  the  ovary  obtains  its  stimulus 
from  the  stimulated  endometrium 
consequent  on  the  occurrence  of 
pregnane}',  is  a  circulatory  and  not  a 
nervous  mechanism.  In  all  probabil- 
ity, some  substance  is  manufactured 
by  the  endometrium  or  by  the  tropho- 
blast,  01-  by  both,  which  reaches  the 
ovary  by  way  of  the  circulation,  and 
is  also  concerned  with  the  increased 
activity  of  the  mammary  glands." 

Fellner  and  Neumann4  exposed  the 
ovaries  of  pregnant  rabbits  to  Roent- 
gen rays.  The  exposure  produced 
degeneration  of  the  ovary  and  ar- 
rested the  development  of  the  foetus. 
From  this  they  conclude  that  "the 
functional  activity  of  the  ovary,  cs- 

Mlon.l:  British  Med.  ./..  July  ft,  IO06,  p.  541. 
•  Fellner   and    Neumann:     Ctntralbl,  f.  Gyn., 

iQMft.  \x\.  Ahstt.  in:  /.  .-\mcr.  M.  .\ssoc,  Oct.  (>, 
1  <>"'>.  |>.    1.  !  »-•• 
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pecially  its  internal  secretion,  is  not 
without  significance  for  the  continu- 
ance >of  pregnancy,  during  its  first 
half  at  least." 

The  conclusions  of  Bond  are  some- 
what confusing.  It  is  difficult  to  un- 
derstand how  these  changes  which 
take  place  are  due  solely  to  circula- 
tory changes  and  are  devoid  of  ner- 
vous mechanism.  It  is  fair  to  assume 
that  an  internal  secretion  which  af- 
fects the  function  of  an  organ  may, 
at  least,  have  some  action  upon  its 
visceromotor  nerve  centers. 

Bond  also  expresses  the  belief  that 
the  secretion  is  produced  by  the  en- 
dometrium or  trophoblast,  and  affects 
the  corpus  luteum  of  the  ovary.  His 
own  experiments  proved  that  the 
ovary  could  perform  its  function 
(ova  genesis)  without  the  existence 
of  any  uterine  tissue,  while  the 
uterus  could  not  perform  either  the 
function  of  menstruation  or  of  ges- 
tation after  the  removal  of  the 
ovaries.  This  would  seem  to  indicate 
that  the  dominating  action  was  on 
the  part  of  the  ovary. 

Fellner  and  Neumann  fail  to  offer 
any  physiological  explanations;  their 
experiments  and  conclusions  practi- 
cally confirm  those  of  Fraenkel  and 
of  Bond. 

There  is  one  point  upon  which  all 
observers  agree,  i.e.,  that  there  is  an 
internal  secretion  of  the  ovary,  and 
that  this  secretion  is  essential  to  the 
development  of  the  fertilized  ovum. 

From  the  histological  standpoint, 
the  only  source  from  which  this  in- 
ternal secretion  may  be  derived  is 
from  the  contents  of  the  Graafian  fol- 
licle, as  that  is  the  only  portiomof  the 
ovary  which  contains  specialized  cells 
(germinal  epithelium).  The  remain- 
ing structure  of  the  ovary  is  com- 


posed simply  of  fibrous  connective 
tissue  which  is  homologous  to  all 
other  connective  tissue  of  the  body, 
and  it  would,  therefore,  be  difficult 
to  assign  any  special  secretion  to  it. 

It  is  during  gestation  only,  that  the 
contents  of  the  Graafian  follicle  de- 
velop a  distinctly  glandular  appear- 
ance, which  would  indicate  that  its 
secretion  was  concerned  solely  with 
the  development  of  the  fertilized 
ovum. 

Whether  or  not  this  secretion  in- 
hibits the  viscero-motor  nerve  centers 
of  the  uterus  and  thus  arrests  its 
functional  activity,  is  as  yet  unde: 
termined ;  but  this  much  is  certain, 
that  the  functional  activity  of  the 
uterus,  so  far  as  menstruation  is  con- 
cerned, is  arrested  before  any  placen- 
tal circulation  is  established. 

Should  further  research  prove  the 
correctness  of  Fraenkel's  theory,  it 
will  be  interesting  to  note  the  con- 
nection of  this  internal  secretion  with 
the  nervous  disturbances  which  com- 
plicate pregnancy. 

When  we  consider  the  intimate 
connection  of  the  nerve  supply  of  the 
generative  organs  with  that  of  the 
excretory  organs  through  the  vagal 
system,8  it  may  be  readily  conceived 
how  any  substance  in  the  circulation, 
having  an  inhibitory  influence  upon 
the  viscero-motor  centers  of  the  gen- 
erative organs,  may,  in  especially  sus- 
ceptible subjects,  exert  the  same  in- 
fluence upon  the  excretory  organs 
and  so  cause  in  them  a  diminished 
activity,  with  lessened  excretion  and 
a  consequent  accumulation  of  ex- 
crementitions  in  the  circulation.  It 
might,  in  this  way,  become  a  factor  in 
the  etiology  of  eclampsia. 

5  Chapman  and  Foot*  :  Brooklyn  M.  J.,  Dec, 
1 90 1.  and  Feb.,  1904. 


SOME  OBSERVATIONS  ON  THE  RELATIONSHIP 
BETWEEN  RHEUMATISM  AND  CHOREA. 

By  RALPH^S.  CONE,  M.D. 


IN  reviewing  the  exhaustive  litera- 
ture of  these  two  affections  it  is 
striking  to  note  how  few  compari- 
sons between  them  are  to  be  met  with. 

The  etiology  of  both  diseases  is 
veiled  in  mystery,  and  it  is  not  here 
necessary  to  enter  upon  the  theories 
that  have  been  advanced  to  account 
for  them.  My  favorite  definition  of 
chorea  is  one  that  I  have  been  con- 
strained to  make  for  myself,  and 
which  simply  states  to  the  satisfaction 
of  my  mind,  that  chorea  is  rheuma- 
tism affecting  the  nervous  system. 
What  rheumatism  shall  ultimately 
prove  to  be — whether  an  infection  or 
an  endogenous  toxaemia  is  a  matter 
of  little  moment  to  the  purposes  of 
this  article.  The  idea  that  the  two 
diseases  are  caused  by  the  same  poison 
acting  on  widely  differing  tissues 
would  seem  to  derive  other  support 
than  that  of  a  physiological  and 
chemical  nature  from  the  following 
array  of  similarities,  which,  if  they 
are  but  coincidents,  are  none  the  less 
remarkable : 

1.  The  occurrence  of  acute  endo- 
carditis with  or  following  Syden- 
ham's chorea  and  acute  articular 
rheumatism,  and  the  tendency  in  both 
diseases  for  the  cardiac  involvement 
to  remain  permanently. 

2.  Purpuric  rashes  and  particu- 
larly urticaria,  which  are  apt  to  pre- 
cede, accompany  or  follow  both  chorea 
and  rheumatism. 

3.  The  fact  that  both  are  usually 
favorably  affected  by  salicylates. 

4.  Thai  choreiform  movements 
often  precede,  accompany  or  follow 
articular  or  muscular  pain,  especially 
in  children,  constituting  nine-tenths  of 
the  "growing  pains"  spoken  of  by  the 
laity. 

5.  That    anemia,    more    or  less 

marked,  usually  precedes,  accompa- 
nies or  follows  both  chorea  and  rheu- 


matism, w  hich  in  both  instances  seems 
to  indicate  that  some  destructive  agent 
is  acting  on  the  organized  elements  of 
the  blood. 

6  That  both  are  ost  common  in 
winter  and  early  spring. 

7.  That  relapses  and  recrudescences 
are  common  in  both. 

8.  That  the  causes  of  relapse  in 
both  affections  are  similar  to  or  iden- 
tical with  those  which  acted  as  the 
exciting  cause  in  bringing  on  the  first 
attack. 

9.  That  enlarged  tonsils,  with  fre- 
quent attacks  of  acute  tonsilitis,  are 
common  in  choreic  children  and 
pharyngitis  and  acute  tonsilitis  are 
commonly  met  with  in  children  and 
adults  just  before,  during,  or  just 
after  an  attack  of  acute  articular  rheu- 
matism, or  during  the  course  of  a 
chronic  rheumatism. 

10.  That  there  are  numerous  in- 
stances of  both  affections  where  the 
cases  drag  on  for  months  or  even 
years  and  in  thus  becoming  chronic 
fail  to  respond  to  any  form  of  treat- 
ment. 

ir.  That  no  characteristic  lesions 
are  found  post-mortem  in  either  acute 
or  chronic  rheumatism  or  chorea,  but 
that  what  few  post-mortem  changes 
have  been  reported  point  to  similarity 
in  the  etiology.  Thus  the  changes  are 
vascular  in  origin  in  both  chorea  and 
rheumatism,  whether  acute  or  chronic. 
In  acute  chorea  and  acute  rheuma- 
tism the  changes  are  those  of  the  first 
stage  of  inflammation,  namely,  hyper- 
emia, and  the  changes  seem  to  be  lim- 
ited to  this  morbid  process,  for  de- 
generation of  nerve  tissue  is  as  rare  in 
Sydenham's  chorea  as  sub-luxation  is 
in  acute  articular  rheumatism,  and,  in- 
deed, if  the  process  goes  thus  far  in 
either  case  there  is  room  for  a  rea- 
sonable doubt  a^  to  whether  the  case 
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is  one  of  simple  chorea  or  rheumatism 
or  not,  in  the  ordinary  acceptance  of 
the  terms. 

In  chronic  chorea  and  in  chronic 
rheumatism  the  changes  are  sclerotic, 
the  chief  etiological  factor  appearing 
to  be  mal-nutrition.  In  chorea  this 
is  shown  in  the  acute  cases  by  all 
those  symptoms  due  to  a  hyperemia 
of  the  entire  nervous  system,  namely, 
excitement,  restlessness,  insomnia  and 
exaggerated  muscular  movements.  In 
acute  rheumatism  the  vascular  mor- 
bidity is  manifested  by  pain,  redness, 
swelling  and  a  sensation  of  heat  in  the 
part  or  parts  involved.  In  chronic  or 
Huntingtonian  chorea,  the  presence 
of  nervous  and  mental  degeneration, 
as  shown  by  tremors  and  mental  fee- 
bleness, finally  terminating  in  paraly- 
sis and  dementia,  is  suggestive,  while 
in  chronic  rheumatism  the  evidence  of 
mal-nutrition  is  found  in  stiffness  and 
atrophy  of  the  affected  joints  or  mus- 
cles. It  is  therefore  evident  that  al- 
though the  pathology  throughout  is 
essentially  vascular  in  both  diseases 
and  both  in  the  acute  and  chronic 
forms,  the  character  of  the  vascular 
change  is  active  in  the  acute  cases  of 
both  diseases  and  passive  in  the 
chronic  cases  of  both,  and  further  that 
the  character  of  the  vascular  change 
depends  largely  upon  the  time  of  life 
of  the  patient,  since  the  acute  cases 
of  both  affections,  characterized  by 
vascular  dilitation,  are  mainly  con- 
fined to  childhood  and  adolescence, 
while  the  chronic  cases,  characterized 
by  the  presence  of  more  or  less  arte- 
rial sclerosis,  are  more  peculiar  to  ad- 
vanced middle  life  and  old  age. 

12.  That  both  chorea  and  rheuma- 
tism are  almost  entirely  confined  to 
the  active  working  classes. 


13.  That  there  is  much  evidence 
to  show  that  both  chorea  and  rheuma- 
tism are,  as  the  tendency  to  develop 
them  is,  in  many  cases,  inherited,  the 
hereditary  course  being  distinctly 
traceable. 

Chorea  mainly  selects  those  who  are 
the  subjects  of  some  neurotic  taint, 
and  an  attack  is  especially  liable  to 
develop  when  such  a  subject  is  in  a 
condition  of  mental  or  nervous  in- 
stability, such,  for  instance,  as  a  child 
that  has  just  had  a  severe  fright  or 
one  that  worries  about  a  punishment, 
or  suffers  from  the  effects  of  "cram- 
ming" at  school.  It  is  here  that  the 
nervous  system  becomes  the  seat  of 
the  rheumatic  process  just  as  the  mus- 
cles and  joints  of  the  laborer  exposed 
to  cold  and  wet  will  become  the  same 
camping-ground,  following  the  law 
that  a  disease  naturally  selects  the 
most  debilitated  part,  as  there  is  less 
resistance  offered  to  its  progress  there. 

It  seems  worthy  of  acceptance 
tentatively  that  Sydenham's  chorea  is 
the  analogue  of  acute  articular  rheu- 
matism and  that  Huntington's  chorea 
is  the  nervous  manifestation  of 
chronic  articular  and  muscular  rheu- 
matism. 

It  will  therefore  be  seen  that  a 
whole  new  field  for  investigation  is 
opened  up,  for  if  it  shall  prove  that 
the  poison  of  chorea  and  rheumatism 
be  identical  and  the  system  or  part 
attacked  by  it  merely  be  the  one  whose 
degree  of  vital  resistance  is  at  the 
time  the  lowest,  irrespective  of  the 
kind  of  tissue,  a  vast  horde  of  ob- 
scure diseases  and  conditions  now 
called  idiopathic  may  suddenly  have 
their  possible  etiology  pointed  out  and 
a  rheumatic  origin  for  them  be  estab- 
lished. 


A  STUDY  OF  CALCULUS  LODGED  IN  THE  URETER. 


By  ROLAND  HAZEN,  M.D., 

Brentwood  Health  Resort, 
BRENTWOOD.  L.  I. 


IN  reviewing  the  subject  of  calculus 
lodged  in  the  ureter  one  is  im- 
pressed by  the  scientific  interest 
it  affords  and  by  the  value  to  the 
clinician  of  being  awake  to  the  possi- 
bility of  the  occurrence  of  this  condi- 
tion. 

In  1882  Bardenhaur1  reported  an 
operation  in  which  a  calculus  was  re- 
moved from  the  ureter.  This  is  the 
first  record  to  be  found  in  literature 
of  an  operation  for  this  condition, 
though  it  had  long  been  known  that 
calculi  may  remain  impacted  in  the 
ureter,  having  been  retained  there  in 
the  course  of  their  passage  from  the 
kidney  to  the  bladder.  Prior  to  this 
are  recorded  cases  in  which  these  cal- 
culi have  been  found  on  post-mortem 
examinations.  As  early  as  1791 
Chopart2  described  the  clinical  aspect 
of  the  migration  of  a  calculus  and  the 
symptomatology  of  its  arrested  de- 
scent ,  with  Mich  a  degree  of  accuracy, 
that  little  has  since  been  added  to  our 
knowledge  of  the  symptomatology. 
Rayer,3  in  1837.  noted  the  occurrence 
of  multiple  calculi  in  the  ureter, 
which  he  termed  "Chain  Calculi." 

Schenck,4  in  10.01,  stated  that  the 
total  number  of  cases  in  literature  in 
which  these  calculi  have  been  re- 
moved by  operation  is  less  than 
ninety,  which  figure  will  attest  the 
usual  text-book  statements  as  to  the 
rarity  of  this  condition.  In  many  of 
these  eases  the  calculus  was  an  un- 
expected finding  at  the  time  of  the 
operation;  and  in  others  it  had  been 
diagnosed  before  operation,  in  which 
event  it  had  usually  been  of  a  size 
and  location  that  rendered  it  palpable 
through  the  abdomen,  vagina,  rectum 
or  to  the  finger  introduced  through 
the  urethra.  The  diagnosis,  in  fact, 
bad   rarely   been    made   prior   to  the 

advent  of  the  Roentgen  Ray,  except 

when  the  calculus  was  so  situated  that 

its  presence  was  discovered  by  the 


palpating  finger.  The  clinical  mani- 
festations are  so  characteristically  in- 
sidious and  ill-defined  that  the  symp- 
toms frequently  fail  to  suggest  the 
possibility  of  the  presence  of  these 
calculi,  and  it  is  very  rarely  that  they 
assume  sufficient  definition  to  be  posi- 
tively diagnostic. 

It  is  due  to  the  added  experience 
in  the  use  of  the  Roentgen  Ray  in  the 
detection  of  calculi,  that  their  pres- 
ence in  the  ureter  is  found  to  be  of 
far  more  frequent  occurrence  than 
had  formerly  been  suspected.  Leon- 
ard,"' with  his  unequalled  experience 
in  this  field  of  work,  reported  in  1901 
the  detection  of  one  or  more  calculi 
in  the  ureter  by  means  of  the  Roent- 
gen method  in  nineteen  cases.  In 
[902  the  same  author'1  reported  forty- 
seven  cases,  and  in  10,04  his7  total 
number  of  positive  examinations  had 
reached  sixty-four.  While  a  positive 
diagnosis  cannot  always  be  made  from 
a  Roentgen  Ray  examination,  Leon- 
ard offers  the  following  corroborative 
evidences  in  the  sixty-four  cases 
which  he  considered  positive: 

Fifteen  were  confirmed  by  finding 
a  calculus  at  a  subsequent  operation. 

Twenty-six  subsequently  passed 
calculi,  after  a  course  of  expectant 
treatment,  which  was  instituted  as  the 
result  of  the  X-ray  diagnosis. 

Twenty-three  were  accompanied 
by  symptoms  not  sufficiently  grave  to 
demand  operative  interference. 

A  very  striking  feature  in  tin's  series 
of  examinations  is  the  ratio  Between 
the  -number  of  renal  and  ureteral  cal- 
culi found.  In  320  Roentgen  Ray 
examinations,  33  cases  of  renal  and  64 
cases  of  ureteral  calculi  were  diag- 
nosed. That  is  to  say,  the  ureteral 
calculi  were  found  twice  as  frequently 
as  the  renal.  The  finding  of  a  calcu- 
lus lodged  in  the  ureter  has  always 
been  looked  upon,  if  not  as  a  condition 
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of  sufficient  rarity  to  be  styled  a  curi- 
osity, at  least  as  of  far  rarer  occur- 
rence than  calculus  of  either  the  kid- 
ney or  the  bladder.  The  above  ratio 
is  probably  higher  than  future  surgi- 
cal experience  will  verify,  but  with 
the  more  general  recognition  of  the 
frequency  of  ureteral  calculi  as  the 
underlying  cause  of  many  of  the  ob- 
scure disorders  of  the  pelvic,  iliac  and 
lumbar  regions  and  with  the  greater 
frequency  of  X-ray  examinations,  in- 
cluding the  pelvic  portion  of  the 
ureter  (which  is  the  most  frequent 
seat  of  these  calculi),  it  is  not  im- 
probable that  this  ratio  will  be  found 
to  be  more  nearly  approximated  than 
past  experience  has  demonstrated. 

The  number  of  cases  recorded  in 
literature  in  which  calculi  have  been 
removed  from  the  ureter  by  operative 
intervention  also  shows  a  striking  in- 
crease in  the  past  few  years.  Schenck,* 
in  190 1,  reported  that  less  than  90  such 
cases  had  been  recorded  in  literature, 
while  Tenney,8  in  1904,  refers  to  the 
records  of  134  cases,  an  increase  with- 
in the  past  three  years  of  47.  which  is 
more  than  half  of  the  total  number 
reported  prior  to  that  time. 

In  the  ureter  the  calculi  may  be 
either  primary  or  secondary.  The 
primary  variety  is  very  rare,  and  is 
formed  by  the  deposit  of  phosphates 
or  less  frequently  urates  on  the  ureter 
wall  about  the  site  of  an  old  ulceration 
or  about  a  non-absorbable  suture  re- 
maining after  a  previous  operation. 
These  calculi  are  very  irregular  and 
rough  in  outline,  soft,  porous  and  fri- 
able, and  adhere  tenaciously  to  the 
ureter  wall.  Their  development  is 
slow  and  progressive  and  they  tend  to 
remain  quiescent. 

The  secondary  calculi  are  those 
which  form  in  the  kidney  and,  entering 
the  ureter,  have  become  arrested  in  the 
course  of  their  migration  towards  the 
bladder.  They  are  more  regular  in 
outline  and  are  usually  round  or  oval. 
Uric  acid  calculi  is  the  most  common 
variety.  Those  composed  of  calcium 
oxalate  are  also  frequent,  while  those 
composed  of  corbonates,  phosphates, 
and  so  forth,  are  more  rarely  encoun- 
tered.   Morris  states  that  in  some  in- 


stances a  soft,  mortar-like,  calculous 
mass  is  found. 

In  regard  to  sex,  while  renal  calculi 
are  found  more  frequently  in  the  male, 
the  reverse  seems  to  be  true  of  the 
ureteral  calculi.  The  ureteral  cases  in 
which  sex  is  recorded  in  Tenney's 
series  shows  74  females  to  58  males. 

The  various  functional  disturbances 
and  pathological  changes  produced  in 
the  kidneys,  ureter  and  bladder  by  the 
presence  of  a  calculus  in  the  ureter 
are  depended  chiefly  upon  :  first,  the 
mechanical  relations  between  the  size, 
conformity  and  number  of  calculi  and 
the  anatomical  characteristics  of  the 
r.reter ,"  second,  the  presence  or  ab- 
sence of  infection. 

The  diameter  of  the  ureter  is  fairly 
uniform  and  when  distended  measures 
about  4.2  millimetres.  There  are, 
however,  three  recognized  points  at 
w  hich  the  lumen  is  more  or  less  con- 
stricted and  thus  serve  as  lodging- 
places  for  calculi.  The  first  is  situated 
about  7  centimetres  from  the  begin- 
ning of  the  ureter.  The  second,  which 
is  not  constant,  being  present  in  about 
three-fifths  of  the  cadavers  examined 
by  Tanquary9  is  located  near  the  pelvic 
brim  as  the  ureter  crosses  the  common 
iliac  artery.  The  third  is  at  the  en- 
trance of  the  ureter  into  the  bladder. 

The  nerve  supply1"  of  the  ureter  is 
of  interest  as  explaining  certain  points 
in  the  symptomatology.  Those  of  the 
upper  portion  of  the  ureter  and  kidney 
are  supplied  by  the  renal  plexus,  the 
middle  by  the  spermatic  plexus,  and 
the  lower  portion  and  the  bladder  by 
the  hypogastric  plexus.  The  renal 
plexus  is  formed  by  branches  from  the 
solar  and  aortic  plexuses  and  is  situ- 
ated at  the  hilum  of  the  kidney.  The 
aortic  plexus  also  enters  largely  into 
the  formation  of  the  spermatic  and 
hypogastric  plexuses  and  thus  serves 
as  a  central  connection  bet  wen  the  kid- 
ney, ureter  and  bladder.  The  kidney 
and  upper  portion  of  the  ureter, 
through  the  renal  plexus,  are  closely 
associated  and  are  in  direct  communi- 
cation with  the  great  visceral  centre, 
the  solar  plexus.  While  the  lower  por- 
tion of  the  ureter  and  bladder,  though 
more   remotely   connected   with  the 
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solar  plexus,  are  more  or  less  intimate- 
ly associated  with  each  other. 

A  calculus  having  entered  the 
ureter  from  the  kidney  may  pass 
through  one  of  several  series  of 
events. 

1.  Exceptionally  a  small,  smooth 
stone  may  pass  down  the  entire  length 
of  the  ureter  and  into  the  bladder 
without  causing  any  subjective  symp- 
toms. 

2.  A  larger  stone  on  entering  the 
ureter  may  call  forth  an  acute  attack 
of  pain  located  in  the  lumbar  region, 
appearing  suddenly  in  a  previously 
healthy  person,  radiating  down  the 
course  of  the  ureter  and  associated 
with  nausea,  vomiting  and  faintness. 
The  calculus  may  then  return  again 
into  the  pelvis  of  the  kidney  there  to 
remain  for  months  or  years  without 
causing  evidence  of  its  retention. 

3.  More  commonly  the  proportion- 
ate size  of  the  calculus,  as  compared 
with  that  of  the  lumen  of  the  ureter, 
is  such  as  to  permit  of  a  gradual  de- 
scent of  the  calculus,  being  propelled 
onward  by  the  pressure  of  the  urine 
upon  it.  The  length  of  time  elapsing 
between  its  entrance  into  the  ureter 
and  its  exit  into  the  bladder  and  the 
acuteness  and  severity  of  the  symp- 
toms present  a  wide  range  of  varia- 
tion depending  upon  the  power  of  the 
propelling  force  or  the  secretory  ac- 
tivity of  the  kidney  which  is  usually 
inhibited  to  a  greater  or  less  extent ; 
the  degree  of  resistence  offered 
through  the  disproportion  between 
the  size  of  the  calculus  and  the  nor- 
mal lumen  of  the  ureter;  or  upon  the 
amount  of  congestive  thickening  due 
to  trauma  inflicted  upon  the  walls  of 
the  ureter  through  the  irregularity 
and  the  roughness  of  the  calculus. 

4.  A  calculus  in  the  course  of  mi- 
gration, with  its  accompanying  par- 
oxysms  as  above,  may  become  in- 
definitely arrested  at  any  point  in  the 
course  of  the  ureter,  though  usually 
at  one  of  the  three  natural  points  of 
Constriction  with  a  prolongation  of 
the  Symptoms  in  lessening  severity. 

5.  Frequently  a  calculus  may  pass 
through  a  portion  of  the  ureter  1111- 
noticed  when  the  fir^t  evidence  of  its 


presence  is  to  be  found  in  the  symp- 
toms referable  to  its  impaction  in  the 
ureter. 

The  impaction  of  a  calculus  in  the 
ureter  is  brought  about,  according  to 
Morris,11  by  its  size  or  the  irregu- 
larity of  its  surface,  setting  up  a  con- 
gestion of  the  mucous  membrane  of 
the  ureter.  Should  the  irritation  lead 
to  thickening,  rigidity  or  stenosis  at 
the  seat  of  the  impaction,  the  stone 
remains  permanently  fixed.  The 
spasm  produced  in  the  ureter  by  the 
presence  of  this  foreign  body  is  also 
looked  upon  as  a  potent  factor  in 
causing  its  detention. 

The  form  of  a  calculus  thus  lodged 
in  the  ureter  presents  many  interest- 
ing and  curious  features  as  the  result 
of  its  adaptation  to  its  surrounding- 
conditions  during  the  course  of  its 
subsequent  development.  The  orig- 
inal rounded  form  as  it  descends 
from  the  pelvis  of  the  kidney  may  be 
more  or  less  perfectly  preserved  dur- 
ing its  sojourn  in  the  ureter;  but  more 
characteristic,  especially  after  a  long 
period  of  detention  is  the  finding  of 
an  oval,  elongated  calculus.  As  de- 
scribed by  Kelly12  the  length  of  these 
calculi  is  four  to  six  times  the  diam- 
eter which  averages  five  millimetres 
and  they  are  pointed  at  both  ends. 
Their  form  and  the  appearance  of  the 
layers  show  that  they  gain  by  accre- 
tion at  the  ends  and  lose  by  attrition 
at  the  sides.  They  occasionally  pre- 
sent a  groove  at  the  side  for  the  par- 
age of  the  urine,  may  be  '1"  or  X- 
shaped  when  partly  in  the  ureter  and 
partly  in  the  renal  pelvis,  or  horse- 
shoe shaped,  as  in  the  case  of  K.  B. 
I  [all's  where  the  calculus  produced 
an  intermittent  flush-tank,  hydro- 
nephrosis. 

I11  size  they  seldom  exceed  one  by 
two  centimetres,  though  occasionally 
much  larger  proportions  are  attained. 
Israel18  reports  a  ease  in   which  the 

calculus  measured  17  centimetres  long 
by  0  centimetres  in  circumference. 

A  person  who  has  developed  a 
calculus  may  be  considered  as  pre- 
disposed to  the  further  formation  of 
Calculi,  whether  this  tendency  be  pri- 
marily due  to  the  composition  of  the 
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urine  secreted,  to  secondary  changes 
produced  in  the  urine  through  fer- 
mentation or  to  certain  pathological 
states  of  the  mucous  membrane  lining 
the  urinary  passages.  At  all  events 
multiple  calculi  of  the  ureter  is  a 
relatively  frequent  finding,  and  not 
infrequently  are  one  or  more  calculi 
found  in  the  opposite  ureter,  or  in 
one  or  both  kidneys. 

In  Schenck's14  series  of  101  cases 
twelve  contained  more  than  one  cal- 
culus on  the  same  side.  One  case 
contained  fourteen  stones  in  one 
ureter,  the  largest  being  11  by  9  cen- 
timetres ;  another  contained .  twenty- 
four  stones  tetrahedral  in  shape,  and 
in  another  case  eleven  stones  were 
removed  through  the  urethra.  Morris 
tells  us  that  in  some  post-mortem 
cases  the  ureter  has  been  found  filled, 
or  almost  filled,  from  end  to  end  with 
calculi. 

The  three  points  of  constriction  of 
the  ureter  above  mentioned  serve 
markedly  as  points  of  predeliction  for 
the  lodgment  of  calculi.  So  com- 
monly are  calculi  lodged  in  the  imme- 
diate vicinity  of  one  of  these  three 
points  that  the  surgeon  should  regu- 
larly investigate  each  one  of  them, 
irrespective  of  any  localizing  symp- 
toms present  which  are  often  abso- 
lutely misleading.  The  relative  fre- 
quency with  which  calculi  are  lodged 
at  these  different  points  is  given  by 
Schenck  as  the  result  of  post-mortem 
and  operative  findings  in  the  ninety- 
eight  cases,  as  follows : 

Percentage. 

1st.  6    centimetres    from  the 

kidney    20.4 

2d.  Near  the  pelvic  brim,  as 
the  ureter  crosses  the 
iliac   artery    14 .5 

3d.  Within  6  centimetres  of 
the  entrance  of  the 
ureter  into  the  bladder.    56. 1 

4th.  All  other  places   10. o 

Thus,  according  to  this  series,  the 
vesical  end  of  the  ureter  is  the  most 
frequent  seat  of  arrested  calculi. 
They  are  found  here  more  frequently 


than  in  all  other  situations  put  to- 
gether ;  and  over  two  and  a  half 
times  as  frequently  as  at  any  other 
single  location.  Tenney,  adding  to 
Schenck's  series,  shows  the  location 
in  126  cases  to  be  practically  the  same 
as  above,  and  also  brings  out  the  fact 
that  the  number  of  stones  caught  at 
these  points  corresponds?  to  their  rela- 
tive degrees  of  constriction,  the  di- 
mensions given  below  being  practi- 
cally agreed  upon  by  Morris15  and 
Robinson.16  His  figures  for  126  cases 
are  as  follows : 


Location. 

Diameter 
of  Ureter. 

No.  cases 
found. 

Percentage 
of  cases 
found. 

1.  7  centimeters  below 

the  pelvis  of  the 

3.2  mille. 

35 

27.8 

2.  Just  above  or  be- 

low the  brim  of 

the  pelvis..  

4 

18 

14.2 

3.  As  the  ureter  enters 

the  bladder  

2.5  " 

73 

58 

The  calculus  having  lodged  in  the 
ureter  pursues  a  variable  course.  It 
may  be  retained  there,  causing  prac- 
tically no  disturbance  of  function  or 
annoyance  to  the  patient  for  an  in- 
definite number  of  years;  or  it  may 
be  subsequently  passed  into  the  blad- 
der without  the  patient  having  been 
apprised  of  its  stay  in  the  ureter.  As 
long  as  it  remains  perfectly  quiescent, 
and  the  interference  to  the  flow  of 
urine  is  neither  marked  nor  of  an  in- 
termittent character  and  there  is  an 
absence  of  infection  or  inflammatory 
reaction,  there  will  be  little  or  no  evi- 
dence of  the  presence  of  the  calculus. 
Most  frequently  one  or  more  of 
these  conditions  are  not  fulfilled,  and 
we  have  a  train  of  symptoms,  usually 
characterized  by  their  obscurity  and 
lack  of  definition,  though  varying  in 
severity  with  the  degree  of  mobility 
of  the  calculus,  the  extent  and  char- 
acter of  its  interference  with  the 
urinary  flow,  and  the  character  of  the 
inflammatory  reaction  in  the  urinary 
passages. 
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MEDICAL    EXPERT  TESTI- 
MONY. 

FOR  many  years  the  term  "medical 
expert"  has  stood  for  a  man 
occupying  a  very  questionable 
position.  It  has  meant  that  a  man  of 
good  reputation  has  been  asked  by 
cither  the  plaintiff  or  defendant  in  a 
case  to  testify  before  the  Court, 
basing  his  testimony  on  facts,  but 
stretching  and  distorting  the  possi- 
bilities to  such  an  extent,  that  two 
men  of  equal  standing  and  judgment 
could,  without  actually  lying,  give 
diametrically  opposite  opinions  of  the 
same  case  with  equal  conviction. 
There  are  certain  members  of  the 
profession  who  practically  make  a 
living  as  medical  experts ;  they  will 
qualify  in  any  special  branch  of  medi- 
cine and  will  testify  to  almost  any- 
thing. Medicine,  not  being  an  exact 
science,  allows  of  great  distortion  of 
the  real  facts.  Lawyers  have  re- 
peatedly said  that  they  could  get  a 
doctor  to  testify  to  anything.  Such 
corporations  as  govern  our  street  rail- 
was-  systems  employ  continuously 
men  whose  duty  it  is  to  testify  on  the 
stand  and  in  every  way  to  minify  the 
injuries  which  have  been  received, 
and   for  which  the  company  is  being 

sued. 

Lately  the   Medical  Society  of  the 

State  of  New  York  appointed  a  com- 


mittee to  confer  with  another  com- 
mittee from  the  liar  Association  of 
Xew  York  for  the  purpose  of  formu- 
lating a  bill  to  regulate  medical  ex- 
pert testimony  in  Xew  York  State. 
The  Committee  of  the  Medical  So- 
ciety consists  of  Dr.  Wyeth,  of  New 
York;  Dr.  Murray,  of  Syracuse;  Dr. 
Suiter,  of  Herkimer;  Dr.  Bristow,  of 
Brooklyn,  and  Dr.  Fisher  of  New 
York.  The  recommendations  of  this 
committee  apply  only  to  civil  pro- 
ceedings. They  provide  for  a  list  of 
qualified  medical  men  who  may  be 
appointed  by  the  Court  to  examine  a 
case  and  report  their  findings,  giving 
their  opinion  in  writing  to  the  Court. 

Judge  Cowing,  in  an  address  deliv- 
ered before  the  New  York  Academy 
of  Medicine,  asserts  that  much  of  the 
harsh  criticism  made  against  medical 
expert  testimony  is  due  to  its  partisan 
character  which  is  invariably  shown 
from  the  fact  that  the  expert  always 
gives  his  opinion  in  the  interests  of 
the  party  by  whom  he  is  called  and 
paid.  Another  important  point  to 
which  he  called  attention  was  the  ab- 
surdity of  permitting  a  medical  ex- 
pert to  act  both  as  a  witness  for  and 
adviser  to  the  counsel  trying  the  case, 
lie  stated  that  nothing  could  be  more 
absurd  than  the  usual  long-drawn-out 
hypothetical  questions  which  arc 
based  only  upon  a  portion  of  the  evi- 
dence, and  usually  upon  that  portion 
only  which  is  most  favorable  to  the 
party  asking  the  question.  As  a  rule, 
these  questions  do  not  aid  the  jury  to 
arrive  at  a  correct  conclusion.  A 
Very  Strong  statement  of  his  was  that 
an  expert  not  possessing  sufficient 
ability  to  examine  personally  the  de- 
fendant and  ascertain  for  himself  the 
facts  upon  which  to  predicate  his 
opinion,    should    not    be   allowed  to 

give  it. 
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A  second  important  feature  of  the 
work  of  this  committee  is  the  regula- 
tion of  the  fee  to  be  paid  to  the  ex- 
pert. The  committee  recommends 
that  such  official  expert  shall  be  paid 
by  the  Court  at  the  expense  of  the 
treasury  of  the  county,  a  minimum 
fee  of  fifty  dollars  for  the  examina- 
tion of  and  report  on  a  case;  fifty 
dollars  additional  for  the  first  day's 
attendance  in  Court,  and  one  hundred 
dollars  a  day  thereafter  ;  if  called  out- 
side his  own  county  the  expert  shall 
be  entitled  to  expenses. 

The  resolutions  provide  that  either 
party  to  the  trial  may  call  other  ex- 
pert witnesses,  but  each  at  his  own 
expense. 

The  resolutions  of  this  committee, 
if  adopted,  would  go  a  long  ways 
towards  strengthening  the  medical 
profession  in  Xew  York  State. 


THE   TUBERCULIN   TEST  IN 
CATTLE:  SHOULD  IT  BE 
ABANDONED? 

THE  new  Commissioner  of  Agri- 
culture, Professor  R.  A.  Pear- 
son, does  not  believe  in  the 
indiscriminate  use  of  the  tuberculin 
test,  and  believes  that  a  great  deal  can 
be  accomplished  by  the  physical  ex- 
amination of  the  cow.  If  a  certain 
number  of  cows  are  found  to  be 
tuberculous,  he  states  that  they 
should  be  separated  from  the  healthy 
cows,  forming  two  herds,  separating 
calves  from  their  tuberculous  mothers 
and  feeding  them  on  sterilized  milk. 


He  believes  that  in  this  way  the  num- 
ber of  tuberculous  cows  decreases,  as 
they  die  from  natural  causes  or  are 
otherwise  disposed  of  as  the  owner 
chooses. 

This  is  indeed  a  discordant  note  in 
a  great  effort  which  is  being  made 
throughout  the  world  to  stamp  out 
tuberculosis.  It  has  been  a  long  fight 
to  introduce  the  tuberculin  test  among 
cattle,  and  although  it  is  expensive  to 
cattle-raisers  and  dairymen  to  kill 
their  tuberculous  cattle,  still  the  cases 
of  tuberculosis  developing  in  men, 
which  can  be  traced  to  "infected 
milk"  from  tuberculous  cows,  has  be- 
come so  well  established  that  no  step 
backward  can  be  taken  without 
hazarding  innumerable  lives.  The 
Commissioner  does  not  inform  us  how 
the  tuberculous  cows  disappear  from 
a  herd  without  being  slaughtered ; 
unless  they  are  killed  and  their  dis- 
posal watched  by  an  inspector,  the 
meat  from  these  cows  will  be  used  as 
food. 

The  dairymen  argue  that  the  test  is 
very  inaccurate  and  that  many  cattle 
are  slaughtered  which,  on  autopsy, 
show  no  sign  of  tuberculosis.  On  the 
other  hand,  however,  many  cattle  suf- 
fer from  tuberculosis  without  giving 
any  physical  signs,  so  that  an  exam- 
ination such  as  suggested  by  Pro- 
fessor Pearson  would  be,  in  many 
eases,  worthless.  One  fact  seems  to 
be  prominent,  and  that  is  that  many 
dairymen  do  not  realize  the  serious- 
ness of  the  situation  except  when  it 
touches  their  pocket-books. 


MEDICAL  NEWS. 

Physicians  and  Automobiles — As 

a  result  of  the  constant  abuse  by 
physicians  of  the  privileges  granted 
them  by  the  Police  Department  of 
exceeding  the  speed  limit  in  cases 
of  emergency,  it  has  been  found  nec- 


essary to  withdraw  this  courtesy. 
The  Police  Commissioner  has  issued 
the  following  order : 

"To  the  Precincts  in  All  Bor- 
oughs. Red  Cross  signs  on  auto- 
mobiles are  not  to  be  recognized  by 
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the  Police  Department,  and  no  priv- 
ileges are  to  be  given  physicians  in 
this  regard.  The  Police  Depart- 
ment will  disregard  them  entirely 
in  carrying  out  traffic  regulations." 

The  Osteopaths  and  the  Health 
Board — Justice  Dickey,  sitting  in 
Special  Term  of  the  Supreme  Court, 
Brooklyn,  handed  down  an  impor- 
tant decision  which  affects  the 
standing  of  the  osteopaths  in  the 
city.  He  holds  that  having  a  legal 
right  to  practice  as  osteopaths,  they 
are  entitled  to  all  the  rights  and 
subject  to  all  the  penalties  of  other 
physicians.  The  decision  recognizes 
the  legality  of  death  certificates 
signed  by  the  osteopaths.  The  Cor- 
poration Counsel  had  previously  op- 
posed the  application  of  certain  os- 
teopaths to  issue  death  certificates. 
It  is  possible  that  the  Corporation 
Counsel  will  appeal  from  the  court's 
decision  and  the  case  may  be  car- 
ried to  the  Court  of  Appeals. 

Medical  Emergencies — A  Great 
Society  for  Coping  with  the  Emer- 
gencies of  Peace  and  War — The  Na- 
tional Volunteer  Emergency  Serv- 
ice, instituted  in  1900,  has  recently 
been  re-organized  by  the  election  of 
Dr.  James  Evelyn  Pilcher,  the  dis- 
tinguished editor  of  The  Military 
Surgeon,  as  its  Director-General, 
and  Dr.  F.  Elbert  Davis,  of  New 
York,  as  its  Adjutant-General.  Its 
work  will  be  conducted  along  mili- 
tary lines,  the  details  being  worked 
nut  in  three  separate  corps,  First 
Aid  Corps,  a  Public  Health  Corps, 
and  a  Medical  Corps — the  latter 
consisting  of  physicians,  with  rank 
from  lieutenant  to  colonel,  accord- 
ing to  length  of  service,  to  whom 
are  afforded  special  opportunities 
for  emergency  training.  It  includes 
among  its  personnel  a  large  number 
of  notable  personages,  and  is  rapidly 
extending  its  membership  through- 
out the  country.  Full  details  re- 
garding the  service  and  its  great 
work  may  be  obtained  by  address- 
ing Director-General  Pilcher  at  Car- 
lisle, Pa. 

Death  of  Dr.  George  E.  Hopkins — 

Many  physicians  of  Brooklyn  were 


shocked  by  the  notice  of  Dr.  Hop- 
kins' sudden  death.  For  many 
years  he  has  been  an  interesting 
factor  in  the  medical  affairs  of 
Brooklyn.  Me  was  born  in  Peoria, 
Illinois,  sixty-four  years  ago.  He 
was  a  graduate  of  Hobart  College. 
During  the  Civil  War  he  took  an 
active  part  and  had  command  of  a 
company  of  artillery,  being  retired 
at  the  close  of  the  war  with  the  rank 
of  major.  He  graduated  from  the 
University  of  Pennsylvania  in  1868. 
Of  late  years  he  has  given  a  good 
deal  of  attention  to  light  therapy. 

Death  of  Dr.  James  J.  Terhune — 

Dr.  Terhune  was  sixty-four  years 
of  age.  He  graduated  from  the 
Long  Island  College  Hospital  in 
1875.  He  served  in  the  Civil  War 
in  a  Xew  Jersey  cavalry  regiment, 
and  was  a  member  of  the  U.  S. 
Grant  Post,  G.  A.  R.  For  several 
years  he  served  as  surgeon  of  the 
Thirteenth  Regiment. 

Death  of  Dr.  Louis  D.  Kuhn— Dr. 

Kuhn  died  at  his  home,  471  Wil- 
loughby  Avenue,  Brooklyn,  at  the 
age  of  seventy-nine  years.  For 
many  years  he  had  been  an  active 
practitioner  in  Brooklyn. 

Alumni  Association  of  the  German 
Hospital — The  regular  meeting  of 
the  ex-internes  of  the  German  Hos- 
pital took  place  Friday  evening. 
May  1,  1908,  at  the  Bushwick  Club. 
Interesting  cases  were  presented 
and  the  papers  were  well  discussed. 
The  annual  dinner  of  the  Association 
was  given  at  the  Crescent  Club. 
Saturday  evening.  May  16. 

Dr.  Albert  M.  Judd  will  confine 
his  practice  exclusively  to  gyne- 
cology and  abdominal  surgery.  Mis 
new  office  is  at  375  Grand  Avenue. 
Telephone,  344  Prospect. 

Dr.  Archibald  Murray  announces 
that  he  has  removed  to  361  Henry 
Street. 

Dr.  Henry  A.  Alderton  and  Dr. 
John  W.  Durkee  announce  their  as- 
sociation in  the  practice  of  medicine 
limited  to  diseases  of  the  ear,  nose 
and  throat.  Their  office  is  at  142 
Clinton  Street. 
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Dr.  Walter  B.  Chase  has  been 
elected  President  of  the  Council  of 
the  Long  Island  College  Hospital. 

Dr.  William  Lintz  has  opened  an 
office  at  596  Willoughby  Avenue, 
near  Tompkins  Avenue.  Telephone, 
1634  Williamsburgh. 

Dr.  Glentworth  R.  Butler,  Wes- 
1  e  y  a  n  University,  Middletown, 
Conn.,  will  confer  the  degree  of 
LL.D.  upon  Dr.  Butler  at  its  next 
Com  m  e  nee  m  e  nt . 


Dr.  John  A.  McCorkle— Dr.  Mc- 

Corkle  will  receive  the  honorary 
degree  of  Master  of  Arts  from  Ken- 
yon  College,  Ohio. 

Dr.  John  O.  Polak— Dr.  Polak  has 
been  elected  to  membership  in  the 
American  Gynecological  Society. 

Marriage  Announcement — Dr.  Eu- 
gene Swan  was  married  on  June  3, 
1908,  to  Miss  Mollie  Dodge  Ripley  at 
Hingham,  Mass. 
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480M  Regular  Meeting,  December  12,  1907. 
The  President,  Raymond  Clark,  'M.D.,  in  the  Chair. 


THE  CLINICAL  SIGNIFICANCE  OF  THE  BLOOD  COUNT  AS 
EXEMPLIFIED  BY  A  SERIES  OF  HOSPITAL  HISTORIES 

By  H.  A.  FAIRBAIRN,  M.D. 


Every  experienced  clinician  must 
allow  that  the  laboratory  is  an  indis- 
pensable agent  in  diagnosis.  He 
must  also  grant  that  it  is  merely  an 
agent,  not  a  principal;  an  adjunct,  not 
the  sole  factor  in  the  process  of 
recognizing  disease.  The  data  fur- 
nished by  the  laboratory  as  to  condi- 
tions of  times,  fluids,  secretions  and 
excretions  are  rarely  of  value  with- 
out the  clinical  history.  To  base  a 
diagnosis  on  them  alone  would  lead 
to  much  embarrassment  on  the  part 
of  both  pathologist  and  clinician. 

The  blood  examinations  in  300 
cases  were  then  analyzed.  They  were 
all  hospital  cases — 112  cases  with  the 
diagnosis  of  typhoid  fever — vidal 
reaction  positive  in  all  but  twelve 
cases.  In  the  uncomplicated  cases  the 
leucocytosis  was  low,  below  6,000. 
In  the  complicated  cases  high.  The 
twelve  cases  which  showed  no  vidal 
reaction  had  a  leucocytosis  of  over 
20,000,  and  gave  rise  to  doubt  as  to 
the  diagnosis  of  typhoid  fever. 

Sixty-two  cases  of  pneumonia  gave 
a  leucocytosis  of  over  12,000  in 
fifty- four.    The  highest  was  50,000. 


In  the  remaining  number  was  one 
with  a  leucocyte  count  of  2,660, 
showing  low  resistance.  The  case 
was  fatal.  In  a  series  of  twenty-two 
cases  of  rheumatism  the  leucocyte 
count  was  from  11,000  to  26,800. 
The  hemoglobin  was  deficient  in  all, 
ranging  from  36  per  cent,  to  55  per 
cent. 

High  leucocyte  count  was  the  dis 
tinguishing  feature  in  the  blood  ex- 
amination  of  a   series  of  cases  of 
cerebro  -  spinal     meningitis  ranging 
from  20,000  to  34,000. 

In  a  series  of  cases  of  appendicitis 
all  but  one  showed  a  high  leucocyte 
count  with  a  P.  M.  count  of  over  80 
per  cent,  in  the  pus  cases. 

In  a  walled  off"  case  with  no  sys- 
temic disturbance  the  blood  findings 
were  normal. 

The  conclusion  we  must  arrive  at 
is,  that  the  office  of  the  diagnostician 
is  to  define.  That  applies  to  the 
laboratory  as  well  as  the  clinical 
worker.  The  definition,  that  is  the 
diagnosis,  of  each  must  contain  in  its 
last  analysis  the  five  predicables.  If 
there  are  any  less  the  definition  will 
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be  incomplete.  The  genus  species 
property,  accident,  difference  must  be 
named  in  each.  The  phenomena  met 
with  in  the  blood  during  the  process 
of  inflammation  and  infection  are 
single  predicables.  They  do  not  con- 
stitute a  definition.  The  others  will 
have  to  be  sought  for,  in  each  case, 
to  complete  the  definition. 

Dr.  Joshua  M.  Van  Cott  said  that 
the  paper  had  greatly  interested  him. 
He  had  seen  the  subject  grow  from 
the  time  when  we  knew  almost  noth- 
ing about  it  up  to  the  present,  when 
it  has  become  one  of  the  most  useful 
and  complicated  problems  in  medicine. 
With  our  better  knowledge  of  the  na- 
ture of  leucocytosis,  and  particularly 
of  Ehrlich's  differential  staining  of 
leucocytes  we  have  come  to  regard 
leucocytosis  as  one  of  the  big  factors 
in  body  resistance.  The  very  fact  of 
the  presence  in  the  blood  of  so  many 
varieties  of  leucocytes  is  evidence  of 
the  complex  nature  of  our  power  to 
resist  evil  environment.  It  was  Eli 
Metschnikoff  who  first  pointed  out  the 
difference  in  the  action  of  polymor- 
phonuclear leucocytes,  and  mononu- 
clear cells ;  the  one  having  bacterioly- 
tic power,  the  other  producing  lysins 
for  animal  cells.  While  possibly  both 
have  the  power  to  produce  anti-tox- 
ines. 

From  the  clinical  standpoint  the 
speaker  said  that  he  agreed  with  Dr. 
Fairbairn's  views.  (  )nly  accurate 
work  can  be  of  any  value  to  the  clini- 
cian in  blood  examinations.  It  takes 
a  man  who  is  at  it  constantly  to  make- 
intelligent  differential  counts;  and  he 
must  be  an  absolute  specialist  if  re- 
liance is  to  be  placed  upon  his  inter- 
pretation of  the  true  significance  of  a 
given  count.  The  time  is  past  when 
any  and  everybody  are  competent  to 
do  this  work.  As  to  discrepancies 
between  leucocyte  counts  and  opera- 
tive findings,  these,  when  understood 
only  strengthen  the  value  of  the 
counts.  Those  cases  in  which  no  leu- 
cocytosis was  present  and  no  high 
differential  count,  and  when  the  judg- 
ment of  the  surgeon  said  operate, 
with  the  result  of  finding  walled  off 
pus  only  further  prove  the  reactionary 


nature  of  leucocytosis.  Here  the  orig- 
inal focus  of  infection  and  pus  was 
locked  up  inside  of  a  pyogenic  mem- 
brane with  meagre  chance  for  escape 
of  either  bacteria  or  toxines  which 
could  excite  phagocytosis.  Deaver  of 
Philadelphia  had  said  all  kinds  of 
things  derogatory  to  the  leucocytes 
count;  but  he  forgot  that  leucocytosis, 
being  a  definite  reactionary  condition 
must  logically  fail  in  those  cases  where 
the  factors  incident  to  the  reaction  are 
shut  off,  or  individual  resistance  is  at 
its  lowest  ebb.  That  ought  not  to  be 
discouraged  which  is  one  of  the  be- 
ginnings of  the  reduction  of  medicine 
to  a  mathematical  science.  The 
speaker  heartily  agreed  with  the  Doc- 
tor, that  the  laboratory  worker  is  a 
specialist  without  whom  the  clinician 
of  to-day  could  not  transact  business; 
and  he  was  delighted  to  see  daily  evi- 
dence of  increasing  harmony  of  spirit 
and  action  between  two  classes  of 
gentlemen  who  are  indispensible  to 
each  other. 

Dr.  H.  B.  Delatour  said  that  he 
had  a  great  deal  of  respect  for  the 
laboratory,  and  he  began  to  feel  that 
he  leaned  on  the  work  a  good  d.al 
more  than  he  used  to. 

We  find,  he  said,  in  surgical  work 
that  it  is  not  for  diagnosis  alone  that 
we  submit  a  case  to  a  leucocyte  count, 
but  rather  as  a  guide  to  us  to  deter- 
mine what  conditions  we  are  likely  to 
find  and  as  to  the  general  condition  of 
the  patient.  I  te  had  been  exceedingly 
interested  in  a  few  cases  recently,  in 
which  the  blood  count  seemed  to  clear 
up  very  materially.  Me  recalled  two 
cases  of  typhoid  fever,  in  which  he 
was  called  in  consultation,  in  which 
there  was  decided  pain  and  tenderness 
in  the  right  iliac  region,  but  the  pa- 
tients bore  evidences  of  typhoid  fever. 
In  the  early  history  of  appendicitis 
many  cases  were  submitted  t<>  opera- 
tion in  the  early  stages  of  typhoid, 
and  the  appendix  |  which  was  some- 
what injected )  was  removed,  and 
subsequently  a  full-fledged  typhoid 
developed.  In  these  two  cases  before 
submitting  the  patient  to  operation  a 
blood  count  was  made  and  a  low  leu- 
COCyte  count  was  given,  and  not  only 
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a  distinct  and  positive  reaction,  but 
clumping  was  seen,  and  the  diagnosis 
of  typhoid  was  absolutely  positive. 
In  both  cases  operation  was  deferred, 
and  the  patients  went  through  a  nor- 
mal typhoid  course  without  any  fur- 
ther interference  or  development  of 
symptoms  referable  to  the  appendix. 

Of  the  cases  operated  he  did  not 
recall  any  that  ended  fatally.  He  did 
not  believe  it  wise  to  submit  a  ty- 
phoid patient  to  surgical  operation, 
unless  absolutely  necessary,  and  the 
involvement  of  the  appendix,  which 
seems  to  be  a  part  of  the  typhoidal 
infection  is  usually  of  a  mild  charac- 
ter, and  does  not  tend  to  go  on  to 
suppurative  inflammation. 

During  the  past  week  the  speaker 
said  he  had  two  exceedingly  interest- 
ing cases  with  a  very  high  leucocyte 
count.  One  was  a  girl  of  14,  who 
had  been  sick  for  a  week  and  came 
into  the  hospital  with  a  temperature 
of  102 0  and  a  leucocyte  count  of  35,- 
400  with  a  percentage  of  88  poly- 
morphs. In  that  case  he  found  a 
gangrenous  appendix  with  a  general 
involvement  of  the  entire  peritoneum 
in  the  inflammatory  process,  with 
great  quantities  of  sero-purulent  ma- 
terial all  through  the  abdominal 
cavity. 

A  leucocyte  count  was  made  on 
each  subsequent  day.  On  December 
5th,  the  count  had  dropped ;  on  the 
6th  it  was  26,000  w.,  83  per  cent.  p. 
m. ;  on  the  7th,  27,000  w.,  81  per  cent, 
p.  m. ;  on  the  9th,  19,000  w.,  81  per 
cent.  p.  m.  ;  on  the  10th,  15,000  w.. 
81  per  cent.  p.  m.  Since  then  there 
has  been  a  progressive  fall  of  the  leu- 
cocyte count. 

The  second  case  was  operated  on 
December  10th.  A  young  girl  of 
T5,  in  whom  there  was  a  count  made 
by  two  individuals;  one  was  45,000 
w.,  87  per  cent.  p.  m.,  the  other  43,- 
000  w.,  87  per  cent.  p.  m.,  so  that  we 
can  accept  the  counts  as  being  fairly 
accurate,  and  in  this  case  there  was 
an  acute  appendicitis  with  much  thick- 
ening of  the  appendix,  which  was 
only  about  1  1-2  inches  long  and  3-4 
inches  broad.  The  appendix  was 
wrapped  in  a  fold  of  omentum  sur- 


rounded by  a  great  deal  of  lymph, 
but  the  entire  peritoneal  cavity  was 
filled  with  a  more  sero-purulent  ma- 
terial than  in  the  previous  case.  This 
patient  is  doing  nicely.  On  the  third 
day  after  operation  the  temperature 
was  normal. 

Both  of  these  patients  had  a  tem- 
perature of  102 °,  both  had  a  high 
leucocyte  count,  both  had  a  high  per- 
centage of  polymorphs,  and  they  are 
both  doing  exceedingly  well  after 
operation.  The  question  that  came 
to  his  mind  from  these  two  cases 
was,  can  we  base  a  prognosis  on  the 
high  leucocyte  count  in  such  cases. 
If  these  patients  had  had  the  same 
amount  of  abdominal  lesion  and  had 
had  a  lower  leucocyte  count,  say  15,- 
000,  could  we  have  judged  that  the 
prognosis  would  have  been  more 
serious.  He  believed  we  could.  A 
high  leucocyte  count  apparentlv 
shows  that  the  bodily  resistance  is 
great,  and  although  a  great  deal  of 
inflammatory  condition  exists,  the 
body  has  a  better  resisting  power  and 
the  prospects  of  recovery  are  better. 

MacDonald  of  Albany  a  few  years 
ago  stated  he  injected  horse  serum 
previous  to  his  operative  procedures 
to  produce  an  artificial  leucocystosis, 
and  he  reported  a  few  cases  showing 
he  was  obtaining  benefit  from  it.  The 
speaker  said  he  had  seen  no  further 
reports  and  did  not  know  whether 
Mac  Donald  still  believes  in  this  or 
not. 

A  few  weeks  ago  Dr.  Delatour  had 
operated  for  gangrenous  appendicitis. 
The  patient  had  some  signs  of  general 
peritonitis  at  the  time  and  was  mak- 
ing a  very  slow  recovery.  The  wound 
had  not  completely  closed  ;  there  was 
some  drainage  from  it  at  the  end  of 
four  weeks,  when  symptoms  of  intes- 
tinal obstruction  developed,  but  with- 
out distension.  In  that  case  it  was 
very  important  to  know  whether  the 
vomiting  and  the  symptoms  of  ob- 
struction were  simply  due  to  intes- 
tinal obstruction,  or  whether  there 
was  in  conjunction  with  it  an  abscess. 
A  leucocyte  count  showed  20,000.  but 
the  percentage  of  polymorphs  was 
low,  about  72  per  cent.    Dr.  Murray 
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reported  that  he  had  found  records 
of  cases  of  intestinal  obstruction,  in 
which  the  leucocyte  count  was  high. 
It  was  important  in  this  case  to  dif- 
ferentiate whether  an  abscess  was 
present  or  not.  Had  obstruction  and 
an  abscess  been  present  he  would 
have  felt  it  necessary  to  have  gone  in 
at  the  site  of  the  operation.  If  the 
obstruction  was  not  at  the  caecum,  he 
would  go  in  at  the  median  line  and 
hunt  for  the  point  of  obstruction  and 
try  to  keep  out  of  the  already  in- 
fected held. 

On  the  same  day  Dr.  Delatour  was 
called  to  see  another  case  of  intes- 
tinal obstruction,  in  a  woman,  that 
had  existed  for  six  hours,  and  in 
which  there  was  no  reason  to  believe 
there  was  any  acute  inflammatory  con- 
dition present.  In  that  case  he  had 
a  count  made  and  found  a  leucocyte 
count  of  21,000.  She  was  operated 
on  immediately  and  the  obstruction 
was  found  to  be  due  to  an  old  ad- 
hesion band. 

I  )n  the  report  of  Dr.  Murray  in  the 
first  case  he  made  a  median  incision, 
and  found  the  obstruction  was  due 
to  bands,  uniting  together  a  number 
of  coils  of  the  small  intestine.  There 
was  no  connection  whatever  between 
the  wound  and  the  obstruction.  He 
believed  the  cause  of  it  was  some 
infection  from  the  original  periton- 
itis, which  set  up  adhesions  between 
the  various  portions  of  the  intestines. 


To-day  he  operated  on  a  case  in 
which  the  diagnosis  was  cleared  to  a 
certain  extent  by  the  leucocyte  count. 
Here  there  was  a  large  tumor  in  the 
pelvis ;  the  leucocyte  count  showed 
20,000  and  a  very  low  percentage. 
Inasmuch  as  there  was  an  active  con- 
dition present  and  a  low  count  the 
large  mass  in  the  pelvis  he  had  reason 
to  believe  was  not  an  abscess  cavity — 
and  on  incising  he  found  that  he  had 
to  deal  with  an  ectopic,  which  had 
ruptured  and  had  produced  a  large 
mass  in  the  pelvis  such  as  we  would 
find  with  an  ordinary  pelvic  abscess. 

We  must  not  let  our  judgment  be 
warped,  the  speaker  said,  or  our- 
selves misled  by  the  differential  count. 
If  the  clinical  history  points  to  an 
active  or  old  process,  the  mere  fact 
the  polymorphs  are  low  is  no  reason 
why  we  should  not  interfere  surgi- 
cally. We  have  much  to  thank  the 
pathologist  for  in  this  direction,  but 
we  must  not  let  their  reports  change 
our  best  judgment  according  to  the 
clinical  history. 

PRESENTATION  OF  SPECIMENS. 

1.  Heart  showing  villous  pericardi- 
tis ;  small  contracted  kidney.  These 
specimens  were  presented  by  Dr.  1. 
W.  Greene. 

2.  Ovary  showing  multilocular  cyst 
with  papillomatous  tumors.  This 
specimen  was  presented  by  Dr.  George 
W.  Tong. 
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Regular  Meeting,  January  14,  1908. 
The  President,  A.  II.  Bogart,  M.D.,  in  the  Chair. 


EXTRADURAL    CLOT  CRANIOTOMY. 

Dr.  R.  W.  WESTBROOK  presented 
these  two  cases  together,  as  by  one  of 
those  curious  coincidences  of  surgical 
practice,  they  came  into  his  hands  at 
tin  same-  time,  presenting  almost  iden- 
tical histories  and  findings.  The 
younger  man  a  letter-carrier,  aged 
twenty  seven,  fell  down  stairs  while 
intoxicated  There-  was  a  distinct 
period  <»f  consciousness  after  his  fall, 


the  patient  going  up  to  his  room  by 
himself.  He  was  found  two  days 
later  in  an  unconscious  condition,  and 
was  brought  by  ambulance  to  the  hos- 
pital. (  >n  admission  he  was  unable 
to  speak  and  lay  in  a  deep  stupor. 
There  was  paralysis  of  the  right 
side,  including  the  face,  with  rigidity 
of  limbs.  Pupils  were  equal,  but 
widely  dilated.  Mis  pulse  was  never 
below  60  when  he  saw  him.  There 
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was  no  evidence  externally  of  frac- 
ture of  the  skull.  After  his  head  was 
shaved  there  was  a  small  spot  of 
ecchymosis  over  his  occipital  pro- 
tuberance. He  winced  when  tapped 
upon  the  left  side  of  the  head.  A 
diagnosis  of  hemorrhage,  with  intra- 
cranial compression  was  made. 
There  was  exaggeration  of  the  patel- 
lar reflex  on  the  right  side,  and 
marked  ankle  clonus.  With  the  con- 
currence of  Dr.  Wm.  Browning, 
operation  was  advised  and  was  done 
five  days  after  the  injury.  A  trep- 
hine opening  was  made  over  the 
middle  meningeal  artery  and  a  large 
fissured  fracture  revealed,  passing 
from  the  left  temporal  region  com- 
pletely around  the  head  on  that  side 
and  past  the  occipital  protuberance, 
but  was  not  followed  to  its  termina- 
tion on  the  right  side.  Also  an  ex- 
tensive clot  was  revealed  and  with  the 
Keen  forceps  the  fracture  was  fol- 
lowed along  and  cut  out  some  four 
inches,  sufficient  to  reach  the  whole 
area  of  the  clot  and  to  remove  it. 
The  brain  did  not  pulsate  through  the 
dura  and  was  deeply  compressed,  not 
rising  up  on  relief  of  the  compres- 
sion. The  wound  was  sutured  and  a 
small  drain  was  left  in  it.  The  pa- 
tient's improvement  was  immediate 
and  rapid.  On  the  following  day  he 
could  both  talk  and  use  his  right  side. 
In  a  few  days  more,  except  for  slight 
weakness,  he  had  entirely  regained 
the  use  of  his  right  side  and  his  men- 
tality became  apparently  normal. 
The  brain  rose  to  its  old  level  and  the 
wound  quickly  healed.  The  patient 
is  now  apparently  quite  well  except 
for  some  bulging  of  the  left  eye. 

The  second  patient  was  a  man  of 
forty,  who  likewise  while  intoxicated, 
fell  downstairs.  He  appears  to  have 
been  able  to  reach  his  room,  with  help, 
after  his  injury.  Twenty-four  hours 
later  he  was  found  still  in  his  room 
unable  to  speak,  although  he  could 
phonate,  and  attempt  to  speak.  He 
could  stand  and  walk  slightly  with 
assistance,  dragging  his  right  foot. 
His  whole  right  side  was  partially 
paralyzed,  the  arm  being  carried 
flexed.    He  could  put  out  his  tongue 


when  requested  and  attempt  to  shake 
hands.  Urination  and  defecation 
were  involuntary.  The  patellar  re- 
flex seemed  diminished  on  both  sides, 
although  there  was  slight  ankle  clonus 
on  the  right  side.  Pupils  were  mod- 
erately dilated  and  equal.  When  left 
to  himself  he  relapsed  into  stupor. 
The  shaved  head  showed  no  evidence 
of  fracture.  There  was  the  merest 
trace  of  ecchymosis  over  the  fore- 
head. Permission  to  operate  was  not 
obtained  until  the  sixth  day  after  the 
injury.  A  trephine  opening  over  the 
middle  meningeal  area  disclosed  a 
large  clot  extending  backward  and 
upward,  separating  the  dura  from  the 
cranial  vault  beyond  the  line  of  the 
longitudinal  sinus.  A  fracture  was 
disclosed  similar  to  that  in  the  first 
case  but  not  so  extensive.  The  fissure 
ran  from  the  temporal  region  along 
the  left  parietal  bone.  On  enlarging 
the  opening  with  the  forceps  and  re- 
moving the  clot,  free  homorrhage 
occurred  from  the  vicinity  of  the 
longitudinal  sinus.  This  was  con- 
trolled with  a  pack  and  the  wound 
sutured. 

Recovery  was  in  this  case  also  very 
rapid.  In  a  few  days  the  patient's 
mentality  seemed  normal  and  his 
whole  right  side  normal,  except  for 
slight  weakness.  There  was  free 
hemorrhage  from  the  wound  on  the 
removal  of  the  pack  and  repacking 
was  required  for  over  a  week.  In 
this  case  the  brain  did  not  rise  to  its 
former  level  and  a  space  large  enough 
to  lay  in  one  or  perhaps  two  fingers 
was  not  yet  closed  in,  after  six  weeks. 
The  patient  is  now  somewhat  weak 
on  his  right  side,  has  occasional  head- 
aches, and  a  feeling  of  "suction"  in 
his  head  after  stooping  over. 

In  both  these  cases  the  diagnosis  of 
brain  compression  over  the  left  Ro- 
landic  area  from  clot,  with  probable 
•fracture,  was  made  chiefly  on  the 
presence  of  right-sided  hemiplegia, 
stupor,  dilatation  of  pupils,  and  ten- 
derness on  percussion  over  the  left 
parietal  area.  In  both  cases  the  tem- 
perature remained  almost  level  at  100 
degrees  until  operation.  In  neither' 
case  was  the  pulse  below  60.  The 
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amount  of  clot  removed  in  the  first 
case  was  about  half  a  teacupful;  in 
the  second  case  about  one-quarter  of 
a  teacupful. 

RESTORATION  OF  PALM  WITH  SKIN 
FLAP  FROM  THE  THIGH. 

Dr.  R.  W.  Westbrook. — The  pres- 
ent patient  was  the  victim  of  a  ma- 
chinery accident,  half  of  his  hand 
being  cut  away  longitudinally  through 
the  middle,  exposing  a  crushed  tarsus 
and  the  meta-carpal  bone  of  the 
middle  finger,  with  loss  of  more  than 
halt  the  skin  of  the  palm  and  of  the 
back  of  the  hand.  At  first  sight,  it 
seemed  extremely  doubtful  that  the 
remaining  half  of  the  hand  could  be 
saved.  The  skin  and  fascia  of  the 
wrist  and  forearm  which  were 
Stripped  back  were  carefully  cleansed 
and  sutured  forward,  and  the  remains 
of  the  hand  trimmed  of  damaged 
tissue  and  put  up  in  a  dressing  of 
iodoform  gauze.  Fortunately  the 
remaining  portion  hand  survived, 
Raving  a  large  irregular  and  tender 
granulation  area.  To  provide  an  in- 
sensitive covering  and  pad  for  this 
large  area,  a  flap  was  raised  from  the 
upper  third  of  the  thigh,  including 
skin  and  fat,  and  the  hand  allowed  to 
rest  easily  against  it,  and  the  flap  su- 
tured over  the  granulation  area,  on  the 
palm  side  and  external  border  of  the 
hand.  The  hand  was  secured  in  this 
position  and  the  flap  was  released 
under  cocaine  anesthesia  after  six- 
teen days.  One  or  two  Thiersch 
grafts  were  applied  upon  the  back  of 
the  hand.  The  whole  has  now  healed 
firmly,  and  with  thumb  and  two 
fingers  and  a  firm  palm  the  patient 
will  be  able  to  get  good  use  from  the 
remains  of  his  right  hand. 

APPENDICITIS  OCCURRING   IN  A 
HERNIAL  SAC. 

Dr.  K.  W.  Westbrook  reported  an 
itnusual  case  of  appendicitis  occurring 
111  a  hernial  sac  without  the  usual 
Symptoms  of  the  disease.  The  pa- 
•ticnt  was  a  man  of  forty-three  years, 
who  had  recovered  from  a  well- 
marked  attack  of  appendicitis  two 
years  be  f Of  el  lie  had  also  a  right 
inguinal  hernia  which  was  supported 


by  a  truss,  and  which  had  given  him 
no  trouble  until  a  week  previous  to 
the  time  he  was  first  seen  by  the  re- 
porter. At  that  time  he  began  to 
have  some  pain  and  tenderness  in  the 
vicinity  of  the  inguinal  canal.  A  day 
or  two  later  he  went  to  a  truss  manu- 
facturing company  who  told  him  his 
hernia  was  not  all  reduced.  Their  at- 
tempts to  replace  a  finger-shaped  mass 
produced  extreme  pain  and  swelling 
of  tissues  over  the  canal  and  of  the 
scrotum,  causing  the  latter  to  become 
as  the  patient  expressed  it  "as  big  as 
a  wine  bottle."  The  swelling  was 
reduced  by  rest  in  bed,  but  was  still 
considerable  when  the  patient  was  re- 
ferred to  the  speaker  by  his  family 
physician  three  days  later.  The  man 
was  sent  to  the  Brooklyn  Hospital; 
an  ice  bag  applied,  and  after  two  days 
his  temperature  became  normal  and 
the  swelling  much  reduced.  At  no 
time  did  he  present  any  symptoms  of 
appendicitis — no  pain  or  tenderness 
at  Mclmrney's  point,  no  vomiting 
and  no  obstinate  constipation.  When 
the  hernial  sac  was  opened,  its  con- 
tents were  found  to  be  a  swollen  ap- 
pendix and  about  a  drachm  and  a  half 
of  pus.  The  large  appendix  was 
carefully  dissected  out  to  its  caecal 
extremity  and  there  tied  off,  and  the 
stump  left  adherent  into  the  upper 
end  of  the  hernial  canal.  The  patient 
made  a  good  recovery,  and  although 
a  small  drain  was  left  in  the  inguinal 
canal,  has  at  the  present  time  a  very 
firm  wound. 

MESENTERIC    EMBOLISM  OR 
THROMBOSIS. 

Dr.  R.  W.  Westbrook  said  thai 
mesenteric  embolism  as  a  cause  of  in- 
testinal obstruction  has  not  received 
the  consideration  which  perhaps  it 
should.  It  does  not  always  cause  ob- 
struction, but  it  does,  in  a  large  pro- 
portion of  cases,  where  it  occurs.  It 
is  not  even  mentioned  by  Greig  Smith, 
or  Treves  in  his  work  on  Intestinal 
(  obstruction;  It  is  most  likely  to  be 
mistaken  for  obstruction  due  to  in- 
tussusception, except  that  the  majority 
of  cases  occur  between  thirty  and 
sixty,  the  age  when  intussusception  is 
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least  common.  A  large  per  cent,  of 
the  cases  occur  between  forty  and 
fifty. 

The  case  he  had  to  report  was  that 
of  a  telegraph  lineman,  aged  forty- 
four,  who  was  admitted  to  the  Brook- 
lyn Hospital,  May  19,  1907,  suffer- 
ing from  intestinal  obstruction.  He 
had  been  in  good  health  up  to  thirty- 
six  hours  before  admission,  when  he 
suddenly  developed  violent,  general 
abdominal  pain.  He  immediately  took 
a  large  dose  of  salts,  which  he  prompt- 
ly vomited  and  from  that  time  had 
retained  nothing.  Only  a  little  bloody 
mucus  had  passed  by  rectum.  The 
vomitus  consisted  first  of  the  stomach 
contents,  later  became  bile-stained, 
and  shortly  before  admission  had  be- 
come brown  in  color  and  foul-smell- 
ing. On  examination  the  abdomen 
was  found  generally  distended  and 
generally  tender,  with  tenderness  more 
marked  over  the  left  side.  The  pa- 
tient appeared  very  ill  with  pulse  small 
and  rapid  and  a  leucocyte  count  of 
22,500  with  85  per  cent,  polynuclears, 
the  temperature  99  3-5.  The  diagnosis 
of  a  probable  incomplete  obstruction 
was  made,  and  no  guess  was  made  as 
to  the  cause.  The  distention  was 
hardly  great  enough  for  a  complete 
obstruction  from  the  start,  although 
the  patient  stated  that  he  had  passed 
no  gas  per  rectum.  Both  intussuscep- 
tion and  mesenteric  thrombosis  were 
considered  among  the  possible  causes. 

A  median  incision  below  the  navel 
^  as  made.  The  peritoneal  fluid  was 
slightly  blood-stained.  A  much  thick- 
ened segment  of  small  intestine  was 
quickly  disclosed,  of  purplish  hue, 
with  a  greatly  thickened  mesentery. 
The  condition  had  not  advanced  to 
the  point  of  gangrene.  A  resection 
of  about  ten  inches  of  the  bowel  with 
its  wedge-shaped  portion  of  mesentery 
was  done,  and  the  cut  ends  of  the 
bowel  anastomosed  with  suture.  The 
cut  edges  of  the  mesentery  were 
whipped  over  with  continuous  catgut 
suture,  and  then  united  with  each 
other  by  interrupted  suture.  Four 
covered  cigarette  drains  of  wicking 
were  used.  The  patient  was  given 
nothing  by  mouth,  and  frequent,  slow 


saline  enemas  were  employed.  His 
pain  was  greatly  relieved  and  he  ap- 
peared better  on  the  following  morn- 
ing, but  after  twenty- four  hours  there 
was  recurrence  of  pain,  the  pulse  be- 
came extremely  rapid,  and  he  died 
after  forty-eight  hours. 

The  mortality  in  reported  cases  of 
this  condition  is  94  per  cent.  It  would 
appear  that  the  patient's  best  chance 
would  lie  with  the  suturing  of  the 
two  cut  ends  of  the  bowel  into  the 
wound,  not  making  an  anastomosis 
at  the  time  of  operation.  Elliot,  of 
Boston,  has  reported  one  brilliant  re- 
covery by  this  method  with  a  later 
successful  closure  of  the  fistula.  It 
is  necessary  to  resect  quite  wide  of 
the  involved  area,  and  two  inches  of 
healthy  bowel  were  removed  on  each 
side  in  my  case.  I  could  find  no 
cause  whatever  for  the  embolism  or 
thrombosis  in  this  case.  There  were 
no  evidences  of  endocarditis,  ather- 
oma, or  syphilis.  1  could  not  be  posi- 
tive as  to  the  presence  or  absence  of 
cirrhosis  of  the  liver.  It  is  not  possi- 
ble to  differentiate  between  embolism 
of  the  arterial  supply  or  thrombosis 
in  the  veins. 

LIGATION  OF  EXTERNAL  ILIAC 
ARTERY. 

Dr.  R.  YV.  ^'estbrook  said  that  it 
1-  as  important  in  an  assembly  of  sur- 
geons that  our  mishaps  and  failures 
be  reported,  as  our  occasional  excep- 
tionally good  results.  In  reporting 
the  present  case,  he  did  so  as  a  warn- 
ing to  others  who  might  not  escape 
so  fortunately  from  the  results  of  a 
serious  accident  as  he  had  done. 

Two  and  a  half  years  ago  he  opera- 
ted on  a  young  man  of  twenty- four, 
for  left  inguinal  hernia,  complicated 
with  undescended  testis.  The  hernia 
was  of  the  inguino-superficial  variety, 
or  one  form  of  preperitoneal  hernia, 
the  sac  emerging  from  the  external 
ring,  and  passing  forward  to  the  an- 
terior superior  spine,  resting  on  the 
aponeurosis  of  the  external  oblique. 
The  testis  and  sac  were  dissected  out, 
and  removed.  While  proceeding  with 
the  suturing  of  the  cremaster  muscle 
and  fascia  to  the  internal  oblique 
muscle,  to  complete  the  herniotomy 
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according  to  the  Johns  Hopkins 
operation,  a  sudden  welling-up  of 
blood  from  the  bottom  of  the  wound 
occurred.  An  assisting  interne  made 
a  quick  dash  for  the  bleeding  point, 
with  a  sharp-toothed  Kocher  artery 
forceps.  Upon  this,  the  flow  became 
much  greater,  but  was  readily  con- 
trolled by  pressure.  It  was  evident 
that  a  deep  vessel  had  been  wounded, 
and  he  accordingly  dissected  out  the 
external  iliac  artery.  To  his  dismay 
he  found  a  ragged  puncture  in  the 
anterior  wall  of  the  artery  exactly  be- 
tween its  two  great  anastomotic 
branches  the  deep  epigastric,  and  the 
deep  circumflex  iliac.  These  branches 
were  given  off  on  opposite  sides  of 
the  artery  at  that  point,  one  slightly 
above  the  other.  Suture  of  the 
artery  I  felt  was  an  unsafe  procedure, 
and  I  decided  to  take  the  risk  of  gan- 
grene, amputation,  and  death,  rather 
than  death  from  secondary  hemor- 
rhage, even  though  it  were  possible  to 
control  immediate  hemorrhage  by 
suture.  A  ligature  was  first  placed 
proximal  to  the  injury,  and  above  the 
branches.  This  but  partly  controlled 
the  hemorrhage.  A  second  ligature 
was  placed  distal  to  the  wound  in  the 
vessel,  and  below  its  branches.  The 
hemorrhage  remaining  still  uncon- 
trolled he  proceded  to  ligate  one  of 
the  two  branches,  but  which  one  his 
records  do  not  show.  Xot  until  both 
branches  were  tied  off,  was  the  hem- 
orrhage completely  controlled.  The 
suturing  of  the  wound  was  completed, 
and  it  eventually  healed  by  primary 
union.  The  lower  extremity  was 
carefully  wrapped  in  cotton,  and  hot- 
water  bags  applied  continuously 
around  it  for  several  days.    The  chief 


event  following  was  one  or  two  sleep- 
less nights  on  the  part  of  the  opera- 
tor. The  patient  complained  only 
of  some  discomfort  and  numbness  in 
the  leg.  The  recovery  was  quick  and 
complete,  the  patient  leaving  the  hos- 
pital at  the  end  of  three  weeks.  He 
later  complained  of  weakness  and 
numbness  in  the  extremity,  which  has 
continued  in  lesser  degree  to  the  pres- 
ent time.  There  is  now  an  atrophy 
of  three-quarters  of  an  inch  in  the 
thigh  and  calf  on  that  side.  The  pa- 
tient leads  an  active  life,  is  on  his  feet 
a  great  deal,  but  cannot  walk  and 
dance  without  fatigue  and  heaviness 
in  the  leg. 

The  third  edition  of  Bryant's  Oper- 
ative Surgery,  records  173  ligations  of 
the  external  iliac  artery,  with  61 
deaths.  Prof.  G.  E.  Brewer,  of  New 
York,  records  an  exactly  similar  case 
to  the  speaker's,  except  that  it  was  not 
necessary  to  ligate  the  deep  epigastric 
and  deep  circumflex  branches.  This 
case  was  a  young  man  of  the  same 
age,  with  a  hernia  of  the  same  side, 
with  excision  of  nondescended  testis, 
and  also  made  a  complete  recovery. 

While  great  caution  should  always 
be  observed  in  locating  and  avoiding 
the  external  iliac  artery  in  inguinal 
herniotomy,  it  is  especially  important 
to  do  so  when  complicated  with  non- 
descended  testis ;  and  also  in  suturing 
the  first  layer  according  to  the  Johns 
Hopkins  method.  It  is  well  likewise 
to  remember  that  large  curved  needles 
are  capable  of  doing  a  good  deal  of 
damage  if  not  directed  with  much 
precision,  as  well  as  sharp-toothed 
artery  clamps  in  the  hands  of  ener- 
getic assistants. 
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Stated  Meeting,  February  7,  1908. 
The  Vice-President,  V,  L.  Zimmermann,  M.I).,  in  the  Chair. 


DEGENERATING    UTERINE  FIBROID. 

Dr.  A.  I\.  Math kso\  reported  the 

ease  of  a  woman,  aged  42  years,  a 
multipara,    last    pregnancy  fourteen 


years  ago.  which  ended  in  an  abor- 
tion during  the  fourth  month  and  was 
followed  by  a  curettage. 

He  saw  her  on  the  7th  of  January 
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last  and  found  her  in  great  distress 
from  pain  in  the  abdomen  extending 
from  the  umbilicus  to  the  bottom  of 
the  pelvis.  She  had  frequent  mic- 
turition with  a  feeling  of  pressure 
upon  the  bladder ;  she  was  constipated 
and  had  a  feeling  of  obstruction  and 
pressure  upon  the  rectum ;  she  gave 
a  history  of  menstruating  every  three 
weeks,  the  flow  continuing  about 
seven  or  eight  days  and  was  profuse. 

He  removed  a  tumor  eighteen  days 
ago  which  weighed  three  pounds. 

On  the  morning  of  the  4th  day 
after  the  operation,  her  temperature 
began  to  rise  and  had  reached  103^2  0 
at  six  o'clock  in  the  evening. 

He  could  not  discover  any  cause 
for  this  rise  in  temperature,  excepting 
a  slight  pain  in  the  right  shoulder. 
Under  full  doses  of  quinine  the  pain 
subsided,  and  her  temperature  reached 
normal  on  the  following  day.  She 
has  steadily  improved  and  is  now  in 
excellent  condition. 

VAGINAL  CAESAREAN  SECTION  IN  A 
CASE  OF  ECLAMPSIA. 

Dr.  J.  O.  Polak  stated  that  his  pa- 
tient, 25  years  of  age,  was  admitted 
to  the  Williamsburgh  Hospital,  Janu- 
ary 23d.  The  date  of  her  last 
menstruation  was  July  19,  1907.  She 
had  had  scarlet  fever  in  childhood. 
About  one  year  ago  she  noticed  some 
swelling  about  the  ankles.  About  a 
week  before  admission  to  the  hospital 
some  edema  of  the  face  and  ankles 
appeared,  and  since  then  she  had  had 
continual  headache  with  vomiting 
morning  and  night.  The  amount  of 
urine  diminished  markedly.  She 
complained  of  great  thirst.  Life  had 
not  been  felt. 

The  patient  was  markedly  edema- 
tons.  There  was  a  uterine  tumor  ex- 
tending to  the  umbilicus.  Pulse  84, 
high  tension.  Her  urinary  output  for 
twenty-four  hours  after  her  admission 
was  twenty  ounces,  with  four  grains 
of  nrea  to  the  ounce  with  presence  of 
albumin  and  granular  casts.  The  pa- 
tient was  placed  in  bed  on  a  milk  diet. 
Her  headache  persisted,  and  she  was 
placed  on  veratrnm  viride  and  the 
pulse  kept  below  60.     The  urinary 


output  then  increased  and  the  urea 
five  grains  to  the  ounce.  The  edema 
also  diminished.  Two  nights  after 
she  developed  convulsions  and  had 
two  in  rapid  succession.  Deliver} 
was  determined  on.  The  cervix  was 
extremely  hard  and  there  was  no  di- 
lation. Under  anesthesia  a  vaginal 
caesarean  section  was  made  and  the 
child  delivered  by  version  after 
Duhrrsen's  method.  He  did  not  make 
more  room  by  section  of  the  levator 
ani  muscle.  A  transverse  incision 
was  made  in  front  of  the  cervix  and 
an  inferior  longitudinal  incision 
through  the  anterior  uterine  wall  and 
the  bladder  pulled  up  on  the  uterine 
wall ;  the  uterus  was  drawn  down  by 
volsellum  and  incised  from  below  up- 
ward through  the  cervix ;  the  cervix 
was  2y2  inches  long  before  the  in- 
ternal os  was  reached.  Then  the  in- 
cision was  extended  four  inches  up 
the  front  of  the  uterus,  the  hand  in- 
troduced and  a  version  made. 

The  suturing  of  the  anterior  wall 
of  the  uterus  was  not  as  easy  as  he 
had  supposed  from  reading  Duhrr- 
sen's article.  The  space  he  got  with 
this  operation  was  a  great  disap- 
pointment to  him  also.  He  could 
readily  see  how  the  operation  is  a 
most  ideal  procedure  in  these  long 
cervices  without  previous  injury  by 
instrumental  dilation  and  up  to  six 
or  seven  months,  but  further  than 
that  he  could  not  see  that  vaginal 
caesarean  section  can  have  very  much 
place  in  obstetrics. 

The  convalescence  of  the  patient 
has  been  very  satisfactory.  The 
hemorrhage  was  very  insignificant 
and  was  controlled  by  a  pack  of  iodo- 
form gauze  in  the  uterus,  which  was 
removed  the  next  morning.  She  had 
one  elevation  of  temperature  on  the 
third  day,  which  went  to  103  degrees, 
and  her  blood  counts  convinced  him 
that  she  was  doing  something  in  her 
own  defence.  On  the  third  day  there 
were  82  per  cent,  polymorphonu- 
clears, on  the  fourth  day  78  per  cent., 
although  the  temperature  still  kept 
high,  it  gradually  descended.  She  is 
now  eleven  days  past  operation  and 
making   a   slow   recovery,   with  the 
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single  exception  that  the  headache 
persists,  as  well  as  the  granular  casts 
and  some  edema  of  the  face. 

The  two  interesting  points  in  this 
case,  said  the  speaker,  were  first,  that 
convulsions  occurred  with  a  pulse  of 
low  tension,  below  60,  and  the  other 
is  the  fact  that  it  is  not  an  easy  thing 
to  deliver  a  child  of  any  size  through 
vaginal  caesarean  section  in  a  primi- 
para,  unless  you  have  done  what 
Duhrrsen  does  do  and  advocates 
strongly,  that  is  section  of  the  vagina 
so  as  to  give  more  room  and  permit 
the  uterus  to  be  brought  down. 

Dr.  A.  A.  Hussey  said  the  ex- 
planation of  the  convulsion  with  a 
slow  pulse  and  low  tension  is  that 
while  the  veratrum  lowered  the  pulse 
tension,  it  did  not  increase  the  ex- 
cretion of  the  poisons.  High  tension 
is  simply  one  of  the  symptoms  of  the 
poisons,  of  which  convulsions  is  an- 
other. Lowering  the  pulse  tension, 
he  said,  does  not  always  prevent  con- 
vulsions. 

Dr.  J.  O.  Polak  said  that  as  to  the 
etiology,  it  impressed  him  that  this 
was  a  case  of  nephritis,  to  which  had 
been  added  the  kidney  of  pregnancy. 
I  [er  previous  history  of  scarlet  fever 
and  the  edema  of  a  year  ago  seemed 
to  show  she  had  a  kidney  lesion 
before.  From  the  clinical  picture 
there  did  not  seem  to  be  much  evi- 
dence of  an  hepatic  toxemia;  it 
seemed  to  be  renal. 

In  regard  to  incision  of  the  poste- 
rior wall  in  this  case,  he  simply  in- 
cised up  the  anterior  wall  of  the 
uterus.  lie  had  on  several  occasions 
in  abortions  at  four  months  rather 
than  do  a  dilation,  incised  the  anterior 
and  posterior  cervical  wall,  emptied 
the  uterus  without  any  difficulty  and 
sewed  it  up.  lie  did  not  do  that  in 
this  case;  possibly  he  would  have  had 
more  room.  What  impressed  him 
was  the  way  when  you  incise  the  cer- 
vix that  you  do  not  get  any  room  at 
all.  and  even  in  suturing  the  cervix 
from  above  downward,  it  was  difficult 
to  tiring  the  surfaces  over  and  get  a 

canal  of  any  size. 

The  bladder  was  kept  out  of  the 


way  very  readily  by  a  large  Jackson 
retractor  held  up  behind  the  pubis. 

The  urea  was  estimated  with  the 
hypobromide  solution. 

PAROVIAN  CYST. 

Dr.  W.  B.  Chase  spoke  of  a  pa- 
tient from  Suffolk  County,  who  con- 
sulted him  last  September,  for  im- 
paired health  and  paroxysmal  ab- 
dominal pain  at  irregular  intervals, 
sometimes  very  severe,  so  that  she 
was  unfitted  for  the  care  of  her 
household  duties.  She  had  been 
treated  by  various  physicians,  but  no 
very  definite  diagnosis  had  been  made. 
One  attendant  once  spent  a  night  with 
her  under  the  belief  that  the  inter- 
mitting pain  was  that  of  a  miscar- 
riage. The  pain  was  on  the  right  side 
of  the  pelvis  and  its  greatest  intensity 
followed  the  direction  of  the  ureter. 
At  the  time  of  his  examination  there 
was  marked  muscular  relaxation  of 
the  abdominal  walls  and  the  pelvic 
contents  were  unusually  mobile,  so 
that  the  viscera  could  be  distinctly 
outlined.  During  the  palpation  she 
caught  the  impression  that  he  was 
searching  for  some  growth,  when  she 
exclaimed,  "Doctor,  it  is  here," 
placing  her  hand  to  the  right  of  the 
uterus,  when  he  felt  a  tumor  the  size 
of  an  ordinary  apple.  It  could  be 
pushed  to  any  portion  of  the  pelvic 
cavity  and  had  a  wide  range  of  mo- 
tion in  the  upper  abdomen. 

He  believed  he  had  a  movable  kid- 
ney to  deal  with,  and  that  the  pain 
and  suffering  she  complained  of  was 
due  to  tension  and  traction  on  the 
ureter,  with  more  or  less  strangula- 
tion of  the  right  kidney.  This  diag- 
nosis was  strengthened  by  the  fact, 
that  no  kidney  could  be  palpated  on 
that  sj,lr>  notwithstanding  the  marked 
relaxation  of  the  abdominal  walls. 
Urinary  examinations  showed  nothing 
abnormal.  No  catheterization  of  the 
ureter  was  made. 

She  entered  the  Bethany  Deacon- 
esses Hospital  in  October.  lie  asked 
one  of  his  confreres  to  examine  the 
case,  but  lie  could  find  no  tumor.  The 
woman  suggested  that  if  she  took  the 
knee  chest  position,  he  could  proba- 
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bly  palpate  it,  and  on  so  doing,  it  es- 
caped from  behind  the  uterus  and 
falling  forward  was  easily  found. 
This  confirmed  his  diagnosis.  They 
were  of  the  opinion  that  it  would  be 
unsafe  to  attempt  nephropexy  with- 
out having  proof  that  there  was  no 
torsion  of  the  ureter. 

As  a  preliminary  the  abdomen  was 
opened  to  the  right  of  the  rectus,  the 
tumor  found  and  delivered  through  a 
short  incision.  It  proved  to  be  a  sim- 
ple parovarian  cyst,  the  size  of  a  large 
apple.     The  pedicle  measured  eight 


inches,  made  up  in  part  of  the  ovarian 
ligament,  and  the  elongated  Fallopian 
tube.  The  right  kidney  was  of  small 
size  and  well-covered  with  fat.  Her 
suffering  was  due  to  torsion  of  this 
pedicle  by  causing  pressure  on  a 
healthy  ovary.  The  cyst  was  re- 
moved, and  her  restoration  to  health 
was  immediate  and  entire. 

DYSTOCIA  FROM  DISPROPORTION. 

A  paper  with  the  above  title  was 
read  by  A.  A.  Hussey,  M.  D. 

{To  be  continued.) 
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Thornton's  Pocket  Medical  Formu- 
lary.   New  (8th)  edition,  revised 
to  accord  with  the   new  U.  S. 
Pharmacopoeia.    Containing  about 
2,000   prescriptions   with  indica- 
tions for  their  use.    In  one  leather 
bound  volume.    Price,  $1.50  net: 
Lea  Brothers  &  Co.,  Publishers, 
Philadelphia  and  New  York,  1907. 
Many   of   the    newly  graduated 
practitioners  find  their  greatest  diffi- 
culty in   formulating  prescriptions 
which  will  be  acceptable  to  their 
patients  and  at  the  same  time  act 
beneficially  to  them.    The  author  is 
a  graduate  in  pharmacy  and  pro- 
fessor of  materia  medica  in  a  leading 
medical  college,  also  an  active  prac- 
titioner  of   many   years'  standing.. 
The  diseases  are  arranged  alphabet- 
ically and  under  each  are  given  the 
best  formulae  for  simple  cases,  with 
directions  for  use,  as  well  as  indica- 
tions and  annotations  for  choice  be- 
tween the  various  formulae  given. 
Any  one  who  has  used  the  Formulary 
can  well  appreciate  its  value,  and  no 
practitioner,  if  in  doubt  as  to  the 
dosage  or  the  use  of  a  drug  in  a 
certain  disease,  need  hesitate  to  con- 
sult the  book  freely. 

A  Laboratory  Manual  of  Inverte- 
brate Zoology.  By  Gilman  A. 
Drew,  Ph.D.,  Professor  of  Biology 
at  the  University  of  Maine ;  in 
charge  of  Zoological  Instruction 
at  the  Marine  Biological  Labor- 


atory, Woods  Holl,  Mass.  With 
the  aid  of  members  of  the  Zoologi- 
cal Staff  of  Instructors  at  the  Ma- 
rine Biological  Laboratory,  Woods 
Holl,  Mass.    121110  of  201  pages. 
Philadelphia  and  London :  W.  B. 
Saunders  Company. 
Mr.  Drew  is  in  charge  of  the  zoo- 
logical instruction  at  the  Maine  Bio- 
logical   Laboratory,    Woods  Holl, 
Mass.,  and  he  presents  a  Laboratory 
Manual    of    Invertebrate  Zoology 
which   has   for  its  basis  a  set  of 
laboratory   directions   prepared  by 
members  of  the  staff  of  instruction 
to  meet  the  needs  of  the  class  in 
General   Zoology  at  Woods  Holl. 
The  subject  matter  is  arranged  in 
logical  order  and  calls  attention  to 
only  the  important  parts  of  anatomy. 
The  book  contains  instructions  for 
working  with  the  various  types  of 
invertebrates,  and  contains  as  well  a 
glossary  and  index.    It  is  purely  a 
text-book  for  laboratory  work. 

The    Practitioner's    Medical  Dic- 
tionary.   By  George  M.  Gould, 
A.M.,  M.D.,  author  of  an  Illustrat- 
ed Dictionary  of  Medicine,  Biology, 
and    Allied    Sciences;    editor  of 
American  Medicine,  etc.  Pp.  1043; 
388  illustrations.    Philadelphia:  P. 
Blakiston's  Sons  &  Co.,  1907. 
The  new  Practitioner's  Dictionary 
contains,  among  other  new  features, 
the  terms  of  the  Basle  anatomic  nom- 
enclature and  the  standards  of  phar- 
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maceutic  preparations  as  given  by  the 
eighth  decennial  revision  of  the  LJ.  S. 
Pharmacopeia.  It  is  an  illustrated 
dictionary  of  medicine  and  allied  sub- 
jects including'  all  the  words  and 
phrases  generally  used  in  medicine 
with  their  proper  pronunciation,  de- 
rivation and  definition.  Dr.  Gould  is 
well  known  throughout  the  medical 
world  and  he  is  thoroughly  qualified 
to  produce  such  a  work.  Many  of  the 
features  of  the  previous  lexicons  have 
been  retained,  among  the  most  impor- 
tant of  these  being  the  method  of  in- 
dicating pronunciation  and  accentua- 
tion of  words,  and  also  the  tabulation 
and  classification  of  co-related  terms. 
The  metric  system  of  weights  and 
measurements  in  doses  has  been  added 
in  order  to  furnish  the  necessary 
equivalents  to  those  who  may  prefer 
these  to  the  older  and  more  common 
forms.  The  importance  of  the  work 
justifies  the  enormous  sale  which  it 
has  had. 

Diseases  of  the  Intestines  and  Peri- 
toneum. By  Dr.  H  i: kkm  a  x  n  Noth- 
xaoel,  of  Vienna.  Edited,  with 
additions,  by  H.  D.  Rolleston, 
M.D.,  F.R.C.P.,  Physician  to  St. 
George's  Hospital,  London,  Eng- 
land. Second  Edition.  Octavo  of 
1059  pages,  illustrated.  Philadel- 
phia and  London:  W.  B.  Saunders 
Company. 

This  work,  which  is  now  in  its 
second  edition,  has  been  thoroughly 
revised.  Professor  Herrmann  Noth- 
nagel  was  Professor  of  Special  Path- 
ology and  Therapeutics  in  the  Univer- 
sity of  Vienna;  it  was  here  that  most 
of  hia  experience  in  treating  diseases 
of  the  intestines  and  peritoneum  was 
gained.  Long  before  the  work  was 
translated  into  English  this  series 
of  monographs,  published  under  the 
editorship  of  Professor  Xothnagel, 
was  recognized  as  authoritative. 
The  work  is  by  no  means  a  one-man 
book.  Diseases  of  the  intestines  oc- 
cupy the  first  three-quarters  of  the 
book  ;  chapter  one  deals  with  the 
chemk  processes  which  occur  in  the 
intestines,   and    is   the   work   of  Dr. 

Fritz   Obermayer,     chapter   two — 


bacteria  of  the  intestines — is  an  im- 
portant addition  by  Prof.  Dr.  Julius 
Mannaberg.  The  chapters  which  fol- 
low are  by  Nothnagel  himself;  they 
take  up  in  turn  the  various  diseases 
of  the  intestinal  tract,  discussing  as 
well  the  physiological  processes  of 
the  intestines.  The  work  is  an  ex- 
haustive one  and  goes  into  all  the  de- 
tails of  intestinal  disease.  In  the  part 
devoted  to  diseases  of  the  peritoneum 
the  physiology  of  that  membrane  is 
first  discussed,  then  follows  a  con- 
sideration of  abdominal  dropsy,  tu- 
mors of  the  peritoneum,  and  the  rest 
of  this  part  is  devoted  to  the  various 
forms  of  inflammation  of  the  peri- 
toneum. The  translation  is  well  done 
and  the  editorial  notes  amplify  the 
text.  There  are  few  illustrations  in 
the  book.  The  work  is  complete, 
contains  an  extensive  bibliography 
and  is  well  indexed. 

Auscultation   and   Percussion.  By 

Samuel  Gee,  M.D.,  Fellow  of  the 
Royal  College  of  Physicians, 
London,  England.  Fifth  Edition. 
Smith,  Elder  &  Company.  Lon- 
don. 1906. 

This  book  is  a  record  of  the  meth- 
ods used  by  the  author  which  he  has 
found  useful  in  his  own  practice. 
Great  pains  have  been  taken  to  use 
technical  words  in  their  proper  and 
original  meaning,  and  he  makes  a 
great  point  of  this  throughout  the 
lx)ok.  After  the  introductory  chap- 
ter, he  presents  the  first  part  of  the 
work  teaching  the  methods  of  exam- 
ination and  the  usual  signs  which  are 
observed  upon  examination  of  the  pa- 
tient by  auscultation  and  percussion. 
In  the  first  part  he  goes  over  in  de- 
tail each  particular  sign  with  its 
meaning  ;  in  the  second  part  he  takes 
up  the  various  diseases  of  the  lungs 
and  heart  and  gives  the  phvsical 
signs  in  these  disorders.  It  is  espe- 
cially interesting  to  American  read- 
ers as  being  an  exposition  of  English 
thought  and  methods. 

Diseases  of  the  Eye.  By  CHARLES 
I  I.  MAY,  M.D..  Chief  of  the  Clinic 
and  Instructor  in  Ophthalmology, 
College    of    Physicians    and  Sur- 
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geons,  Medical  Department  Colum- 
bia University.  Fifth  Edition  re- 
vised. 362  original  illustrations. 
W  illiam  Wood  &  Company.  1907. 

In  the  first  edition  of  this  work  the 
author  presented  a  concise,  systematic 
manual  of  the  diseases  of  the  eye;  he 
produced  a  compact  volume  full  of 
well-chosen  information.  The  author 
has  carried  the  work  to  its  fifth  edi- 
tion and  has  kept  it  thoroughly  up  to 
date.  He  presents  the  fundamental 
facts  of  opthalmology  and  covers  all 
that  is  essential  in  this  branch  of  medi- 
cine, not  appealing  to  the  specialist  but 
to  the  student  and  general  practition- 
er. The  rare  conditions  of  eye  disease 
are  merely  mentioned,  while  the  more 
common  diseases  are  described  with 
comparative  fullness.  Most  of  the 
illustrations  are  original,  and  some  in 
colors  are  very  instructive.  The  au- 
thor takes  up  the  subject  in  the  usual 
manner  and  has  produced  a  useful 
book. 

Tuberculosis.  A  Prize  Essay.  By 
S.  A.  Knopf.    Xew  York,  1907. 

This  monograph  is  a  revised  edi- 
tion of  the  original  essay  which  was 
awarded  the  international  prize  by 
the  International  Congress  to  Com- 
bat Tuberculosis  as  a  Disease  of  the 
Masses,  which  convened  at  Berlin  in 
1899.  Tuberculosis  is  considered  as 
a  disease  of  the  masses  and  we  are 
instructed  how  to  combat  it.  There 
is  a  supplement  on  home  hygiene, 
school  hygiene,  installation  of  the 
sanitarium,  treatment  at  home,  and 
a  historical  review  of  the  anti- 
tuberculosis movement  in  the  United 
States. 

Cutaneous  Therapeutics :  9  A  Hand- 
Book.  By  W.  A.  Hardaway, 
M.D.,  LL.D.,  Professor  of  Dis- 
eases of  the  Skin  and  Syphilis  in 
Washington  University,  St.  Louis ; 
and  Joseph  Grindon,  Ph.B.,  M.D., 
Professor  of  Clinical  Dermatology 
and  Syphilis  in  Washington  Uni- 
versity, St.  Louis.  Lea  Brothers 
&  Company.  Philadelphia  and 
New  York,  1907. 

This  book  is  based  upon  the  de- 


scriptive and  therapeutic  sections  of 
Hardaway's  Manual  of  Skin  Dis- 
eases. Dr.  Grindon  has  prepared  the 
special  sections  on  radiotherapy, 
high-frequency  current,  galvanism, 
Earadism,  and  minor  surgical  pro- 
cedures. Part  I  deals  with  the 
treatment  of  diseases  of  the  skin  in- 
cluding the  usual  sub-divisions ; 
diseases  of  the  appendages  of  the 
skin,  including  the  sweat-glands, 
hair  follicles  and  the  treatment  of 
parasitic  diseases,  both  vegetable 
and  animal.  In  many  instances  the 
authors  have  entered  fully  into  the 
symptomatology  and  etiology,  but 
where  these  things  have  not  been 
deemed  essential  they  have  been 
briefly  dealt  with.  Differential  diag- 
nosis is  carefully  considered.  The 
rare  and  unimportant  diseases  have 
been  omitted.  At  the  end  of  many 
of  the  sections  are  appended  formulae, 
which  add  a  useful  feature  to  the 
work.  Park  II  concerns  itself  with 
general  treatment  and  methods,  in- 
cluding electricity.  X-ray,  radium, 
photo-therapy,  etc. 

A  Manual  of  Personal  Hygiene : 
Proper  Living  upon  a  Physiologic 
Basis.  By  Eminent  Specialists. 
Edited  by  Walter  L.  Pyle,  M.D., 
Assistant  Surgeon  to  the  Wills 
Eye  Hospital,  Philadelphia.  Third 
Edition.  121110  of  451  pages,  illus- 
trated. Philadelphia  and  London : 
W.  B.  Saunders  Company. 

The  subject  of  personal  hygiene  is 
a  rather  neglected  one,  and  Dr.  Pyle, 
with  the  collaboration  of  a  number 
of  other  eminent  men.  presents  his 
third  edition  of  the  Manual  describ- 
ing the  proper  methods  of  living 
upon  a  physiologic  basis.  His  intro- 
duction speaks  of  the  various  kinds 
of  activity  which  constitute  human 
life;  they  are  those  (1)  which 
directly  minister  to  health  preserva- 
tion ;  (2)  those  which  by  securing 
the  necessaries  of  life  indirectly 
minister  to  health  preservation;  (3) 
those  activities  which  have  for  their 
end  the  rearing  and  disciplining  of 
offspring  ;  (4)  those  activities  which 
are  involved  in  the  maintenance  of 
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proper  social  and  political  relations; 
(5)  those  miscellaneous  activities 
which  make-  up  the  leisure  part  of 
life  devoted  to  the  gratification  of 
taste  and  feeling.  He  believes  that 
health  is  man's  birthright,  and  to 
this  end  he  leaches  the  methods  of 
keeping  health.  The  various  chap- 
ters take  up  the  hygiene  of  the  diges- 
tive apparatus,  the  skin  and  its  ap- 
pendages, the  vocal  and  respiratory 
apparatus;  the  car,  the  eye.  and  the 
brain  and  nervous  system.  There 

are  chapters  <u  physical  exercises 
and  domestic  hygiene.  There  are 
man}  interesting  problems  discussed, 
and  the  result  is  a  pleasing  one. 

A   Text-Book   of   Physiology.  By 

Isaac  (  )tt,  A.M.,  M.D.,  Professor 
of  Physiology  in  the  Medico- 
Chirurgical  College  of  Philadel- 
phia. Second  Revised  Edition. 
Illustrated  with  $  13  I  [alf-tone  En- 
gravings,  many  in  Colors.  Royal 
Octavo,  815  pages.  Bound  in 
Extra  Cloth.  Price,  $3.50,  net. 
F.  A.  Davis  Company,  Publishers, 
[914-16  Cherry  Street,  Philadel- 
phia, I 'a. 

The  Text-Book  of  Physiology,  by 
Isaac  (  Mt.  is  written  by  a  man  who 
combines  a  large  laboratory  train- 
ing, an  extensive  neurological  ex- 
perience, and  the  advantage  gained 
from  years  of  teaching  in  a  medical 
college.  The  first  edition  was  very 
favorably  received  by  the  public  and 

now  the  second  edition,  considerably 
enlarged,  is  presented.  In  this  edi- 
tion the  subject  of  electro-physiology 
has  been  treated  more  comprehen- 
sively than  in  the  first,  the  article 
upon  the  sympathetic  system  has 
been  rewritten  and  the  chapter  011 
v  ision  has  been  recast  ;  over  250 
additional  figures,  many  of  them 
entirely  original,  have  heen  included. 
The  hook  is  one  dealing  exclusively 
with  physiology.     If  those  who  are 

actively  engaged  in  the  practice  <>f 
medicine  and  surgery  should  pause 

for  a  while  and  take  the  time  to  care- 
fully  read   and   study   this   work  of 


Professor  (  Ht,  they  would  be  sur- 
prised at  the  number  of  new  Facts 
that  have  been  brought  to  light  in 
the  past  few  years;  they  certainly 
would  he  better  equipped  to  practice 
their  profession.  The  work  is  to  be 
recommended  both  as  a  text-book 
for  students  and  a  reference-hook  for 
practitioners. 

A  Text-Book  of  Clinical  Anatomy: 

For  Students  and  Practitioners.  By 
Daniel    X.    Eisendrath,  A.B., 

M.D.,  Clinical  Professor  of  Anat- 
omy in  the  Medical  Department  of 
the  University  of  Illinois  1  College 
of  Physicians  and  Surgeons).  Chi- 
cago. Second  Revised  Edition. 
(  Octavo  of  535  pages,  with  [53  illus- 
trations, a  number  in  colors.  Phila- 
delphia and  London:  W.  B.  Saun- 
ders Company.  1907. 

Dr.  Eisendrath  deplores  the  fact 
that,  although  during  the  first  two 
years  of  instruction  in  medical  schools 
descriptive  anatomy  and  dissection  are 
taught,  the  last  two  years  of  med- 
ieal  instruction  entirely  omit  anatomy 
from  the  curriculum.  Me  believes 
that  during  this  period  regional  and 
topographic  anatomy  should  he  taught 
in  order  to  enable  the  student  to  apply 
his  knowledge  to  clinical  work.  Clin- 
ical anatomy  has  heen  chosen  as  the 
term  to  describe  this  branch  of  the 
subject.  The  hook  is  designed  for 
both  surgical  and  medical  practition- 
ers. The  majority  of  the  illustrations 
in  the  work  are  original  and  are  well 
chosen.  In  presenting  the  subject  the 
various  portions  of  the  body  are  taken 
up  in  turn,  much  as  a  student  would 
discuss  it  in  the  dissecting-room,  each 
subject  discussed  being  well  illustrat- 
ed and  the  text  thus  made  plain.  The 
author  makes  a  special  point  of  exam- 
ination during  life,  the  student  being 
encouraged  to  observe  the  surface 
markings,  and  to  locate  by  external 
examination  the  positions  of  the 
nerves  and  arteries.  As  a  whole,  the 
work  has  a  distinct  place  in  the  medi- 
cal curriculum. 
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INAUGURAL  ADDRESS 
ASSOCIATED  PHYSICIANS  OF  LONG  ISLAND 

By  H.  BEECKMAN  DELATOUR,  M.D. 


IT  is  with  pride  and  pleasure  that  we 
greet  the  members  of  the  Asso- 
ciated Physicians  of  Long  Island 
at  this  annual  spring  meeting.  This  is 
the  thirty-first  meeting  of  the  asso- 
ciation, and  like  all  of  the  preceding 
ones,  offers  the  President  the  oppor- 
tunity to  congratulate  the  members  on 
a  healthy  condition  not  only  of  the 
society  but  of  its  exchequer  as  well. 
This  is  a  rare  condition  in  clubs  and 
societies  alike  and  certainly  a  matter 
for  felicitation.  During  the  eleven 
years  of  existence  our  society  has 
shown  continued  advancement  and  up 
to  date  has  not  suffered  any  draw 
backs  by  strife  among  its  members. 
We  see  at  the  present  time  no  reason 
to  doubt  a  continuance  of  this  pleasant 
relationship. 

( )ur  society  while  never  lacking 
in  scientific  work  and  progress,  has 
also  been  a  source  of  much  good  fel- 
lowship and  means  of  bringing  the 
medical  fraternity  of  the  Island  into  a 
relationship  that  otherwise  would 
never  have  existed.  There  is  a  mu- 
tual benefit  to  both  city  and  country 
practitioners  that  we  may  not  all  ap- 
preciate to  its  full  extent.  We  have 
heard  it  remarked  that  the  city  men 
profit  by  the  consultation  work  this 


association  brings  them.  Do  the  out- 
of-town  members  know  that  the  Sec- 
retary's office  is  a  sort  of  clearing- 
house through  which  the  city  mem- 
bers frequently  inquire  for  reference 
as  to  whom  they  may  recommend 
their  patients,  who  arc  leaving  town 
for  some  place  on  the  Island?  This 
is  not  an  occasional  but  a  frequent 
occurrence  and  certainly  is  a  benefit 
to  our  out-of-tow  n  members  that  they 
probably  have  never  thought  of. 

During  the  past  year  the  publica- 
tion of  our  JOURNAL  was  begun. 
That  the  establishment  of  this  journal 
was  a  wise  step  is  shown  in  the  fact 
that  the  members  of  the  association 
have  not  only  the  transactions  of  this 
body  but  of  most  of  the  scientific 
societies  of  Long  Tsland  as  well  as 
papers  of  some  of  our  foremost 
writers  in  this  country  and  at  an  ex- 
pense much  less  than  the  publication 
of  the  transactions  alone  would  cost. 
In  addition  to  this,  the  exchanges  and 
books  for  review  have  started  a 
nucleus  which  in  time  will  put  us  in 
possession  of  a  valuable  library.  At 
present  these  books  are  being  deposi- 
ted in  the  .Medical  Library  of  the 
County  of  Kings,  for  the  safe  keeping 
of  which  we  are  indebted  to  that  so- 
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ciety.  In  the  near  future  it  will  be 
necessary  and  wise  for  these  books  to 
be  kept  at  some  point  more  accessible 
to  the  majority  of  our  out-of-town 
members. 

We  have  been  informed  that  the 
committee  on  the  shell-fish  industry 
will  report  at  this  meeting  and  recom- 
mend the  organization  of  the  health 
officers  of  the  Island  into  a  committee 
of  this  society  to  take  the  place  of  the 
present  Public  Health  Committee. 
We  mention  this  now  that  you  may 
pay  particular  attention  to  the  reading 
of  this  report  that  some  suitable  action 
may  be  taken. 

Our  association  from  time  to  time 
has  met  at  the  various  places  on  Long 
[sland  and  on  each  occasion  the  En- 
tertainment Committee  has  been  more 
or  less  embarrassed  by  the  difficulty 
in  'finding  suitable  accommodations 
for  the  dinner. 

Xow  that  the  Long  Island  Railroad 
Company,  which  has  been  so  generous 
in  the  past  in  providing  transporta- 
tion, can  no  longer  do  so  because  of 
the  new  Public  Service  Law,  it  will  be- 
come necessary  to  hold  our  meetings 
at  some  point  accessible  to  the  city. 

(  )ur  membership  has  now  reached 
nearly  five  hundred,  and  it  seems  to 


your  President  that  it  might  be  a  wise 
move  at  this  time  to  look  into  the  pos- 
sibility of  securing  a  country  home 
for  its  members.  This  home  would 
serve  as  a  regular  meeting  place  for 
our  spring  and  fall  meetings  and  dur- 
ing the  whole  year  would  be  a  retreat 
to  which  members  might  turn  for  a 
few  days'  outing.  Provisions  could 
also  be  made  for  the  care  of  our  mem- 
bers during  convalescence  after  a 
severe  sickness.  This  would  be  a 
most  worthy  addition  to  the  benefits 
of  membership.  With  our  member- 
ship, a  yearly  assessment  of  ten  dollars 
each  for  a  period  of  five  years  would 
provide  us  with  a  most  desirable  prop- 
erty. We  would  recommend  the  ap- 
pointment of  a  special  committee  to 
consider  this  proposition,  with  power 
to  secure  an  option  on  a  desirable 
piece  of  property  and  to  make  report 
at  the  fall  meeting.  We  would  also 
recommend  that  the  Legal  Committee 
be  instructed  to  report  at  the  fall 
meeting  any  necessary  legal  formali- 
ties that  would  be  necessary  to  permit 
such  action  and  acquiring  of  prop- 
erty by  the  association. 

In  the  event  of  securing  such  a 
home  we  would  at  once  provide  a 
place  for  the  housing  of  our  medical 
library. 


SCILLITIN-1TS  PROPERTIES. 

By  JAMES  BURKE,  M.D. 

MANITOWOC,  WIS. 


SCILLITIN    is   a   glucosid  from 
squill,  Scilla  Maratima.  Merck 
obtained  three  principles,  scil- 
lipicrin,  scillitoxin  and  scillin.  Von 
Jarmersted  and  Kutz  obtained  scillain, 
an  amorpheus,  bitter  principle,  soluble 

in  water  or  alcohol.  Vogel  describes 
scillititl  as  a  solid  diaphanous  mass, 
colorless,  of  resinous  fracture,  pnlver- 


izable,  al  firsl  bitter,  then  sweetish, 
very  hygroscopic,  easily  soluble  jn 
water,  rectified  spirit  or  acetic  acid. 

Tilloy  separated  from  this  body  a 
purer  scillititl  and  a  non-crystallizable 
sugar;  this  scillititl  does  not  dissolve 
readily  in  water,  but  freely  in  alcohol. 
Scillititl  and  scillitoxin  are  practically 
the  same  complex  product.  Fronmul- 
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ler  pronounced  scillipicrin  a  superior 
diuretic.  Out  of  seventeen  cases  of 
grave  oliguria  treated  with  it,  fifteen 
were  successful;  it  is  too  irritating 
for  hypodermic  use. 

Von  Schroff  found  the  action  of 
scillitin  bearing  on  the  ganglionic  ner- 
vous system  and  secretory  organs,  es- 
pecially the  kidneys  and  respiratory 
mucosa.  Scillitin  is  evidently  composed 
of  at  least  three  alkaloids ;  one  is  sim- 
ilar in  action  to  helenin  in  neutralizing 
peculiar  lung  toxins.  The  second 
principle  assists  the  biochemical  proc- 
ess of  neutralizing  cognate  toxins  in 
the  stomach  and  intestines ;  and  any 
surplus  of  the  principle  after  the  neu- 
tralization, chemically  attacks  the  pro- 
toplasm of  the  lining  of  the  aliment- 
ary canal,  in  securing  an  affinitive  pro- 
teid  entity,  chemical  union  with  which 
will  make  of  the  principle  a  complete 
excretory  product. 

The  third  principle  is  chemically  af- 
finitive for  the  kidney  cells  and  their 
proteid  toxins  ;  neutralization  of  these 
kidney  toxins  allays  the  cellular  irri- 
tation resulting  therefrom,  and  a  sur- 
plus of  this  principle  left  after  neu- 
tralization of  its  cognate  toxins  results 
in  irritation  of  the  kidneys  by  the 
catalysis  caused  in  making  it  a  normal 
kidney  excretion ;  this  principle  is 
synergistic  with  one  of  the  digitalis 
principles. 

"Squills,  digitalis  and  mercury"  has 
been  a  sheet  anchor  in  certain  dropsies 
of  functional  (toxic)  origin.  When 
we  get  so  far  as  to  be  in  possession  of 
the  isolated  principles  and  are  fully 
conversant  with  the  therapeutics  of 
every  one  of  them,  how  much  more 
nimbly  and  scientifically  we  will  treat 
the  different  grades  of  dropsies,  as 
well  as  other  diseases  caused  by  pro- 
teid toxins.  In  general,  for  dropsies, 
scillitin  (gr.71T),  digitalin  (gr.-jV)  and 


calomel  (gr.  )  every  two  hours  till 
the  proper  result  is  attained,  is  stand- 
ard treatment ;  this  combination  has 
proved  very  effective  in  cardiac  drop- 
sies when  other  modes  of  treatment 
had  been  worn  out.  Scillitin  is  not 
cumulative  under  ordinary  therapeutic 
doses.  Irritation  of  the  kidneys  from 
the  presence  of  lead  or  other  mineral 
catalysts  contra-indicates  the  strenuous 
therapeutic  use  of  scillitin  ;  its  use  ex- 
hibits no  narcotic  symptom ;  toxic 
doses  cause  gastro-intestinal  inflamma- 
tion, but  toxic  doses  suppress  diuresis 
and  cause  hematuria  from  the  chemi- 
cal activity  with  which  one  of  its  pro- 
teid principles  attacks  similarly  con- 
structed substances  in  the  renal  cells 
to  make  of  the  scillitin  a  complete 
entity  for  excretion.  Its  benevolent 
therapeutic  action  on  the  nervous  and 
the  circulatory  systems  springs  from 
the  neutralization  of  the  three  kinds 
of  toxins  referred  to  above. 

In  nearly  every  patient  there  are 
other  toxins,  the  neutralization  of 
which  should  be  a  conspicuous  part 
of  the  dominant  treatment.  It  is  very 
important  to  look  after  the  toilet  of 
the  alimentary  canal  in  ridding  the 
lumen  of  the  bowels  of  its  fermenting 
contents  by  the  proper  concentration 
of  some  saline  laxative,  the  abatement 
of  the  fermentative  process  by  the  lib- 
eral use  of  the  sulphocarbolates  or 
some  other  good  anti ferment ;  the 
neutralization  of  the  stomachic  and 
intestinal  toxins  by  the  indicated  use 
of  emetine,  hydrostine,  iridin,  colocyn- 
thiri,  chionanthin  or  leptandrin ;  the 
liver  toxins  by  the  use  of  podophyllin, 
dioscorein,  calomel  or  boldine ;  the 
lung  toxins  by  helenin,  emetine,  san- 
guinarine  or  scillitin,  and  the  nerve 
toxins  by  the  use  of  aconitine,  vera- 
trine,  strychnine,  atropine  or  iridin. 


A  STUDY  OF  CALCULUS  LODGED  IN  THE  URETER. 


By  ROLAND  HAZEN,  M.D. 

Brentwood  Health  Resort, 
BRENTWOOD.  L.  I. 


PART  II. 


Hydro-nephrosis  and  hydro-ureter 
are  frequently  produced  secondary  to 
calculus  of  the  ureter,  depending  for 
their  development  upon  a  continu- 
ously secreting  kidney  with  an  ob- 
struction to  the  flow  of  urine,  which 
is  either  incomplete,  intermittent  or 
of  gradual  development.  As  the  de- 
lection  of  the  condition  of  hydro- 
nephrosis is  not  readily  accomplished, 
especially  in  its  minor  grades  of  de- 
velopment, it  is  not  possible  to  for- 
mulate the  frequency  of  its  occur- 
rence secondary  to  calculous  obstruc- 
tion of  the  ureter  though  it  may  be 
inferred  from  the  nature  of  events  in 
the  life  history  of  this  disease  that  the 
majority  of  the  cases  are  accom- 
panied by  hydro-nephrosis  to  a 
greater  or  less  extent  at  some  time 
during  their  course.  Conversely,  in  a 
certain  percentage  of  cases  of  hydro- 
nephrosis we  may  expect  to  find  a 
calculus  of  the  ureter  as  the  cause. 
Morris  states  that  Sir  William  Rob- 
erts, in  32  cases  of  hydro-nephrosis, 
found  ureteral  calculi  in  11,  and 
Simon  found  7  out  of  t6  cases  to  be 
due  to  this  cause. 

Occasionally  a  calculus  is  so  lodged 
as  to  act  as  a  ball  valve  in  the  ureter 
producing  an  intermittent  hydro-ne- 
phrosis. Leonard  reports  that  in  three 
of  his  cases  an  intermittent  flush-tank 
hydro-nephrOsis  from  a  partial  occlu- 
sion of  the  ureter  had  led  to  an  orig- 
inal diagnosis  of  floating  kidney.  The 
knowledge  of  the  presence  of  hydro- 
nephrosis is  of  prime  importance  in  a 
prognostic  and  diagnostic  bearing  on 
the  case.  As  it  represents  nature's 
effort  to  eliminate  the  stone  through 
the  natural  passages  it  affords  the  only 
and  a  frequently  efficient  means  of 
spontaneous  cure.  Through  their  fre- 
quent association  we  have  in  hydro- 
nephrosis, therefore,  a  most  valuable 
confirmatory  evidence  in  suspected 
cases  of  calculus  in  the  ureter.  Rut 


on  account  of  the  difficulty  of  its  recog- 
nition, except  when  marked,  it  is  not 
of  frequent  service  in  this  connection. 
However  in  Schenck's  101  cases  tumor 
of  the  flank  was  noted  in  9.  Possibly 
further  refinement  in  the  use  of  the 
Roentgen  Ray  will  lead  to  a  more  fre- 
quent detection  of  this  condition. 

More  important  to  the  welfare  of 
the  patient  is  the  ever-existing  danger 
of  the  stone  becoming  so  situated  as 
to  suddenly  and  completely  occlude  the 
ureter,  which  occurrence  may  take 
place  during  the  acute  passage  of  a 
calculus,  or  by  an  impacted  calculus 
on  shifting  its  position.  The  outcome 
of  this  occurrence,  if  not  relieved, 
will  be  either  a  functional  death  and 
atrophy  of  the  kidney  of  the  affected 
side,  with  resulting  compensatory 
secretion  of  the  opposite  healthy  kid- 
ney, or  a  sudden,  complete  bilateral 
anuria  due  to  reflex  secretory  inhibi- 
tion of  the  opposite  kidney. 

In  the  former  case  the  true  condi- 
tion may  be  totally  unsuspected  and 
the  clinical  picture  may  be  nearly 
identical  with  that  of  the  passage 
of  the  calculus  as  pointed  out  by 
Leonard5  in  the  following  contrast: 
If  the  calculus  passes  without  detec- 
tion the  pain  subsides  after  the  colic, 
tlie  urine  clears  up  and  perfect  func 
lion  returns,  while,  if  the  calculus  be- 
comes impacted  in  the  ureter  the 
anuria  destroys  the  function  of  the 
kidney,  the  pain  ceases,  the  urine  from 
(lie  other  kidney  is  normal  and  the 
"cure"  is  attributed  to  medication. 
Thai  a  sudden  and  complete  stoppage 
of  the  ureter  leads  to  a  rapid  atrophy 
and  disappearance  of  the  kidney  has 
been  demonstrated  by  observation 
and  experiment. 

The     development     of  complete 
anuria  of  both  sides  evidently  is  de- 
pendent t<>  a  certain  extent  upon  the 
portion  of  the  ureter  in  which  the  cal 
cuius  is  Lodged,  as  shown  in  a  series 


248 


CALCULUS  LODGED  IN  THE  URETER. 


249 


of  47  cases  collected  by  Morris,  in 
which  the  locations  were  as  follows : 

Upper  end  of  ureter   30  cases. 

Middle  of  ureter   7  " 

Lower  end  of  ureter   10  " 

This,  as  well  as  other  recorded 
tables,  indicates  that  the  danger  de- 
creases as  the  calculus  passes  the 
upper  constriction,  and  increases 
slightly  as  it  reaches  the  lower  con- 
striction. The  greater  danger  at  the 
upper  extremity  is  probably  due  at 
least  in  part  to  its  more  direct  reflex 
communication  with  the  opposite  kid- 
ney through  the  renal  and  solar 
plexuses.  Recovery  from  expulsion 
of  the  stone  is  considered  as  very  in- 
frequent by  those  who  have  written 
on  this  subject.  Cabot17  suggests  that 
one  of  his  cases  recovered  in  this  way, 
and  Harrison18  cites  a  case  in  which 
there  was  suppression  for  fourteen 
days,  followed  by  the  passage  of  a 
calculus  and  subsequent  recovery. 
Usually  a  fatal  termination  occurs  at 
an  earlier  date  if  total  anuria  persists. 
Roberts  gives  the  duration  of  life  as 
from  nine  to  eleven  days,  while  Osier 
says  that  these  cases  may  live  ten 
days  or  two  weeks. 

From  the  steady  pressure  of  a  cal- 
culus against  the  ureter  wall  it  may 
exceptionally  ulcerate  through  into 
the  peritoneal  cavity,  or  into  the 
retro-peritoneal  space.  The  latter 
condition  is  reported  in  two  cases  in 
which  a  retro-peritoneal  abscess  was 
formed. 

The  presence  of  infection  in  vary- 
ing severity  is  the  rule  when  the  con- 
dition has  existed  for  some  time  and 
constitutes  an  additional  menace  to 
the  life  of  the  patient. 

When  the  calculus  is  lodged  near, 
or  within,  the  vesical  portion  of  the 
ureter  it  may  set  up  a  violent  cystitis, 
or  the  damming,  up  of  the  infected 
urine  by  a  calculus  lodged  in  the 
lower  part  of  the  ureter  may  so  lead 
to  suppurative  inflammation  of  the 
ureter  above,  the  pelvis  of  the  kidney, 
and  the  kidney  structure  proper  as  to 
mask  all  suspicion  of  the  calculous 
nature  of  the  disease.  In  133  cases 
fi  fteen  were  operated  upon  for  acute 
pyelitis  or  pyelo-nephrosis.  A  cer- 
tain amount  of  inflammatory  reaction 


at  the  seat  of  the  stone  is  to  be  ex- 
pected, producing  a  local  ureteritis  or 
peri-ureteritis  with  the  production  of 
a  varying  amount  of  inflammatory 
exudate.  This  may  be  of  material 
aid  in  diagnosis  through  the  localized 
tenderness  it  affords,  though  the  past 
records  indicate  that  this  tenderness 
has  quite  generally  been  mistaken  for 
the  more  common  inflammatory  dis- 
eases of  the  other  viscera  lying  in  the 
neighborhood  of  the  course  of  the 
ureter.  In  a  number  of  cases  the 
appendix,  and  more  frequently  an 
ovary,  have  been  removed  with  but 
temporary  relief  when  a  calculus  was 
found  in  the  ureter  at  a  subsequent 
operation  and  its  removal  followed 
by  complete  recovery. 

The  symptomatology  is  rarely  suf- 
ficient to  make  a  positive  diagnosis  of 
calculus  lodged  in  the  ureter.  Pain 
may  be  entirely  absent  but  is  more 
frequently  dull  and  more  or  less  con- 
stant, located  usually  in  the  pelvic  or 
in  the  lumbar  region,  and  at  times  it 
appears  in  exacerbations  of  in- 
creased severity  recurring  at  intervals 
of  weeks  or  months.  The  recurrence 
of  acute  paroxysms  almost  invariably 
signifies  that  the  calculus  is  changing 
its  position.  Radiation  of  the  pain 
up  or  down  the  course  of  the  ureter 
and  to  the  groin  from  a  point  of 
greatest  severity  over  the  ureter,  is 
present  in  the  more  acute  paroxysms 
and  is  of  diagnostic  significance.  The 
pain  is  probably  most  frequently 
noted  in  the  lumbar  region,  often  oc- 
curring simply  as  a  dull,  indefinite 
ache.  Nausea  and  vomiting  may  ac- 
company the  acute  paroxysms  and  es- 
pecially when  the  stone  is  located 
above  the  brim  of  the  pelvis.  Fever 
malaise  and  headache  in  a  mild  de- 
gree, though  somewhat  persistent,  are 
present  in  some  cases,  evidently 
caused  by  the  damming  up  in  the 
ureter  and  pelvis  of  the  kidney  of 
purulent  urine.  Occasionally  a  chill 
is  noted. 

The  differentiation  from  renal  cal- 
culus is  often  impossible,  and  this  con- 
stitutes probably  the  most  frequent 
error  in  diagnosis  especially  when  the 
calculus  is  located  above  the  brim  of 
the  pelvis.   Morris  says  that  the  symp- 
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toms  so  resemble  those  of  renal  calcu- 
lus that  nine  out  of  eleven  cases  of 
ureteral  lithiasis  were  first  operated 
upon  with  the  conviction  of  finding 
kidney  stones.  When  located  near  the 
brim  of  the  pelvis  the  symptoms  may 
be  indistinguishable  from  those  of 
appendicial  origin  or,  in  the  female, 
from  those  of  congestive  or  inflamma- 
tory conditions  of  the  uterine  adnexa. 
Contraction  of  the  psoas  muscle  may 
be  present  when  located  in  this  region. 
The  symptoms  of  cystitis,  or  those  of 
calculus  in  the  bladder,  may  be  pro- 
nounced and  constitute  the  only  symp- 
toms present,  especially  when  the  cal- 
culus is  situated  in  the  vesical  end  of 
the  ureter,  though  tenesmus,  frequent 
and  painful  micturition  may  dominate 
the  picture  even  when  the  stone  is  at 
a  higher  situation.  Two  such  cases 
are  recorded  in  which  the  stone  was 
within  one  inch  of  the  kidney. 

The  urine  may  be  perfectly  normal 
on  the  one  hand  while  on  the  other  it 
may  present  practically  the  only  signs 
of  the  presence  of  the  calculus.  He- 
maturia is  the  most  constant  finding 
and  while  repeated  examinations  may 
fail  to  reveal  the  presence  of  red  blood 
corpuscles  in  the  urine  it  is  probable 
that  there  are  very  few  cases  which 
do  not  present  a  hematuria  at  some 
time  during  their  course.  The  most 
favorable  time  for  finding  red  blood 
cells  is  naturally  after  an  attack  in 
which  the  symptoms  have  been  aggra- 
vated. Turner19  considers  that  the 
presence  of  red  blood  corpuscles  in 
the  urine  after  physical  exertion,  in 
conjunction  with  the  history  of  recur- 
rent attacks  of  colic,  is  sufficient  to 
diagnose  the  presence  of  a  calculus 
situated  above  the  bladder. 

Puis  in  the  urine  is  of  too  common 
occurrence  in  other  conditions  of  the 
urinary  tract  to  be  of  practical  value 
in  diagnosis.  It  may  be  present  in 
varying  quantities,  or  it  may  be  en- 
tirely absent.  However,  the  appear- 
ance of  pus  occurring  intermittently 
in  a  urine  that  is  normal  at  other  times, 

and  especially  if  its  appearance  is  pre- 
ceded or  accompanied  by  an  exaggera- 
tion of  the  symptoms  referred  to  the 

regioli  of  the  ureter,  leads  one  to  sus- 
pect a  possible  calculous  origin. 


Albuminuria  is  not  an  infrequent 
accompaniment  of  ureteral  calculi,  the 
explanation  of  which  is  to  be  found  in 
the  circulatory  disturbance  produced 
in  the  parenchyma  of  the  kidney 
through  the  obstruction  to  the  flow  of 
urine  or  in  the  presence  of  pyuria. 

The  quantity  of  urine  may  not  be 
altered  ;  it  may  be  voided  in  diminished 
amounts,  depending  upon  the  degree 
of  obstruction  and  the  state  of  the 
opposite  kidney,  or  we  may  have  it 
totally  suppressed  in  the  condition  of 
calculous  anuria.  In  the  intermittent 
hydro-nephrosis,  produced  by  a  partial 
occlusion  of  the  ureter  the  quantity 
is  diminished  before  and  during  an 
exacerbation  of  the  symptoms  follow- 
ing which  a  polyuria  appears. 

An  aid  to  the  diagnosis  of  urinary 
lithiasis  may  possibly  be  found  in  the 
further  observations  on  the  nitrogen- 
ous output  in  the  urine  through  its 
relation  to  the  disposition  of  certain 
urines  to  form  calculi.  As  a  result  of 
his  experience  in  this  field  of  research 
Frederick  E.  Sondern20  reports  as  fol- 
lows:  "In  the  chemical  analysis  of 
specimens  of  cases  of  renal  stone,  I 
was  impressed  years  ago  by  an  almost 
constant  high  relative  as  well  as  ab- 
solute nitrogenous  output  and  have 
come  gradually  to  look  upon  this  fea- 
ture as  an  important  point  in  differ- 
ential diagnosis  with  almost  constant 
success." 

(  )n  physical  examination  a  hydro- 
nephrotic  kidney  may  be  palpated 
when  of  sufficient  size.  The  absence 
of  rigidity  of  the  abdominal  muscles 
is  of  importance  in  the  differentiation 
from  the  acute  inflammations  of  the 
more  superficially  placed  organs  with 
which  this  condition  may  readily  be 
confused.  Rigidity  is  practically  never 
present  except  when  suppurative 
changes  have  developed  and  are  well 
advanced. 

On  careful  deep  palpation,  valuable 
information  may  be  gained  by  the  find- 
ing of  an  area  of  tenderness  well 
localized  to  some  point  in  the  course 
of  the  ureter.  However,  the  tender- 
ness may  be  so  slight  as  to  scarcely 
create  a  suspicion  of  the  presence  of 
;i  calculus. 

The  vaginal  and  rectal  examinations 


CALCULUS  LODGED  IN  THE  URETER. 


251 


arc  of  service  in  detecting  tenderness 
in  the  ureter  when  the  calculus  is  sit- 
uated in  its  lower  portion,  and  in  sev- 
eral cases  calculi  have  been  palpated 
and  the  diagnosis  established  in  this 
way.  The  lower  end  of  the  ureter  is 
frequently  sensitive  even  when  a  cal- 
culus is  located  above  the  reach  of  the 
finger. 

To  palpate  the  ureter  on  vaginal 
examination  the  finger  is  directed  up- 
wards in  the  lateral  fornix  and  then 
swept  backwards,  pressing  firmly 
against  the  structures  on  the  outer 
wall  of  the  pelvis.  A  calculus  can  be 
palpated  through  the  vagina  if  within 
two  and  a  half  inches  of  the  bladder 
according  to  Morris,  and  per  rectum 
if  within  one  and  a  half  inches.  Kelly 
states  that  a  normal  ureter  is  access- 
ible per  rectum  all  the  way  up  to  the 
pelvic  brim. 

Any  one  of  the  symptoms  or  signs 
of  calculus  impacted  in  the  ureter  may 
be  produced  by  a  variety  of  other  con- 
ditions, and  their  grouping  is  so  ex- 
ceedingly variable  that,  with  our  pres- 
ent knowledge,  it  is  impossible  to  out- 
line a  clinical  picture  that  is  either 
sufficiently  definite  or  comprehensive 
to  characterize  this  condition.  How- 
ever both  Schenck  and  Tenney  have 
outlined  the  type  of  history  in  which 
a  calculus  in  the  ureter  may  be  sus- 
pected. According  to  Schenck  these 
calculi  may  be  suspected  if  there  is  a 
history  of  repeated  attacks  of  renal 
colic,  occurring  at  intervals  for  years 
and,  although  the  attacks  have  usually 
terminated  with  the  passage  of  a  cal- 
culus and  the  cessation  of  the  symp- 
toms, the  last  one  ended  more  slowly 
and  left  behind  a  dull,  aching  pain 
with,  possibly,  tenderness  somewhere 
along  the  course  of  the  ureter.  Ten- 
ney says  that  recurring  attacks  of  colic 
always  referred  to  the  same  side,  with 
pain  radiating  downward  along  the 
genito-urinary  tract  accompanied  by 
hematuria  with  usually  a  diminished 
quantity  of  urine  before  and  during 
the  attack  and  an  increased  quantity 
after  the  attack,  are  the  most  reliable 
indications  of  a  stone  impacted  some- 
where between  the  kidney  and  the 
bladder. 

The  cystoscope  and  ureteral  catheter 


afford  a  means  by  which  the  diag- 
nosis can,  in  certain  instances,  be  es- 
tablished. Through  the  cystoscope 
the  presence  of  cystitis  or  a  vesical 
calculus  can  be  established  or  elimin- 
ated. A  calculus  protruding  at  the 
vesical  orifice  has  been  noted  in  sev- 
eral cases.  The  absence  of  the  uri- 
nary flow  from  one  side  after  an  in- 
jection of  methylene  blue  is  easily 
detected  and  the  appearance  of  a  pout- 
ing and  gaping  ureteral  orifice,  sur- 
rounded by  a  congested  area,  indicates 
a  lesion  above  in  the  affected  ureter. 

The  ureteral  catheter  is  of  service 
in  determining  the  relative  quantities 
of  urine  passing  through  the  two 
ureters  and  thus  demonstrates  the 
presence  and  degree  of  any  ob- 
struction to  the  flow.  If  the  catheter 
meets  with  an  obstruction  in  the 
ureter  its  calculous  nature  may  pos- 
sibly be  established  by  a  method 
recommended  by  Kelly.  A  flexible 
catheter  tipped  with  dental  wax  two 
parts,  and  olive  oil  one  part,  applied 
when  hot  and  allowed  to  cool  and 
harden,  is  passed  into  the  ureter 
through  an  open  air  cystoscope,  with 
the  patient  in  the  knee-chest  position. 
The  wax  on  coming  in  contact  with  the 
calculus  will  receive  the  impressions 
of  its  rough  surface,  which  are  read- 
ily detected  as  scratch  marks  with  the 
aid  of  a  magnifying  glass. 

The  X-ray  in  competent  hands  af- 
fords the  most  valuable  means  at  our 
disposal  for  the  detection  of  calculi 
in  the  ureter.  In  the  diagnosis  of 
pelvic  shadows,  however,  several 
sources  of  error  may  be  encountered, 
namely :  calcified  lymph  nodes,  phlebo- 
liths,  calcified  masses  in  the  sacro- 
sciatic  ligaments,  calcified  ovaries, 
calcified  appendices  epiploicae,  and  so 
forth.  Leonard21  states  that  in  one 
case  a  phlebolith  was  found  in  the 
vaginal  wall  and  in  another  case  eight 
were  found  in  the  broad  ligament. 
Brewer22  encountered  one  case  in 
with  a  calcified  appendix  epiploica, 
adherent  to  the  ureter,  was  found  at 
operation. 

The  treament  may  be  either  expect- 
ant or  operative.  A  small  proportion 
of  cases  will  pass  these  calculi  after 
a  course  of  drinking  large  quantities 
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of  water.  Poland  water  has  been  rec- 
ommended for  this  purpose,  and  it  has 
alfo  been  recommended  to  supplement 
this  treatment  with  massage  along"  the 
course  of  the  ureter.  Leonard  con- 
siders the  presence  of  hydro-nephrosis 
as  a  direct  indication  for  the  expectant 
plan  of  treatment. 

The  great  majority  of  cases  how- 
ever, require  operative  intervention 
for  their  relief,  immediate  operation 
being  called  for  when  there  is  an  as- 
sociated complete  bilateral  anuria,  or 
advanced  suppurative  condition  of  the 
kidney  and  ureter. 

The  lumbar  incision  is  employed  for 
calculi  located  at  or  above  the  brim  of 
the  pelvis,  and,  by  its  extension  down- 
ward  and  inward  above  and  parallel 
to  Poupart's  ligament,  the  pelvic  por- 
tion of  the  ureter  can  be  explored 
almost  to  the  bladder.  Other  methods 
have  been  employed  for  reaching  the 
pelvic  portion  of  the  ureter  which  are 
less  mutilating.  Of  these  the  iliac 
route,  which  is  practically  identical 
with  the  operation  for  extra-perito- 
neal ligation  of  the  common  iliac  ar- 
tery is  the  most  generally  useful.  The 
vaginal  route  is  useful  in  the  female. 
The  rectum  route  offers  little  induce- 
ment and  great  objection  through  the 
danger  on  infection.  The  perineal 
route  and  the  posterior  route,  through 
an  opening  similar  to  Kraske's  opera- 
tion, and  a  para-rectal  route  through 
tin-  great  sacro-sciatic  ligament  have 
been  suggested,  though  seldom  used. 
The  abdominal  or  trans-peritoneal 
route  opens  up  the  danger  of  infect- 
ing the  peritoneum  and  does  not  pro- 
vide for  good  drainage  from  the  ure- 
ter. However  a  median  abdominal 
incision  may  be  made  for  the  purpose 
of  exploration  in  doubtful  cases,  or 
for  determining  the  exact  condition 
of  the  ureter  and  position  of  the  cal- 
culus, preliminary  to  an  extra-peri- 
toneal operation. 

When  the  calculus  is  located  in  the 
vesical  portion  of  the  ureter  it  can 

be^t  be  reached  from  within  the  blad- 
der through  a  snpra-pubic  or  a  peri- 
neal incision,  or  through  the  dilated 
Urethra.  It  is  then  extracted  or  ex- 
pressed into  the  bladder,  after  dila- 


ting or  splitting  up  the  ureteral  orifice 

if  necessary. 

In  conclusion,  the  features  of  special 
interest  which  serve  to  commend  this 
subject  to  our  consideration,  may  be 
summarized  as  follows : 

1 .  The  increasing  frequency  with 
which  the  condition  of  calculus  lodged 
in  the  ureter  is  being  found. 

2.  The  variation  in  the  functional 
disturbances  and  pathological  changes 
produced  in  the  urinary  tract,  as  the 
result  of  the  presence  of  such  calculi. 

3.  The  frequency  and  accuracy 
with  which  the  clinical  picture  may 
simulate  that  of  other  abdominal  and 
pelvic  lesions. 

4.  The  ill-defined  nature  and  the 
variation  in  the  grouping  of  the  clin- 
ical manifestations. 

5.  The  serious  danger  to  health  and 
life  to  which  these  patients  are  con- 
stantly subjected. 

6.  The  dependence  in  establishing 
the  diagnosis  upon  the  recent  methods 
of  the  Roentgen  Ray,  cystoscopic  and 
ureteral  examinations. 
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FRACTURE  OF  THE  PATELLA. 


By  MATHIAS  FIGUEIRA,  M.D. 

BROOKLYN-NEW  YORK 


OF  the  common  forms  of  frac- 
tures seen  by  the  surgeon  in 
every-day  practice  there  is  none 
of  more  interest  to  him  than  fracture 
of  the  patella.  In  the  first  place  the 
treatment  of  such  cases  is  a  matter  of 
opinion  and  judgment,  and  the  results 
of  treatment,  even  in  the  best  hands, 
are  doubtful  and  uncertain. 

Then,  again,  the  knee  is  such  an  im- 
portant joint,  one  so  prone  to  dis- 
eased action  and  once  affected  the  re- 
sults are  likely  to  be  so  grave  and 
distressing  that  one  feels  naturally 
anxious  about  such  cases.  Hence  it 
is  that  although  much  has  been  said 
and  written  about  fractures  of  the 
patella,  the  subject  is  always  one  of 
interest  and  importance  to  the  sur- 
geon. 

In  Gurlt's  tables,  out  of  778  cases  of 
all  fractures,  20  were  fractures  of  the 
patella,  or  a  little  over  2  per  cent. 
Other  statistics  seem  to  confirm  this, 
so  that  it  can  be  said  that  between  2 
and  3  per  cent,  represents  the  per- 
centage of  this  fracture.  The  differ- 
ence between  men  and  women  is  quite 
marked.  Out  of  106  cases,  96  were 
men,  10  women. 

The  fracture  is  quite  rare  below  the 
age  of  twelve,  the  reported  cases  being 
few.  I  was  not  able  to  find  any  sta- 
tistics of  the  frequency  of  this  frac- 
ture in  children.  This  is  one  of  the 
few  fractures  that  is  often  produced 
by  muscular  action,  the  so-called  in- 
direct violence. 

When  the  knee  is  semiflexed  the 
tower  end  of  the  patella  is  held  fast 
against  the  condyles  of  the  femur  by 
the  ligamentum  patellae,  while  the  up- 
per end  is  subject  to  the  leverage  of 
the  quadriceps,  and  during  strong 
muscular  action  gives  away  to  a  cross- 
breaking  strain.  The  fracture  is  also 
produced  by  direct  violence,  as  when 
the  bone  is  struck  by  a  sharp  blow,  as 
the  kick  of  a  horse,  and  the  bone  is 

*  Read  at  the  Brooklyn  Medical  Society,  De- 
cember 20,  1907. 


broken  between  the  impinging  force 
and  the  condyle. 

It  may  also  happen  that  when  the 
bone  gives  away  under  muscular  ac- 
tion, the  injury  may  be  further  com- 
plicated by  the  knee  striking  the 
ground  violently,  in  this  case  the 
lracture  being  due  both  to  direct  and 
indirect  violence.  In  this  class  of 
eases,  and  in  the  cases  produced  by 
single  direct  violence,  the  bone  is  often 
fractured  in  several  pieces,  as  many 
as  five  in  a  reported  case ;  in  another 
ease  the  bone  was  divided  vertically 
in  two  lateral  halves.  In  cases  of  in- 
direct violence,  the  fracture  is  gener- 
ally more  or  less  transverse,  as  one 
would  expect  from  the  mechanism  of 
the  production  of  such  injury. 

There  is  a  point  in  the  anatomy  of 
the  knee-joint  that  is  important  to  re- 
member in  connection  with  this  frac- 
ture. 

Tilloux,  several  years  ago,  called 
attention  to  the  lateral  ligaments  of 
the  patella.  As  the  tendon  of  the 
quadriceps  passes  down  it  forms  at 
the  lower  end  of  the  bone  the  liga- 
mentum patellae  that  is  inserted  in  the 
tibia.  From  the  sides  of  the  patella 
it  extends  in  the  form  of  strong  bands, 
intimately  connected  with  the  capsule 
of  the  joint,  that  are  inserted  into  the 
posterior  part  of  the  condyles.  They 
strengthen  the  front  of  the  joint  and 
play  an  important  part  in  cases  of 
fracture  of  the  patella. 

When  the  patella  is  fractured,  the 
fragments  are  more  or  less  separated 
by  two  important  causes;  one  is  the 
contraction  of  the  quadriceps  muscle  on 
the  upper  fragment,  the  other  the  dis- 
tention and  bulging  of  the  capsule  of 
the  joint  from  hemorrhage  and  serous 
effusion. 

This  depends,  to  a  great  extent,  on 
the  condition  of  the  above-mentioned 
ligaments.  W  hen  the  bone  is  frac- 
tured, but  the  capsule  and  lateral  liga- 
ments of  the  patella  are  intact  or 
slightly  torn,  they  act  as  a  check  to 
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tl*e  muscles  and  prevent  wide  separa- 
tion of  fragments,  and  the  capsule, 
being  only  moderately  torn,  the  ex- 
travasation and  effusion  are  small ; 
when,  on  the  other  hand,  these  bands 
are  torn,  the  fragments  are  pulled 
widely  apart,  and  the  capsule,  being 
extensively  lacerated,  the  effusion  and 
hemorrhage  are  considerable. 

And  this  also  explains  the  differ- 
ence in  symptoms  in  various  cases  of 
this  fracture. 

The  classical  symptoms  are :  The 
patient  falls  ( it  is  not  always  easy  to 
tell  whether  the  patient  falls  as  the 
result  of  the  fracture  or  if  fracture  is 
the  result  of  the  fall).  There  is  in- 
ability to  stand  or  raise  the  leg  from 
the  bed,  pain,  tenderness  and  swelling 
are  present,  and  crepitus  generally 
marked  at  first.  Such  symptoms  are 
not  always  present,  however.  Cases 
are  on  record  in  which  patients  with 
fracture  of  the  patella  were  able  to 
walk  around  and  go  up  and  down 
stairs. 

In  Holmes'  Surgery,  Morris  reports 
such  a  case.  Last  year  a  similar  case 
was  reported  before  the  Brooklyn 
Surgical  Society.  A  young  man, 
while  playing  ball,  felt  a  sudden  pain 
in  his  knee  and  became  lame,  but  was 
able  to  walk  some  distance  to  a  car- 
riage and  at  the  hospital  walked  to 
his  bed  in  the  ward.  An  X-ray  pic- 
ture taken  the  next  day  revealed  a 
transverse  fracture  of  the  patella. 

1  believe  no  one  in  doubtful  cases 
will  neglect  the  use  of  the  X-ray. 
There  are  cases  in  which  an  effusion 
of  blood  in  the  bursa  patellae  simu- 
lates crepitus  and  gives  the  impression 
of  separation  of  the  fragments.  A 
radiograph  of  the  joint  soon  clears  all 
doubts. 

We  have  come  now  to  the  treat- 
ment of  this  fracture.  As  you  well 
know,  we  have  the  mechanical  and 
the  Operative  treatment.  It  is  a  fact, 
I  believe,  admitted  by  all  surgeons, 
that  in  spite  of  all  advances  and  im- 
provements in  aseptic  surgery  one 
iiven  the  best  of  us)  can  never  be 
sun-  of  the  results  of  an  operation  as 
to  septic  infection.  And  in  this  elass 
of  cases  SeptlC  infection  means  very 
often  loss  of  function,  sometimes  loss 
of  limb,  rarely,  but  sometimes,  loss  of 
life.    On  the  other  hand,  mechanical 


treatment  means  perfect  safety  as  to 
life  and  limb,  and  as  to  function  re- 
sults that  generally  are  fair,  some- 
times good,  and  rarely  very  good. 

I  believe  the  proper  rule  to  follow 
is  to  treat  all  cases  by  proper  mechan- 
ical means  and  to  reserve  operation 
u  r  cases  that  do  not  improve  or  give 
satisfactory  results  under  such  treat- 
ment for  a  proper  length  of  time.  If, 
after  this,  distention  of  the  joint  does 
not  subside,  or  the  fragments  cannot 
be  brought  together,  or  when  patient 
commences  to  walk,  the  fragments 
separate  and  the  limb  becomes  inse- 
cure and  gives  away  in  walking  or  re- 
fracture  takes  place,  or  after  months  or 
years  the  ligamentous  union  becomes 
elongated  and  the  leg  useless,  then  an 
operation  is  the  proper  treatment.  Of 
course,  the  mere  presence  of  a  long 
ligamentous  union  by  itself  is  no  indi- 
cation for  operating,  as  very  useful 
limbs  are  often  seen  in  such  cases. 
Patients'  occupation,  age,  physical 
condition,  general  soundness,  are  all 
to  be  taken  into  account  in  deciding 
the  proper  treatment. 

I  will  say  a  few  words  in  regard  to 
the  operative  treatment.  As  you 
know,  since  Mr.  Lister  first  brought 
this  operation  into  prominence,  many 
operations  have  been  devised  and  rec- 
ommended for  the  treatment  of  this 
fracture — Stimson  operation,  Blake's 
operation,  Ceci's  operation,  and  many 
others. 

Now  let  us  keep  in  mind  what  we 
want  to  accomplish.  We  want  to  get 
the  joint  clean  and  clear  of  blood  clots 
and  effusion ;  we  want  to  bring  the 
broken  fragments  together  clear  from 
blood  and  intervening  fragments  of 
periosteum  and  capsule,  and  we  want 
to  keep  them  firmly  and  closely  to- 
gether. 1  believe  that  if  we  are  going 
at  all  to  meddle  with  the  knee-joint 
by  an  operation  the  best  way  is  to  do 
it  thoroughly. 

The  operation  as  practiced  and  rec- 
ommended bv  Lister  seems  to  me  the 
proper  one.  It  fulfills  all  indications 
and  I  do  not  believe  exposes  the  pa- 
tient to  any  greater  danger  than  the 
other  operations  that  do  not  meet  half 
the  requirements  of  the  case.  I  believe 
it  pays  t<»  be  thorough  in  surgery,  and 
bv  this  I  mean  the  best  operation  per- 
formed in  the  best  manner. 


WHAT  SHALL  BE  BROOKLYN'S  CONTRIBUTION  TO  THE 
MEDICAL  PROGRESS  OF  THE 
TWENTIETH  CENTURY? 

By  ARTHUR  C.  JACOBSON,  M.D. 


That  physician  has  lived  to  little  purpose  who  does  not  leave  his  profession  in  a 
more  improved  state  than  that  in  which  he  found  it. — Benjamin  Rush. 


IF,  in  this  twentieth  century,  Brook- 
lyn is  to  play  any  considerable 
part  in  the  evolution  of  American 
medicine,  to  what  must  we  now  look 
with  chiefest  concern?  To  the  pres- 
ent foundations  upon  which  we  are 
to  build.  Are  they  capable  of  sus- 
taining the  superstructure  that  the 
medical  architect  should  plan  who 
would  see  a  splendid  temple  arise, 
rather  than  a  mere  cottage,  or  barn — 
if  not  a  stable? 

The  writer  wishes  to  examine  three 
foundation  factors  which  he  regards 
as  of  very  great,  if  not  of  paramount, 
importance.  These  are  the  media 
through  which  the  local  profession's 
scientific  activities  are  refracted,  so 
to  speak,  so  that  all  may  judge  of  the 
use  or  neglect  of  its  talents.  He  re- 
fers to  the  hospitals,  to  the  medical 
school  and  to  the  County  Medical 
Society. 

What  is  the  present  condition  of 
these  foundation  factors,  from  the 
point  of  view  implied  in  the  title  of 

this  paper? 

*       *       *       *  * 

Are  our  hospitals  "manned"  by  men 
markedly  characterized  by  true  scien- 
tific spirit?  Are  these  men  talented 
(we  concede  at  once  that  they  are 
well  trained)  and  earnest/.  Or  are 
they  mainly  automatic,  performing 
their  functions  in  a  merely  competent 
manner,  treating  their  patients  kindly 
and  in  accordance  with  prevailing 
practice,  and  maintaining  all  the 
sanctified  traditions?  Are  they  really 
enthusiastic  and  thoroughly  imbued 
with  the  desire  to  advance  medicine 
and  cure  the  sick,  or  are  they  only 
superficially  enthusiastic  and  merely 
well-versed  in  all  the  scientific  cant 
of  the  profession?  Does  pull,  or 
merit,  determine  appointment  ?  Do 
these  men  typify  power  or  impotence? 

If    the    latter,    can    they    be  de- 


throned? for  no  man  has  ever  heard 
of  an  abdication !  Renunciation  of 
self  in  the  interest  of  medical  pro- 
gress ?  Has  the  reader,  in  his  wildest 
idealizations,  ever  conceived  such  a 
tableau  ? 

Shall  we  see  a  limitation  of  surgi- 
cal service  to  ten  years  and  of  medical 
service  to  five  years?  More  oppor- 
tunities for  more  men !  More  neces- 
sity for  "making  good"  because  of  the 
relatively  short  term  of  service ! 

May  the  god  of  progress  visit  his 
wrath  upon  the  visiting  physician  who 
is  not  alive  to  his  opportunities;  upon 
the  smug,  conventional  gentleman 
we  know  so  well,  who  lays  no  wreath 
of  achievement  upon  his  altars,  let 
his  bolts  fall  full  heavily. 

Let  us  here  remind  the  reader  that 
the  greatest  victories  of  medicine  are 
not  to  be  achieved  hereafter  in  the 
field  of  surgery,  which  has  seen 
nearly  full  fruition,  but  in  the  field  of 
pure  medicine,  which  constitutes 
about  eight-ninths  of  the  nosological 
category  (Cabot). 

Is  our  local  medical  school  a  kind 
of  department  store  over  whose  coun- 
ters anatomy,  surgery,  obstetrics  and 
materia  medica  are  sold  by  the  yard 
by  sleek  and  competent  salesmen?  Is 
a  professorship  in  it  a  guaranty  of 
mediocrity?  Are  ethics,  medical  bib- 
liography, and  the  history  of  medi- 
cine taught  to  the  boys  by  some  cul- 
tured mind,  backed  by  an  inspiring 
soul  ?  Would  not  a  great  medical 
school — great  in  point  of  the  calibre 
of  its  teachers — serve  a  good  foun- 
dational purpose  ? 

If  the  local  school  is  not  "manned" 
by  such  men  is  it  because  there  are 
none  such  in  Brooklyn? 

Is  it  possible^  assuming  that  the 
men  -  now  teaching-  are  merely  com- 
petent, that  they  would  have  the  af- 
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frontery  to  deny  that  men  better 
qualified  to  teach  than  themselves  exist 
in  the  city? 

Will  any  one  deny,  conceding  the 
present  faculty  to  be  a  very  good  one, 
that  no  benefits  would  accrue  from 
the  inauguration  of  a  system  modeled 
after  that  of  Edinburgh  University, 
the  system  of  extra-mural  professor- 
ships ?  In  this  system  there  are  sev- 
eral professorships  of  a  given  branch 
besides  the  professor  who  teaches 
within  the  walls.  The  extra-mural 
professors  carry  on  teaching,  which  is 
co-ordinated  with  the  University 
courses,  at  hospitals  with  which  they 
are  connected.  Moreover,  professor- 
ships are  limited  in  point  of  duration 
of  service.  (So  are  the  visiting  phy- 
sicianships  and  surgeonships  at  the 
hospitals). 

And  now  the  County  Medical  So- 
ciety. Is  it  ruled  by  self-seekers? 
Are  its  destinies  in  the  hands  of  men 
who  will  not  encourage  talent — much 
less  seek  it  unceasingly — even  if  such 
talent  happens  to  be  possessed  by 
those  whom  they  dislike  personally 
or  by  men  whom  they  consider 
rivals?  The  seeking  of  votes  at  an- 
nual elections  bespeaks  much  latent 
energy.  Are  there  politicians  in  the 
S<  niety  who  deliberately  foster  such 
demoralizing    conditions    while  they 

feed  upon  the  rotten  system's  spoils? 

***** 

Richelieu,  in  the  play,  drawing  a 
circle  about  his  precious  person  and 
hurling  the  curse  of  Rome  upon  any 
who  might  dare  to  cross  its  sacred 
periphery,  is  the  prototype  of  our 
present-day  oligarchies  of  medical 
"leaders,"  surrounded  as  they  are  by 
magic  circles  the  crossing  of  which, 
uninvited,  no  one  would  think  of  at- 
tempting. Tt  is  doubtful  if  the  curse 
of  Rome  itself,  in  these  days  at  least, 
may  be  compared,  in  respect  of  dire 
results  to  the  intruder  into  the  sacred 
precincts,  with  the  curse  that  would 
follow  one  so  foolhardy  as  to  essay 
an  attempt  to  enter  one  of  these 
medical  circles.  Speaking  in  meeting, 
or  the  reading  of  a  paper,  is  not  an 
entrance.  There  are  fools  who 
imagine  that  these  effect  or  signalize 
an  entrance. 

Tt  is  conceivable  that  the  purposes 


and  results  of  an  oligarchy's  rule  may 
be  good.  In  the  case  of  a  medical 
oligarchy  the  only  good  purpose  must 
be  the  furtherance  of  medical  and 
scientific  progress.  Therefore,  if  we 
must  have  a  machine,  its  only  justifi- 
cation becomes  the  exploitation  of  all 
the  talent  that  any  given  community 
of  professional  men  possesses. 

Now  it  is  usually  the  custom  of  the 
oligarchies  to  systematically  depre- 
cate talent  in  men  not  in  the  magic 
circles.  This  is  totally  unjustified  by 
the  facts.  There  is  far  more  talent  in 
the  great  but  unorganized  majority 
who  stand  without  the  circles.  In- 
deed, one  may  say  that  the  men 
within  the  circles  are  there,  not  so 
much  by  reason  of  the  possession  of 
talent  of  a  scientific  or  intellectual 
order,  as  by  reason  of  their  adeptness 
as  medical  politicians.  For  one  in- 
tellectually honest  man  among  them 
there  are  a  dozen  Iagos.  Our  best 
men  are  very  busy  with  things  that 
are  worth  while  in  life,  so  power  is 
apt  to  he  usurped  by  the  wolves,  jack- 
als and  foxes  of  the  profession. 

These  circles  are  drawn  about  the 
medical  societies,  the  colleges,  the 
hospitals,  and  the  research  institutes 
and  laboratories.  The  oligarchies  en- 
sconced within  them  are  the  anologues 
in  medicine  of  the  commercial  com- 
binations which  criminally  restrain 
trade,  that  is  to  say,  the  predatory 
trusts.  The  spirit  is  exactly  the 
same.  Substitute  the  cure  of  disease 
for  trade  and  their  essential  identity 
is  established. 

One  can  hear  the  medical  bosses 
say,  in  the  language  of  Tweed : 
"Well,  what  are  you  going  to  do 
about  it?" 

Shall  nothing  be  done  about  it? 

What  say  the  sick,  and  the  friends 
of  the  sick;-'  What  say  the  medical 
majority,  if  they  be  not  wholly  in- 
vertebrate? And  into  what  deeds 
shall  their  words  find  transmutation? 

What  shall  be  l.rooklyn's  contribu- 
tion to  the  medical  progress  of  the 
twentieth  century?  Shall  the  answer 
be  Spoken  one  hundred  years  hence 
by  an  atavistic  Pharisee,  lineal  des- 
cendant <>f  the  Familiar  brand  of  the 
present  day  ? 
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THIRTY  -  FIRST  REGULAR 
MEETING— ASSOCIATED 
PHYSICIANS  OF 
LONG  ISLAND. 

THE  thirty-first  regular  meeting 
of  the  Associated  Physicians  of 
Long  Island  was  held  at  Bay 
Shore  at  the  home  of  the  Penata- 
quit  Yacht  Club  on  Saturday,  June 
20,  1908,  under  the  most  favorable 
auspices.  The  weather  was  as 
nearly  perfect  as  one  could  reason- 
ably expect.  The  Long  Island  Rail- 
road showed  every  courtesy  pos- 
sible under  existing  conditions,  in- 
cluding sending  the  return  train 
down  from  Babylon  for  the  return 
trip,  and  holding  a  car  for  the 
Society  going  and  coming. 

After  the  reading  of  the  minutes 
of  the  annual  meeting,  the  president. 
Doctor  H.  Beeckman  Delatour,  read 
his  address,  which  appears  in  an- 
other part  of  this  issue.  The  com- 
mittee of  three  ex-presidents  ap- 
pointed to  report  upon  the  presi- 
dent's address,  Doctors  Browning, 
Lanehart  and  Ross,  reported  that 
with  regard  to  the  general  remarks 
of  the  president  they  need  only  give 
expression  to  appreciation  and  ap- 
proval. Concerning  the  Journal 
they  suggested  that  it  would  not  be 
amiss  to  raise  the  question  of  the 
indexing  and  listing  of  exchanges 
and  keeping  the  Society  informed' of 
its  ownings.  With  regard  to  the 
Boards  of  Health  of  the  Island  the 
committee  held  that  the  Society 
should  stand  in  an  advisory  position 


and  this  matter  was  referred  by  the 
vote  of  the  Society  to  the  Board  of 
Directors  with  power.  Concerning 
the  permanent  home  recommended 
in  the  president's  address  the  com- 
mittee approved  and  proposed  the 
appointment  of  a  committtee  of 
three  to  report  at  the  fall  meeting. 

The  report  of  the  committee  to 
investigate  the  shell-fish  industry  of 
the  Island  was  presented  by  Doctor 
Bartley  and  the  report  and  its  recom- 
mendation accepted.  This  recom- 
mendation which  acts  as  notice  of 
an  amendment  to  the  By-Laws  is  as 
follows :  "That  a  permanent  Com- 
mittee on  Public  Health  be  created 
composed  of  all  the  health  officers 
of  the  Island  eligible  to  membership 
in  the  Associated  Physicians  of 
Long  Island  to  take  the  place  of  the 
present  annually  appointed  committee. 

The  Membership  Committee  pre- 
sented the  names  of  twenty-four 
new  members,  all  of  whom  were 
elected. 

The  sub-committees  to  investi- 
gate tuberculosis,  anopheles  mos- 
quitoes, tetanus  and  water  supply 
were  discharged  with  thanks. 

Doctor  Hancock  gave  notice  that 
at  the  October  meeting  he  would 
move  to  amend  the  By-Laws  so  that 
membership  in  the  Associated  Physi- 
cians of  Long  Island  will  not  be 
dependent  upon  membership  in  a 
county  society.  This  change  is 
suggested  only  with  the  idea  of 
making  our  Society  absolutely  inde- 
pendent and  without  it  it  never  can 
be.  We  have  a  membership  of  over 
five  hundred  obtained  in  little  more 
than  ten  years  and  this  fact  alone 
should  be  sufficient  evidence  that 
we  are  able  to  stand  quite  alone. 

The  scientific  program  was  an 
excellent  one,  consisting  of  a  paper 
by  Doctor  Louis  Xott  Lanehart  of 
Hempstead  entitled,  "What  are  the 
Indications  for  Immediate  Opera- 
tion in  Abdominal  Conditions,"  and 
another  by  Doctor  Walter  Truslow, 
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of  Brooklyn,  entitled,  "Treatment  of 
the  Deformities  of  Infantile  Paral- 
ysis." The  former  was  ably  dis- 
cussed by  Doctors  Russell  S.  Fow- 
ler, Arthur  H.  Bogart,  L.  Grant 
Baldwin,  and  Archibald  Murray. 

Immediately  following  the  close 
of  the  meeting  the  members  were 
taken  for  a  sail  around  the  bay  by 
members  of  the  yacht  club,  a  cour- 
tesy which  was  enjoyed  to  the  full 
and  thoroughly  appreciated.  The 
dinner  was  a  decided  success,  both 
in  point  of  quality  and  social  en- 
joyment. 

The  Entertainment  Committee, 
composed  of  Doctors  Edwin  S. 
Moore,  Chairman,  William  A. 
Hulse,  James  L.  Halsey,  Martin  M, 
Kittell  and  Frederick  C.  Holden 
deserve  the  thanks  of  the  Society  for 
haying  given  the  members  one  of 
the  very  best  times  they  have  ever 
had. 

Seventy-five  members  attended. 

J.  C.  H. 


PUBLIC  HEALTH  AND 
MARINE  HOSPITAL 
SERVICE. 

OWING  to  the  comparatively  re- 
cent epidemics  of  yellow  fever 
and    bubonic    plague    in  San 
Francisco,  the  work  of  this  depart- 


ment is  coming  more  before  the  pub- 
lic. The  demands  for  such  a  service 
as  is  offered  by  this  department  arc 
growing  rapidly  and  its  work  in  pre- 
ventative medicine  is  most  important. 
Two  bills  have  been  recently  intro- 
duced into  the  Legislature  affecting 
this  service;  the  first  is,  "A  Bill  to 
further  protect  the  Public  Health,  and 
imposing  additional  duties  upon  the 
Public  Health  and  Marine  Hospital 
Service."  It  provides  greater  facili- 
ties for  the  control  of  ''Tuberculosis, 
Typhoid  Fever,  Rabies,  and  other  dis- 
eases affecting  man."  It  plans  for  the 
education  of  the  public  by  means  of 
practical  information  in  the  shape  of 
"Bulletins  and  Reports  concerning  the 
control  of  infectious  diseases."  The 
second  bill  provides  for  "pay,  allow- 
ances and  retirements  of  the  officials 
engaged  in  this  service,  to  conform 
with  those  at  present  in  use,  in  the 
regular  army."  This  will  encourage 
more  physicians  to  enter  the  service. 
The  recent  Report  of  the  U.  S.  Public 
Health  and  Marine  Hospital  Service 
of  the  Philippine  Islands  is  a  brilliant 
example  of  the  thoroughness  with 
which  the  department  is  doing  its 
work  ;  and  the  enactment  of  these  two 
bills  would  be  most  help f til  in  the 
furtherance  of  preventative  medicine. 


NEWS  ITEMS. 


Tuberculin  Test  for  Cattle— The 

report  of  Dr.  W.  R.  lUair,  Secretary 
of  the  Veterinary  Medical  Associa- 
tion of  New  York,  and  chairman  of 
the  committee  appointed  by  that 
association   to  test   the  efficacy  of 

tuberculin,   states  that   if  the  test  is 

properly  applied  it  will  detect  07  per 

cent,  of  all  eases  of  tuberculosis, 
while  the  Other  methods  of  diagnosis 
will  only  detect  3  per  cent.  He  also 
says  thai  a  few  animals  affected  with 

a  very  advanced  form  of  tuberculosis 


do  nol  give  a  typical  reaction  to  tu- 
berculin. He  recommends  that  the 
State  compensate  the  owner  for  any 
animal  killed  because  it  was  affected 
with  a  contagious  disease. 

Druggist  Acquitted — The  drug- 
gist, Benjamin  Levine,  who  was  ac- 
cused of  having  furnished  dilute 
acetic  acid  instead  of  lime  water,  the 
mistake  resulting  in  the  death  of  an 
infant  child  on  February  10th  last, 
was  acquitted  of  (he  charge  in  the 

Court  of  Special   Sessions.     It  was 
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claimed  that  the  baby  drunk  almost 
two  ounces  of  milk  containing  the 
acetic  acid.  The  defense  showed  that 
one  and  a  half  ounces  of  acetic  acid 
would  curdle  six  ounces  of  milk  so 
that  it  could  not  pass  through  the 
nozzle  of  the  bottle;  it  was  further 
claimed  that  the  odor  of  acetic  acid 
was  so  strong  that  it  would  be  noticed 
the  minute  the  bottle  was  opened, 
and  that  the  taste  would  be  so  bad 
that  the  baby  could  not  have  been  in- 
duced to  take  more  than  a  taste.  The 
death  certificate  of  the  physician  gave 
the  cause  of  death  as  diphtheria.  The 
defendant  was  discharged. 

Dr.   P.  V.   Burnett's   Death.  — It 

was  reported  on  June  30th  that 
Dr.  Peter  V.  Burnett,  a  physician  of 
Williamsburg,  was  killed  by  falling 
from  the  roof  of  the  Mount  Sinai 
Hospital,  New  York  City.  He  had 
been  under  treatment  there  for  some 
nervous  disturbance,  and  it  was  be- 
lieved that  in  a  moment  of  temporary 
insanity  he  jumped  from  the  roof. 

Medical  Department  of  the  United 
States  Navy — The  Medical  and  Hos- 
pital Corps  of  the  Navy  have  been 
considerably  improved  of  late.  The 
officers  of  the  Medical  Corps  receive 
yearly  pay  as  follows : 

Medical  Director,  $4,000;  Medical 
Inspector,  $3,500;  Surgeon,  $3,000; 
passed  Assistant  Surgeon,  $2,400 ;  As- 
sistant Surgeon,  $2,000.  Also,  the 
salary  of  officials  is  increased  10  per 
cent,  for  over  five  years  of  service 
with  certain  limits  upon  the  aggre- 
gate amount.  However,  the  dignity 
of  the  physicians  must  be  more 
clearly  denned  before  the  positions 
will  be  actively  sought  by  the  best 
men. 

Pure  Milk  Laws — The  New  York 
Board  of  Health  have  adopted  new 
regulations  to  govern  the  milk  sup- 
ply. All  milk  containers  shall  bear  a 
tag  stating  the  location  of  the  dairy 
from  which  the  milk  has  been  ob- 
tained and  the  date  of  shipment. 
Pasteurization  of  the  milk  must  be 
done  only  under  a  permit  from  the 
Board,  and  the  milk  must  be  cared 
for  according  to  the  rules  of  the 
department. 


Long  Island  College  Hospital — On 

June  9th,  the  graduating  exercises  of 
the  College  were  held,  and  the  degree 
of  Doctor  of  Medicine  wras  conferred 
upon  eighty-four  graduates. 

Cornell  Medical  College  —  The 
President  announced  that  beginning 
with  the  present  year  only  those 
would  be  eligible  for  admission  to  the 
College  who  were  graduates  of  an 
academic  college  and  holding  the 
degree  of  B.A  or  B.S. 

The  Standing  of  Osteopaths — 
The  decision  recognizing  osteopathy 
as  a  regular  school  of  medicine  and 
accepting  the  death  certificate  signed 
by  an  osteopath  was  upheld  in  the 
Appellate  Division  of  the  Supreme 
Court. 

Dr.  Peter  E.  Hughes,  of  Brooklyn, 
has  been  appointed  Medical  Exami- 
ner of  the  Comptroller's  Department, 
New  York.  He  succeeds  Dr.  P.  J. 
Pflug. 

Bovine  Tuberculosis — The  Allds 
bill  has  been  signed  by  Governor 
Hughes  and  very  materially  aids  the 
Department  of  Agriculture  in  its 
fight  against  bovine  tuberculosis. 
Appropriations  of  $145,000  are  avail- 
able for  the  work. 

Infectious  Diseases  in  New  York 
City — The  report  of  the  Hospital 
Department  for  the  week  ending- 
June  13th,  shows  a  remarkably  low 
number  of  cases  of  infectious  dis- 
eases. There  were  1,030  cases  of 
measles,  500  cases  of  scarlet  fever, 
no  small-pox,  35  cases  of  typhoid  fever 
ancl  353  cases  of  diphtheria. 

The  Ridgefield  Tavern— Dr.  Mau- 
rice Enright,  of  Brooklyn,  has  just 
published  a  novel,  "The  Ridgefield 
Tavern."  The  book  is  "A  Romance  of 
Sarah  Bishop,  Hermitess,"  and  deals 
with  events  in  Connecticut  and  New 
York  during  the  Revolution.  Cloth, 
v^i.25,  postpaid.  Eagle  Press,  Wash- 
ington and  Johnson  Streets,  Brook- 
lyn-New York. 

Doctor  Lester  Page  Hoole,  was 

married  Wednesday,  the  first  of  July, 
to  Marjory  Haydock  Wills, of  this  city. 

Dr.  James  R.  Taber  and  family, 
of  Ryerson  Street,  are  spending  some 
time  in  Boston. 
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Doctor    George    A.    Evens  and 

family,  of  Bedford  Avenue,  are  at 
their  cottage  at  Guilford  Lake,  N.  Y., 
for  the  summer. 

Dr.  Jerome    Beers    Thomas  was 

recently  appointed  Assistant  Surgeon 
to  the  Eye  Department  of  the  New 
York  Eye  and  Ear  Infirmary  and  to 
the  Brooklyn  Eye  and  Ear  Hospital 

County  Laboratories  —  Governor 
Hughes  has  signed  a  bill  authorizing 
boards  of  supervisors  to  establish  such 
laboratories  each  in  charge  of  a  trained 
county  bacteriologist,  and  such  assis- 
tants as  may  be  required,  compensa- 


tion for  such  officers  to  be  fixed  by  the 
board. 

Rockaway's  New  Hospital — Of- 
ficers and  members  of  the  auxiliaries 
of  the  Rockaway  Beach  Hospital  and 
Dispensary  are  making  arrangements 
for  the  laying  of  the  corner  stone  of 
their  new  building  on  Sunday,  July  19. 

Dr.  Kerr's  New  Book— Dr.  Kerr 
has  just  published  his  new  book,  "The 
Baby:  Its  Care  and  Development." 
It  is  designed  primarily  for  the  use 
of  mothers  and  to  secure  their  intel- 
ligent co-operation  with  the  physi- 
cians. Tt  is  a  practical  book  and  de- 
serves a  place  in  the  armamentarium 
of  the  young  mother. 
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Stated  Meeting,  February  7,  1908  (Continued). 
The  Vice-President,  V.  L.  Zimmermann,  M.D.,  in  the  Chair. 


DYSTOCIA  DUE  TO  DISPROPORTION. 

By  A.  A.  HUSSEY,  M.D. 
ABSTRACT 


Disproportion,  frequently  over- 
looked. Occurs  in  2x/2  per  cent,  of 
confinements.  Analysis  of  twenty- 
seven  ca^es.  Early  diagnosis  necessary 
to  successful  treatment.  Early  his- 
tory, character  of  previous  labor  help- 
ful. Suggestive  symptoms,  pendulous 
abdomen,  non-descent  of  head  at  term 
in  primipara — malpresentations  and 
malpositions.  Diagnosis  made  by 
careful  routine  of  pelvimetry  and 
cephalometry.  Each  case  a  study  in 
proportion.  Failure  to  make  diag- 
nosis jeopardize  patients.  Never  as- 
sume a  patient  normal  till  a  thorough 
examination  proves  her  to  be  so. 
Examine  under  chloroform  in  doubt- 
ful cases.  Midler's  method  helpful. 
Treatment:  Divide  cases  into  major 
and  minor  degrees  of  disproportion. 
First  class,  little  chance  of  a  normal 
baby  bv  natural  route.  Caesarean 

section  at  term,  before  pains  begin, 
best  treatment. 

Second  class,  many  will  be  delivered 

spontaneously  or  by  forceps.  Give 


vaginal 


test  of  labor.  Make  as  few 
examinations  as  possible.  Protect 
patient  from  infection.  Engagement 
failing  after  several  hours,  make 
vaginal  examination  under  anesthetic. 


disproportion  slight,  pains 
head  soft  and  mouldable — 
labor  to  continue.  If  head 
not  mouldable,  pains  poor, 
of  engagement  slight;  if  con- 
6f   mother   and   baby  erood 


If 
strong, 
all*  >w 
hard, 
chance 
dition 

caesarean  section  indicated;  if  caes- 
arean is  contra-indicated,  leave  pa- 
tient to  nature  till  interest  of  mother 
demands  interference.  Tf  head  is 
still  unengageable  and  mother's  and 
baby's  condition  bad,  do  craniotomy. 
Tf  head  is  well  moulded  and  engage- 
able  try  high  forceps  tentatively. 

Attempts  to  engage  head  by  brute 
force  dangerous  and  unjustifiable. 
Version  not  indicated  when  non-en- 
gagement is  due  to  disproportion  if 
the  interest  of  child  is  to  be  consid- 
ered, bate  version  dangerous  to 
mother. 
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Prognosis  depends  upon  the  treat- 
ment. Mortality  of  elective  caes- 
arean  slight,  about  that  of  appendi- 
sectomy  in  the  interval.  Late  caes- 
arean  dangerous,  gives  about  ten  per 
cent,  mortality.  Analysis  of  series 
reported  shows  five  versions  with 
four  fetal  and  two  maternal  deaths — 
eighteen  forceps  with  eleven  fetal  and 
no  material  deaths — four  caesarean 
sections  with  no  material  or  fetal 
deaths. 

Conclusions  :  Study  each  case.  Make 
diagnosis  early — before  labor,  if  pos- 
sible. Protect  patient  from  infection. 
Don't  try  forceps  on  the  unengaged 
head.  Don't  do  a  version  if  you  want 
to  save  the  baby.  Call  in  the  specialist 
before  craniotomy  is  the  only  resort. 
More  careful  study  of  cases  by  the 
general  practitioner,  earlier  consulta- 
tion and  more  frequent  resort  to 
elective  caesarean  will  save  many 
lives. 

Discussion. 

Dr.  C.  Jkwktt  said  that  Dr.  Hus- 
sey's  paper  was  a  very  valuable  kind 
of  teaching,  which  could  not  be  re- 
peated too  often  in  the  interest  of 
general  obstetric  practice.  The  mor- 
tality of  this  class  of  -cases  is  largely 
due  to  attempts  at  forceps  and  version, 
in  which  these  efforts  are  entirely  in- 
competent. A  great  many  lives  would 
be  saved  if  the  general  practitioner 
would  hand  difficult  cases  over  to  one 
more  competent  to  take  charge  of  it 
or  for  counsel. 

With  reference  to  the  frequency  of 
contracted  pelvis,  it  is  supposed  to  be 
different  in  different  races.  A  part 
of  this  difference  is  due  to  the  dif- 
ferent standards  of  different  clinics. 
They  do  not  all  take  the  same  stand- 
ard. A  very  good  one  is  4  1-2  inches 
for  the  diagonal ;  anything  less  than 
that  should  be  rated  as  contracted 
pelvis. 

In  regard  to  the  kind  of  pelvis  most 
often  encountered,  the  common  state- 
ment is  the  non-rachitic  flat.  His  own 
experience  has  been  that  the  kyphotic 
is  very  common  and  the  justo-minor 
also.  He  would  not  like  to  say  the 
simple  flat  pelvis  is  the  most  common 
form  of  contraction. 

As  to  the  treatment  of  these  cases. 


this  is  a  matter  that  depends  largely 
upon  an  exact  diagnosis,  and  that 
ought  to  be  attempted  in  every  case 
by  every  practitioner.  He  did  not 
think  the  practitioner  excusable  who 
does  not  study  his  case  carefully  at 
the  eighth  month  with  reference  to 
the  relation  of  the  size  of  the  head 
and  pelvis.  This  should  be  ascer- 
tained to  determine  the  course  of  pro- 
cedure in  the  individual  case.  It  is 
difficult  in  border  line  cases  to  know 
just  what  to  do.  We  have  all  seen 
heads  delivered,  which  apparently 
could  not  be  delivered  at  the  start, 
hut  with  good  pains  they  could  be 
moulded  and  passed  clown  through  the 
pelvis. 

With  reference  to  the  pelvis-split- 
ting operations,  whether  it  be  sym- 
phvseotomv  or  hebotomy,  that  opera- 
tion has  a  small  place  in  cases  in  which 
the  woman  is  not  in  condition  to  bear 
caesarean  section.  He  recalled  one 
case  in  which  a  woman  was  brought 
into  the  hospital  with  a  pulse  of  152, 
and  after  several  attempts  at  delivery 
had  been  made.  In  this  case  a  caesar- 
ean section  was  not  to  be  thought  of. 
The  woman  made  a  good  recovery 
after  symphyseotomy.  In  a  recent 
case  which  had  been  in  labor  longer 
than  the  normal  period  and  had  had 
two  or  three  attempts  at  delivery 
with  forceps,  he  did  an  hebotomy,  and 
the  woman  made  a  final  recovery. 
The  speaker  thought  the  remarks  of 
the  chairman  very  pertinent  with  re- 
gard to  the  bad  after  history  of  these 
cases ;  the  convalescence  is  a  serious 
objection  in  either  of  these  procedures. 

Dr.  F.  H.  Stuart  said  he  felt  as 
if  the  careful  study  of  well-kept  rec- 
ords of  public  institutions  was  more 
instructive  than  any  other  class  of 
cases  we  have.  Dr.  Hussey  had  made 
an  analysis  of  over  2,000  cases,  and 
had  brought  together  some  extremely 
valuable  points,  and  the  deductions  he 
drew  were  even  more  valuable.  They 
were  both  instructive  and  a  warning. 
They  were  instructive  as  showing  just 
where  the  dangers  lie  in  this  class  of 
cases. 

He  recalled  papers  by  Ayres  two 
or  three  years  ago.  in  which  lie  de- 
scribed studies  of  careful  measure- 
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ments.  The  impression  left  on  one's 
mind  was,  that  as  the  resut  of  pelvic 
measurements,  we  could  not  make 
them  a  sure  guide  in  regard  to  our 
procedures.  He  rather  discouraged 
the  making  of  pelvic  measurements. 
The  speaker  thought  it  was  unfortu- 
nate that  such  an  impression  should 
be  derived  from  Dr.  Ayres'  paper,  be- 
cause it  would  discourage  the  general 
practitioner  from  making  pelvic  meas- 
urements. As  a  matter  of  fact  there 
is  much  less  difference  between  the 
size  of  the  pelvis  of  different  pa- 
tients than  there  is  between  the  size 
of  the  heads  of  different  children. 
However,  he  thought  it  extremely 
important  to  make  the  best  possible 
estimation  of  the  size  of  the  pelvis, 
but  we  are  always  confronted  in  the 
individual  case  with  the  difficulty  of 
determining  the  relation  between  the 
size  of  the  fetal  head  and  the  canal 
through  which  it  must  travel. 

The  point  he  wanted  to  emphasize 
was  that  the  general  practitioner  ap- 
proaches the  attendance  upon  his  case 
of  labor  without  careful  consideration 
of  the  patient.  He  does  not  know 
what  the  pelvic  measurements  are  or 
even  approximately  what  they  are. 
He  has  made  no  examination  of  the 
mother  or  of  the  child  in  utero.  It  is 
extremely  difficult  to  arrive  at  a  defi- 
nite conclusion  as  to  the  size  of  the 
child's  head  in  utero.  and  yet  the  at- 
tempt is  made  nowadays  to  form  an 
estimate  of  that  and  to  determine  be- 
fore labor  sets  in  as  to  whether  the 
child  will  come  through  easily  or  with 
difficulty. 

The  speaker  thought  the  general 
practitioner  should  be  extremely  care- 
ful in  making  the  first  examinations 
when  labor  sets  in,  and  if  the  labor 

es  not  progress  within  the  first  few 
hours  toward  termination,  then  he 
should  study  his  case  de  noz  o  with 
reference  to  a  possible  surgical  inter- 
ference, because  if  labor  has  been 
nrogressing  several  hours  with  good 
labor  pains  and  enslavement  ha*  not 
taken  place,  the  probabilities  are  there 
most  be  interference  of  some  kind. 
Hitherto,  the  usual  procedure  is  to 
apply  the  forceps  and  apply  them 
;i!*ove  the  brim.    His  own  conviction 


was  that  forceps  should  never  be  ap- 
plied above  the  brim.  If  the  head  is 
not  engaged,  the  forceps  has  no  place 
in  that  case  of  labor. 

The  question  of  doing  a  version  in 
such  a  case,  it  seemed  to  him  de- 
manded the  same  answer,  because  if 
labor  has  gone  without  dilation  of 
the  cervix  and  without  engagement, 
the  chances  of  delivering  a  living 
child  through  that  contracted  pelvis 
is  extremely  small,  and  so  the  teach- 
ing of  the  paper  is  that  the  case  that 
has  not  progressed  to  engagement  de- 
mands a  different  kind  of  procedure 
altogether,  namely  that  the  woman 
should  have  been  protected  from  the 
possibility  of  infection  by  non-inter- 
ference, by  infrequent  vaginal  exam- 
ination, and  then  the  question  should 
be  considered  as  to  whether  the  uter- 
us should  not  be  emptied  by  a  lapar- 
otomy. 

The  difficulties  of  the  operation  of 
sympseotomy  and  the  after  effects  on 
the  patients  are  such  that  he  would 
always  give  preference  to  the  caesar- 
ean  section  to  any  other,  and  if  it  is 
done  in  an  institution  and  under  asep- 
tic precautions,  the  mortality  is  so 
low  that  we  can  count  on  much  better 
results  on  that  than  from  any  other 
operation.  » 

Dr.  I.  O.  Polar  stated  that  there 
were  two  things  that  impressed  him 
very  much,  one  was  the  extremely 
high  fetal  mortality,  the  other  was 
the  extreme  length  of  the  average 
labor  reported  in  this  paper.  All  of 
ns.  he  said,  have  come  to  the  conclu- 
sion, that  in  difficult  labors  we  can 
save  the  life  of  the  mother,  but  he 
thought  too  little  consideration  i- 
given  to  the  life  of  the  child,  and  that 
was  one  of  the  points  that  Dr. 
Hussey's  paper  had  brought  out.  Of 
course,  he  had  been  dealing  with  hos- 
pital cases,  many  of  them  neglected 
by  the  attendant  outside  and  brought 
in  in  their  difficulties,  and  yet  much 
can  be  done  to  save  the  life  of  the 
child. 

In  regard  to  the  measurement-, 
while  we  all  admit  that  they  are  not 
accurate,  yet  they  are  so  strongly 
suggestive  that  if  a  man  will  but  take 
and   learn   something  of  what  tluy 
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mean  and  team  where  the  danger  is, 
he  is  more  prepared  to  meet  a  case. 

In  regard  to  cephalometry,  that  was 
a  point  that  Dr.  Hussey  did  not  seem 
to  put  as  much  stress  on,  as  he  was 
inclined  to  think  it  deserved.  Per- 
sonally with  Stone's  method  he  had 
found  it  as  nearly  accurate  as  any 
method  for  any  estimation  that  has 
ever  been  devised.  It  is  as  accurate 
as  the  estimation  of  the  anterior  pos- 
terior by  taking  the  diagonal  conju- 
gate. Where  they  had  taken  meas- 
urements ante-partum,  they  found  the 
post-partum  measurements  agreed 
c.c.  to  c.c.  That  might  not  be  so  after 
the  head  has  moulded  and  gone 
through  the  pelvis,  but  it  is  so  in  cases 
delivered  by  the  abdomen.  Another 
point  is  this:  that  cephalometry  is  the 
actual  estimation  of  the  head  to  the 
pelvis  when  the  cervix  is  fully  dilated. 
Nothing  to  him  seemed  clearer  and 
more  accurate  than  the  actual  estima- 
tion of  the  malleability  of  the  head, 
which  you  can  tell.  If  the  patient  is 
anesthetized  and  the  bladder  and  rec- 
tum empty,  the  hand  introduced  into 
the  uterus  and  the  head  flexed  and 
rotated  in  the  oblique  or  transverse 
diameter,  while  the  head  may  not  al- 
ways engage,  yet  you  can  get  an  idea 
of  the  malleability  of  that  head,  which 
you  cannot  get  with  any  other 
method.  Many  eases  which  have  not 
engaged  after  the  cervix  has  been 
fully  dilated  he  had  found  because  of 
the  malleability,  that  they  were  able 
to  deliver  these  cases  by  version  and 
deliver  a  living  child.  He  could  not 
agree  with  Dr.  Stuart  in  regard  to 
version.  Version  in  ordinary  flat- 
tened pelvis  of  minor  degree  has  given 
him  almost  universally  good  results, 
and  it  seemed  only  reasonable  if  one 
takes  into  consideration  that  the 
parietal  bones  overlap  and  the  frontal 
and  occipital  underride  in  a  properly 
direct  and  managed  head  through  the 
pelvis,  you  ought  to  get  a  larger  head 
through  this  pelvis  than  you  can  as 
a  fore-coming  head. 

One  criticism  he  should  make  of 
the  doctor's  summary  is  the  fact  that 
he  allows  the  patients  to  go  on  too 
long  in  the  second  stage.  He  believed 
it  possible  in  the  second  stage  to  esti- 


mate the  relation  between  the  head 
and  pelvis  sooner  than  the  doctor  had. 
We  know  by  the  statistics  of  Rey- 
nolds, Davis  and  other  observers, 
that  the  mortality  in  caesarean  in- 
creases in  proportion  to  the  length  of 
labor.  The  child  should  have  con- 
sideration. He  agreed  with  Dr. 
Stuart  that  the  forceps  should  not  be 
applied  to  any  head  not  engaged  in 
the  pelvis. 

The  speaker's  mortality  with  for- 
ceps has  been  greater  both  primary 
and  secondary,  particularly  in  these 
long  forceps  and  axis  traction  cases 
than  it  has  by  version.  The  intra- 
cranial damage  by  forceps  is  greater, 
and  the  child  is  able  to  stand  more 
manipulation  from  version  than  from 
the  continued  pressure  from  forceps. 

Dr.  William  P.  Pool  thought  it 
of  considerable  value  in  making  an 
estimation  of  the  proportion  between 
head  and  pelvis,  to  take  into  account 
the  form  of  the  contraction.  A  justo- 
minor  pelvis  may  be  a  much  more 
serious  complication  than  a  simple 
flattened  pelvis.  When  the  dispro- 
portion is  slight,  the  chance  of  a  suc- 
cessful delivery  by  the  natural  pass- 
age is  greater  in  a  flattened  than  in 
a  justo-minor  pelvis. 

He  agreed  with  Dr.  Hussey's  posi- 
tion with  regard  to  the  respective 
merits  of  forceps  and  version.  He 
believed  that  it  is  a  good  rule  not  to 
practice  version  in  any  case  when  the 
contraction  is  deemed  to  be  too  great 
to  make  forceps  operation  safe,  for 
the  reason  that  in  version  we  lose 
that  very  valuable  phenomenon  of 
child-birth — the  moulding  of  the  head. 
Dr.  Polak  had  spoken  of  the  greater 
overlapping  of  the  cranial  bones  in 
the  after-coming  head.  It  did  not  ap- 
peal to  him  that  the  head  is  more 
likely  to  conform  to  the  size  of  the 
pelvic  passage  under  such  conditions 
than  when  forceps  are  used.  Mold- 
ing is  a  gradual  process  and  no  head 
can  be  expected  to  adapt  itself  in  the 
rive  minutes  allowed  for  its  extraction 
after  version. 

In  connection  with  the  use  of  for- 
ceps upon  the  unengaged  head,  the 
speaker  called  attention  to  some  di- 
versity of  ideas  as  to  what  consti- 
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tutes  engagement.  The  head  is  en- 
gaged according  to  his  definition,  only 
when  its  equator,  or  largest  circum- 
ference, has  entered  the  pelvic  brim, 
and  in  many  cases  of  slight  dispro- 
portion the  head  will  appear  to  be  en- 
gaged when,  in  fact  it  is  only  resting 
firmly  upon  the  brim.  It  is  engage- 
able  though  not  engaged,  and  may  be 
safely  drawn  into  the  pelvis  and  de- 
livered by  the  intelligent  use  of  for- 
ceps. The  forceps  simply  supply  the 
power  which  the  tired  uterus  lacks. 

The  use  of  the  caesarean  operation 
is  increasing,  and  he  is  an  advocate 
of  its  application  in  many  of  these 
cases,  but  he  believed  that  we  should 
not  jump  too  quickly  at  a  conclusion, 
and  do  a  possibly  unnecessary  adom- 
inal  operation  prematurely.  It  is  true 
that  statistics  have  shown  that  the 
mortality  rate  of  caesarean  is  lower 
when  the  operation  is  done  before  the 
on^et  of  labor,  but  when  the  patient 
is  in  skilled  hands  from  the  begin- 
ning, and  there  is  doubt  in  the  mind 
of  the  accoucheur  whether  it  be  possi- 
ble to  deliver  the  head  through  the 
pelvic  canal,  he  could  see  no  harm,  in 
the  absence  of  untoward  symptoms, 
in  waiting  till  the  case  has  gone  into 
the  second  stage,  and  then,  if  doubt 
still  remain,  carefnllv  employing  for- 
ceps. This  measure  failing,  caesarean 
section  may  be  done,  and  it  need  not 
be  contradicted  by  the  previous  effort 
at  delivery,  providing  it  has  been 
made  cautiously. 

Dr.  A.  A.  Hussey,  in  conclusion, 
said  that  this  was  a  subject  the  gen- 
eral practitioner  could  be  well  edu- 
cated in,  and  the  general  practitioner 
must  educate  the  people. 

Tn  regard  to  the  statistics,  they 
were  taken  from  a  series  of  cases 
extending  back  many  years,  and  in 
which  treatment  had  changed  con- 
siderably. They  were  also  cases  all 
of  an  operative  type,  the  majority  of 
them  coming  into  the  hospital  after 
labor  had  progressed  for  some  time 
and  many  of  them  after  other  prac- 
titioners had  made  many  attempts  at 
delivery;  therefore,  the  fetal  death 
rate  was  much  higher  than  it  should 
he  in  the  practice  <>f  any  one  man. 

In  regard  to  measurements,  he  was 


certainly  enthusastic  on  the  subject  of 
measurements,  and  he  believed  that 
the  final  settling  of  this  question  is 
going  to  be  in  the  devising  of  some 
method  of  measuring  the  biparietal 
diameter,  but  at  present  there  is  no 
method  of  doing  that.  The  method 
of  cephalometry,  as  practiced  by 
Stone  of  New  York,  gives  fair  aver- 
age results,  but  it  is  an  indirect 
method.  You  measure  the  occipito- 
frontal through  the  abdominal  wall, 
and  estimate  from  that  the  biparietal, 
and  a  normal  relation  between  these 
two  diameters  does  not  always  exist. 

Dr.  Polak  brought  out  the  point 
that  babies  delivered  by  caesarean,  in 
which  an  examination  was  made  be- 
fore labor,  showed  accurate  measure- 
ments and  accurate  deductions  with 
no  disproportion  or  difference  be- 
tween the  two  measurements.  The 
case  he  referred  to,  in  which  he  did 
a  version  for  a  face  presentation,  of 
course,  there  was  no  moulding— the 
version  was  done  at  the  beginning  of 
the  second  stage.  The  head  was  de- 
livered without  any  traction  whatever, 
and  yet  the  biparietal  and  occipito- 
frontal measured  the  same.  He  had 
practiced  this  method  of  cephalometrv 
?t  the  Brooklyn  Hospital  since  he  read 
Stone's  paper,  and  he  had  somewhere 
between  38  and  40  cases  in  which  the 
average  of  error  was  in  the  vicinitv 
of  1-7  or  1-8  of  an  inch.  That  did 
not  amount  to  anything',  but  where 
some  measurements  are  identical, 
some  are  a  half-inch  out  of  the  way. 
That  is  a  good  deal  when  vou  are 
reckoning  whether  a  head  will  come 
through  a  small  pelvis  or  not. 

T11  regard  to  the  question  of  ver- 
sion, he  certainly  did  not  agree  with 
Dr.  Polak.  He  had  done  a  good  num- 
ber of  versions  in  obstetric  cast's  and 
had  seen  a  good  many  done.  The 
only  time  von  0U8fht  to  do  a  version 
is  at  the  beginning  of  the  second 
stage  and  then  there  is  no  moulding". 
The  ease  has  had  no  chance  to  demon 
Strate  whether  the  mother  can  deliver 
or  not,  and  where  there  is  sufficient 
disproportion  between  the  head  and 
pelvis  and  good  labor  pains  can  not 
fi  .nc  il  t  hp  >Ugh,  it  w  ill  not  C(  >me 
through  after  turning  quickly  enough 
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to  get  a  living  child.  He  congratu- 
lated Dr.  Polak  on  his  results.  A 
man  who  is  skillful  enough  to  tell 
when  a  head  will  come  through  and 
when  it  will  not  is  to  be  congratulated, 
but  he  thought  it  is  bad  practice  and 
bad  teaching  to  give  out  to  the  gen- 
eral rank  and  file  of  medical  practi- 
tioners, that  version  can  be  done  in 
obstructed  cases.  He  thought  it  is 
the  cause  of  more  death  rate  among 
babies  and  more  mortality,  trauma- 
tism and  invalidism  in  mothers  than 
any  other  one  procedure  in  obstetrics. 

Dr.  Hussey  did  not  think  that  the 
illustration  of  the  rubber  ball  exactly 
holds  true,  for  the  reason  that  the 
head  is  not  a  ball,  but  an  avoid,  and 
when  you  turn  a  child  and  the  head 
meets    that    obstruction,  extension 


takes  place,  and  you  get  longer  dia- 
meters than  you  did  before. 

The  application  of  forceps  to  a 
head  that  is  moulding  and  engageable 
he  thought  is  a  proper  procedure,  but 
the  whole  thing  hinges  on  whether 
the  head  is  engageable  or  not.  He 
did  not  advocate  caesarean  section  for 
every  case  of  delayed  labor.  He 
thought  the  general  public  can  be  edu- 
cated up  to  caesarean  section ;  that  the 
general  practitioner  can  be  educated 
up  to  it,  if  the  men  who  make  a 
specialty  of  this  line  of  work  can 
show  them  that  it  is  not  such  a 
dangerous  operation,  if  the  conditions 
are  ripe  for  it;  if  they  do  not  spoil 
the  case  before  they  call  us  in,  we 
can  show  good  results,  but  when  they 
call  us  it  is  a  question  of  doing  crani- 
otomy to  save  the  mother. 
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The  President,  Raymond  Clark, 
in  the  Chair. 

SARCOMA   WITH  GENERAL 
METASTASES. 

Dr.  S.  R.  Blatteis  presented  the 
organs  of  a  woman  forty-two  years 
of  age,  admitted  to  the  Jewish  Hospi- 
tal in  the  service  of  Dr.  Joseph  Merz- 
bach  in  April,  1907.  She  died  in  Sep- 
tember, six  months  later.  Everything 
up  to  the  time  of  her  admission  is 
practically  negative,  with  the  excep- 
tion that  her  father  died  of  cancer,  of 
which  organ  it  is  not  known. 

Six  months  before  her  admission  to 
the  hospital  she  noticed  a  little  lump 
in  the  left  groin.  This  produced  no 
pain,  had  no  inflammatory  area 
around  it,  and  it  was  only  noticed  be- 
cause she  felt  it.  It  gradually  grew 
until  it  assumed  the  size  of  a  small 
hen's  egg*.  In  the  meantime  other 
nodules  similar  to  this  one  appeared 
in  other  parts  of  her  body.  These 


nodules  scattered  all  over  the  body 
varied  in  size  from  that  of  a  pea  to  a 
hen's  egg.  The  nodules  increased 
rapidly  in  number.  They  were  subcu- 
taneous, and  were  not  attached  to  any 
underlying  structure ;  the  skin  could 
be  easily  moved  over  them.  She  had 
one  of  these  nodules  growing  in  the 
inner  canthus  of  the  left  eye,  causing 
some  exophthalmos ;  the  ophthalmolo- 
gist reported  optic  neuritis.  On  ad- 
mission she  weighed  ninety-one 
pounds;  at  time  of  death  sixty-one 
pounds. 

A  few  days  after  admission  one  of 
these  subcutaneous  nodules  was  re- 
moved for  examination,  and  it  was 
found  to  be  a  growth  belonging  to  the 
sarcomata ;  that  type  resembling  en- 
dothelioma. She  died  of  inanition 
and  general  exhaustion.  Clinically 
she  showed  among  other  manifesta- 
tions, signs  of  pseudo-angina  attacks, 
and  these  were  quite  marked  at  times. 
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The  heart  was  not  much  enlarged. 
The  pericardium  showed  nodules, 
which  extended  through  all  the  coats. 
All  kinds  of  tissue  deemed  to  have 
been  involved  in  the  growth.  The 
walls  of  the  right  auricle  seemed  to  be 
converted  into  a  mass  of  these  sarco- 
matous nodules.  The  entire  endo- 
cardium of  the  heart  was  involved 
and  also  the  muscular  tissue.  It  was 
found  these  growths  impinged  on  the 
coronary  arteries,  in  several  instances 
narrowing  the  lumen,  and  unquestion- 
ably producing  some  of  the  pesudo- 
angina  attacks. 

In  the  spleen  were  found  only  two 
large  distinct  nodular  masses. 

In  the  capsule  of  the  kidney  as  well 
as  throughout  the  kidney  substance, 
smaller  growths  were  found.  Some 
of  these  nodules  appeared  in  the  wall 
of  the  ureter,  pressing  on  and  nar- 
rowing the  ureter,  and  yet  no  clinical 
disturbances  were  produced. 

The  uterus  was  sparsely  involved. 
(  Inly  one  or  two  growths  could  be 
made  out,  while  the  ovary  was  a  com- 
plete mass  of  this  sarcomatous  tissue. 
The  largest  mass  was  attached  to  one 
of  the  ovaries  by  a  small  pedicle. 

The  larynx  was  free  of  any  in- 
volvement, there  being  only  a  little 
nodule  in  some  of  the  loose  areolar 
tissues  around  the  trachea. 

All  of  the  coats  of  the  stomach 
were  involved,  and  microscopic  ex- 
amination showed  that  the  glands  of 
the  gastric  mucosa  were  replaced  by 
this  sarcomatous  growth  in  many 
areas. 

The  mesentery  was  practically  con- 
verted into  one  mass  of  these  growths. 

Very  little  of  the  original  structure 
of  the  pancreas  was  left;  all  with 
little  exception  was  converted  into 
sarcomatous  nodules. 

The  same  condition  was  present  in 
the  lungs. 

The  liver  had  these  growths  ex- 
tending all  through  it. 

That  this  was  a  rare  case  was  made 
evident  by  the  fact  that  a  short  time 
after  the  autopsy  we  had  IVofessor 
Schlesinger  of  the  Allegemeine 
Krankenhaus  of  Vienna,  where  they 
perform  1,300  autopsies  a  year,  see 
the  specimens,  and  he  said  he  had  not 


seen  a  case  in  many  years  with  such 
marked  involvement  and  of  such  in- 
terest as  this  proved  to  be. 

Permission  could  not  be  obtained 
to  secure  the  brain  and  spinal  cord. 

Dr.  J.  AIkrzbach  said  that  the  pa- 
tient remained  under  his  care  until 
July.  She  came  in  with  signs  of  pro- 
found anemia.  Outside  of  that  they 
were  unable  to  find  any  organic 
changes  in  any  organ.  He  had  been 
told  by  a  physician  who  treated  the 
patient  subsequently  that  she  did  not 
show  any  involvement  of  the  lungs. 
The  involvement  of  the  heart  came 
only  a  few  weeks  before  the  patient 
died.  It  was  of  particular  interest  to 
notice  that  the  destruction  of  the  pan- 
creas had  absolutely  no  effect  on  di- 
gestion. The  feces  were  examined 
with  great  care  after  different  forms 
of  diet,  and  they  did  not  find  any  evi- 
dence in  the  feces  of  anything  partic- 
ularly abnormal,  of  abnormal  diges- 
tion of  proteids,  starches  or  fats.  It 
is  difficult  to  understand  how  such  an 
extensive  process  could  go  on  in  the 
pancreas  without  leading  to  grave  dis- 
turbances of  digestion. 

Dr.  J.  D.  Sullivan  said  that  three 
years  ago  a  policeman,  sixty  years  of 
age,  under  his  care,  took  sick,  began 
to  lose  flesh  and  strength  and  suf- 
fered indefinite  pain,  and  it  was  diffi- 
cult to  make  a  diagnosis.  After  sev- 
eral weeks  he  noticed  a  small  lump 
under  the  skin  of  his  arm,  which  was 
quite  painful.  From  that  time  on  lit- 
tle lumps  followed  all  over  the  body. 
Then  he  made  a  diagnosis  of  multiple 
sarcoma.  He  continued  to  suffer  pain, 
became  very  dyspeptic,  restless,  sleep- 
less, and  at  times  delirious.  These 
symptoms  continued  for  six  months 
when  lie  died  from  exhaustion.  No 
autopsy  was  held.  There  was  a  great 
similarity  between  the  case  just  re- 
ported and  this  man.  The  chief  point 
m!"  interest  in  this  case  was  that  the 
constitutional  symptoms  preceded  the 
local  manifestation  of  the  disease. 

Dr.  J.  E.  Blake  said  that  while  a 
student  he  saw  in  Roosevelt  Hospital 
a  man  with  multiple  sarcomata.  The 
nodules  were  disseminated  through 
the  surface  of  the  body.    It  was  pos- 
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sible  to  count  in  the  skin  more  than 
200  of  these  nodules  ranging  in  size 
from  a  pin  point  to  a  hen's  egg.  He 
had  been  sick  only  a  comparatively 
short  time.  He  died  within  a  few 
weeks  after  he  came  into  the  hospital. 
The  entire  history  of  the  case  was 
something  over  four  or  five  months. 
The  speaker  did  not  know  whether 
the  internal  organs  were  involved.  He 
did  not  see  the  autopsy  and  did  not 
know  what  the  result  was. 

Dr.  E.  H.  Bartley  said  that  a 
month  ago  he  saw  a  case  of  multiple 
sarcoma.  Dr.  Winfield  confirmed  his 
suspicion.  The  nodules  under  the 
skin  were  very  numerous ;  they  were 
distributed  throughout  the  body.  It 
was  thought  by  the  patient  that  these 
originated  with  an  attack  of  grippe 
last  February.  The  case  is  still  living, 
nine  months  after  the  beginning  of 
the  symptoms. 

He  has  had  another  case  under  ob- 
servation for  some  time.  The  body  is 
studded  under  the  skin  with  these  lit- 
tle nodules.  There  is  a  cachetic  ap- 
pearance, but  no  great  involvement  of 
the  general  health.  They  have  been 
growing  for  several  years.  At  one 
time  he  thought  they  were  fatty  tu- 
mors, and  he  was  tempted  to  take  one 
out  and  determine  that  point.  Some 
of  them  are  apparently  breaking 
down,  and  are  becoming  soft  and 
painful.  These  have  a  slight  bluish 
appearance. 

Dr.  Thurston  H.  Dexter  said  it 
seemed  to  him  that  the  case  Dr.  Bart- 
ley described  resembled  blastomycosis. 
Broken  down  nodules  would  be  rather 
unusual  for  fibromatosis. 

PRIMARY   CARCINOMA   OF  CARDIAC 
END  OF  STOMACH. 

Dr.  Thurston  H.  Dexter  present- 
ing these  specimens  said  that  the  pa- 
tient was  a  man  forty-nine  years  old, 
admitted  to  hospital  October  21,  1907. 
He  felt  perfectly  well  until  about  two 
months  before  when  vomiting  began. 
Since  then  he  had  not  been  able  to  re- 
tain any  solid  food.  He  suffered  from 
severe  epigastric  pain ;  appetite  was 
poor,  was  unable  to  sleep  and  had 
lost   weight.     No   abnormality  was 


found  on  palpation  of  epigastric  re- 
gion.   He  died  December  15th. 

Autopsy  showed  that  the  stomach 
was  atrophic  with  a  large  hard  in- 
durated mass  on  and  in  the  mucous 
membrane,  almost  completely  occlud- 
ing the  oesophageal  opening.  The 
pylorus  was  markedly  thickened. 
The  liver  was  very  small  and  filled 
with  metastatic  nodules  of  carcino- 
matous tissue,  the  largest  being  about 
the  size  in  circumference  of  a  quarter 
dollar.  The  pancreas  was  small  and 
contained  a  few  hard  nodules,  prob- 
ably metastatic.  At  the  bifurcation 
of  the  left  common  iliac  was  a  hard 
blood  clot,  which  completely  filled  the 
lumen  of  the  internal  and  external 
iliac  arteries. 

Four  days  before  death  the  patient 
developed  typical  symptoms  and  phys- 
ical signs  of  arterial  thrombosis  in  the 
left  lower  limb,  which  persisted  and 
increased  until  death.  This,  in  addi- 
tion to  other  inconsistencies,  some- 
what obscured  the  diagnosis. 

COMPLETE  STENOSIS  OF  THE 
PYLORUS  IN  AN  INFANT 
FOUR  WEEKS  OLD. 

Dr.  Frank  H.  Clark  stated  that 
his  patient  was  a  male  child  born  De- 
cember 8th,  apparently  normal,  well 
nourished  and  in  good  condition. 
Nothing  of  note  occurred  until  the 
second  week  of  the  child's  life,  when 
it  was  found  he  could  not  retain  food. 
The  amount  of  food  taken  would  av- 
erage three  or  four  feedings,  and  then 
the  whole  would  be  regurgitated. 
Nothing  could  be  gotten  through  the 
bowel.  Xo  distention  could  be  found. 
Dr.  Bartley  and  he  agreed  that  they 
could  feel  a  nodule  over  the  pylorus. 
The  child  died  and  the  parents  re- 
quested an  autopsy,  which  was  done 
and  the  stomach  removed. 

It  was  found  that  there  was  a 
growth  at  the  pylorus,  which  was  hard 
and  of  the  shape  of  an  almond.  This 
was  opened.  Inside  the  pylorus  was 
found  a  rigid  ring  %  inch  in  length, 
and  there  seemed  to  be  a  reduplication 
of  the  mucous  membrane  in  the  shape 
of  three  cusps.  When  the  stomach 
was  removed  Dr.  Clark  inflated  it  and 
tied  off  the  cardiac  end  and  no  air 
came  through. 
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Dr.  J.  M.  Van  Cott  said  that  the 
specimen  was  undouhtedly  rare.  An- 
swering a  question  as  to  what 
the  nature  of  the  growth  might 
he,  he  said  it  might  be  a  syphi- 
litic condition.  It  could  be  the 
end  result  of  an  ulcerative  process, 
audi  ulcers  are  by  no  means  so  rare  in 
the  stomach  of  infants.  Jacobi  has 
recently  reported  on  that  matter  and 
his  experience  has  been  quite  large. 
There  could  be  a  benign  adenoma  in- 
volving the  mucous  membrane  and 
buried  in  the  tissues  of  the  pyloric 
orifice.  It  could  be  a  case  of  tuber- 
culosis. It  would  be  impossible  to  say 
on  microscopic  examination  what  the 
growth  is.  His  impression  was  it 
was  inflammatory  in  origin  and  might 
be  syphilitic  or  a  gastric  ulcer. 

lie  ststfied  that  it  is  an  interesting- 
fact  that  a  carcinoma  has  been  found 
in  infants  on  rare  occasions  at  this 
age. 

The  stomach  of  an  infant  at  that 
age  should  contain  from  one  to  two 
ounces  of  fluid.  This  stomach  was 
evidently  dilated,  and  he  supposed  the 
dilatation  was  more  or  less  acute  and 
certainly  due  to  that  construction. 

Dr.  E.  H.  Bartley  said  that  con- 
genital stenosis  of  the  pylorus  is  a 
fairly  frequent  occurrence  in  pediatric 
practice.  It  is  of  two  kinds,  spas- 
modic and  organic  or  fibrous.  This 
specimen  was  of  the  latter  variety. 
The  symptoms  almost  invariably  ap- 
pear about  two  to  three  weeks  after 
birth.  It  is  a  little  difficult  to  account 
for  the  fact  that  the  food  passes 
through  this  rigid  pylorus  for  two 
weeks,  with  the  child  passing  normal 
stools,  and  then  suddenly  they  stop,  it 
shuts  down  and  no  more  gets  through. 
It  must  be  some  spasmodic  contrac- 
tion of  the  pyloric  ring  which  con- 
tracts down  rapidly  and  shuts  off  the 
passage  of  the  food.  Tfce  abdomen 
is  invariably  flat,  with  no  distention. 
The  regurgitation  is  that  which  we 
ordinarily  see  in  an  adult  suffering 
with  dilatation  of  the  stomach.  The 
child  will  retain  two  or  three  meals, 
and  then  throw  up  the  whole  quantity, 
which  confirms  Von  llehring's  state- 
ment that  there  is  very  little  absorp- 


tion of  waiter  from  the  stomach.  The 
symptoms  in  this  case  were  typical. 
(  )ne  thing  almost  always  found  is  the 
marked  ami  evident  peristaltic  wave 
of  the  stomach,  which  can  be  seen  by 
stroking  over  the  stomach  slightly — 
the  peristaltic  wave  starts  from  the 
cardiac  end  and  goes  to  the  pylorus. 
In  this  case  it  was  marked  as  the  child 
was  emaciated  and  the  walls  of  the 
abdomen  were  thin. 

The  tumor  was  not  very  plainly 
felt.  There  is  usually  an  elongated 
tumor  to  be  felt  at  the  pylorus  which 
is  movable.  That  movable  tumor, 
when  it  can  be  felt,  is  quite  character- 
istic. In  this  case  it  was  doubtful. 
The  diagnosis  was  maxle  not  from  the 
tumor  alone,  but  from  the  fact  of  the 
peristaltic  movement  of  the  stomach 
and  that  there  were  no  fecal  move- 
ments after  two  weeks. 

The  mortality  of  operation  in  these 
cases  is  about  50  per  cent.  He  had 
seen  two  cases  operated  on  that  had 
recovered. 

COMPLETE    STENOSIS   OF    THE  PY- 
LORUS IN  AN  INFANT  FIVE 
WEEKS  OLD. 

Dr.  K.  L.  Elsner  related  the  case 
of  a  child  five  weeks  old,  who  got 
along  very  well  for  two  weeks  after 
birth.  The  child  had  yellow  stools 
and  increased  in  weight.  After  two 
weeks  it  suddenly  began  to  vomit,  and 
as  the  nurse  had  been  dismissed  and 
the  grandmother  had  been  attending 
to  the  child,  he  thought  at  first  its 
feeding  had  been  tampered  with.  But 
the  child  vomited  y/2  hours  after 
nursing  and  the  vomitus  came  out 
with  a  gush.  The  child  had  no  fever 
and  seemed  to  be  hungry,  lie  had 
the  child  starved  for  twenty-four 
hours ;  then  it  was  nursed  on  the 
breast.  W  hen  the  child  nursed  it  be- 
gan to  make  faces,  and  before  long 
the  milk  came  up  again.  Dr.  Merz- 
hach  was  called  in  consultation  and 
examined  the  child.  I  le  tried  to  see 
the  peristalsis  of  the  stbmacfr.  They 
-aw  something  that  looked  like  a 
spasm  of  the  stomach.  Although  sus- 
pecting a  congenital  stenosis  of  the 
pylorus  they  were  not  so  sure  of  their 
diagnosis  that  they  would  insist  on 
an  immediate  operation.     Instead  he 
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gave  albumen  water  in  small  doses 
and  the  child  seemed  to  get  along- 
pretty  well,  but  as  soon  as  it  was  given 
the  breast,  the  child  began  to  vomit 
again.  The  parents  probably  consult- 
ed another  physician,  and  he  did  not 
see  the  child  for  four  or  five  days. 
When  Dr.  Bonner  and  he  saw  the 
child  again,  it  was  plain  it  was  a  case 
of  stenosis.  The  child  had  had  no 
movements  and  there  was  decided 
peristalsis  of  the  stomach.  The  child 
was  very  emaciated  then,  and  on  ac- 
count of  the  poor  condition  of  the 
child  Dr.  Bonner  recommended  that 
it  be  given  rectal  enemata  of  saline 
solution  and  whiskey  for  twenty-four 
hours.  That  was  done  with  no  marked 
improvement.  Dr.  Bonner  decided  to 
operate  right  away. 

Dr.  Adolph  Bonner  said  that  he 
never  saw  a  case  of  that  kind  before. 
When  he  saw  the  child  the  second 
day,  it  was  given  a  great  deal  of 
water  to  distend  the  stomach  and 
marked  peristalsis  was  noticed.  It 
was  such  that  it  seemed  to  be  due  to 
an  hour  glass  stomach.  The  question 
was  a  rather  serious  one  as  to  the  out- 
come of  an  operation,  but  it  was  de- 
cided the  only  thing  to  do  was  to  give 
the  child  the  only  chance.  The  baby 
was  then  four  weeks  and  five  days 
old,  emaciated,  pulse  very  rapid  and 
temperature  102  degrees. 

He  made  the  ordinary  incision  a 
little  above  the  umbilicus,  two  inches 
in  length,  and  found  the  stomach 
under  the  incision.  The  greater  cur- 
vature reached  to  the  symphysis.  The 
stomach  occupied  the  entire  abdomen, 
and  the  dilatation  was  so  great,  that 
instead  of  the  ordinary  bulging  you 
would  get  under  anesthesia,  the  stom- 
ach did  not  protrude  through  the 
wound.  The  baby  was  moribund  be- 
fore operation. 

The  speaker  found  the  stomach  so 
dilated  that  he  could  not  get  the  lower 
end  of  it.  He  asked  Dr.  Blake  to 
empty  the  contents  of  the  stomach  by 
mouth.     He  did  a  posterior  gastro- 


enterostomy. The  operation  lasted 
an  hour. 

The  child  is  making  an  absolutely 
uneventful  recovery,  with  the  excep- 
tion of  having  had  the  morning  after 
operation  a  temperature  of  107  de- 
grees and  a  few  hours  after  that  105 
degrees,  and  so  on,  the  temperature 
went  down  to  normal.  Twelve  hours 
after  operation  the  child  passed  flatus 
and  had  a  bowel  movement.  He  found 
no  blood  on  the  diapers. 

Dr  Bonner  thought  where  we  have 
absolutely  no  other  method  of  reliev- 
ing the  condition,  that  we  are  justified 
in  doing  a  gastroenterostomy,  no 
matter  how  bad  the  patient  looks. 

There  were  no  adhesions  in  the 
pylorus.  The  serous  coat  did  not  look 
inflamed,-  there  was  no  special  injec- 
tion of  the  surrounding  tissues;  the 
pylorus  seemed  well  defined,  and  had 
a  ring  the  size  of  a  five-cent  piece  and 
nearly  as  hard  as  a  chancre.  The 
thickness  of  the  ring  seemed  to  be 
one  and  a  half  times  that  of  a  five- 
cent  piece.  Passing  out  toward  the 
duodenum  it  felt  softer,  and  there  was 
a  slight  constriction  about  the  middle 
of  the  pylorus.  He  found  no  inflam- 
matory exudate  about  the  pylorus. 
The  question  of  syphilis  came  up. 

One  hundred  and  fifty  cases  have 
been  reported.  Of  these  71  were  op- 
erated on.  The  first  surgical  attempt 
was  made  in  1897  and  was  not  suc- 
cessful. The  youngest  patient  op- 
erated on  was  two  weeks  old  with  re- 
covery. The  mortality  is  about  47 
per  cent.  The  first  successful  opera- 
tion was  performed  in  1898  on  a  child 
ten  weeks  old,  and  the  operation  was 
a  posterior  gastroenterostomy. 

THE    WASTE    PRODUCTS    OF  BODY 
METABOLISM  AS  EXEMPLIFIED 
IN  CASES  OF  AUTOINTOXI- 
CATION. 

An  address  on  the  above  subject 
was  given  by  Dr.  John  C.  Cardwell 
and  the  subject  was  briefly  discussed 
by  Drs.  Elias  H.  Bartley  and  Joseph 
Merzbach. 
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The  President,  A.  H.  Bogart,  M.D.,  in  the  Chair. 


SANITY  IN  SURGERY. 

A  paper  with  the  above  title  was 
read  by  Lewis  S.  Pilcher,  M.D. 

Dr.  J.  P.  Warbasse  believed  he 
would  not  be  contradicted  when  he 
said,  that  practically  all  that  Dr.  Pil- 
ch c  r  had  stated  met  with  the  agree- 
ment of  his  audience.  There  are  a 
number  of  questions,  the  speaker  con- 
tinued, which  are  worthy  of  fuller 
elaboration  than  they  have  been 
given.  Some  questions  surely  could 
not  have  been  worked  out  better  than 
had  been  done  by  the  reader  of  the 
paper.  There  was  one  thing,  how- 
ever, which  Dr.  Pilcher  stated,  in 
which  he  must  disagree  with  him,  or 
else  he  did  not  understand  the  mean- 
ing of  his  statement,  and  that  was  the 
comparison  of  surgical  performances 
to  the  work  of  a  musician — the  work 
of  a  musician  necessitating  continu- 
ous and  daily  practice.  When  he 
thought  of  the  tired  surgeons  whom 
he  had  seen,  when  he  thought  of  the 
inadequate  and  hastily-performed 
operations  with  which  he  was  fa- 
miliar in  the  hands  of  men  who  were 
engaged  in  too  strenuous  practice,  he 
was  inclined  to  disagree  with  Dr.  Pil- 
cher. There  came  to  his  mind  a  state- 
ment made  by  Kelly,  of  Baltimore,  to 
the  effect  that  the  best  operations  he 
does,  he  always  felt  are  done  in  the 
fall  of  the  year  when  he  has  been 
away  from  the  operating-room  for 
some  months.  The  speaker  thought 
an  unceasing  practice  in  so  strenuous 
and  nerve-wearing  an  occupation  as 
surgery  was  perhaps  somewhat  over- 
rated. 

The  necessity  for  a  regularity  of 
service,  for  a  continuous  interest  in 
surgical  service,  he  was  sure  we  all 
agreed  to,  not  so  much  that  its  ab- 
sence blunts  the  ability  of  the  sur- 
geon to  perforin  his  work,  as  that  it 
deprives  the  hospital  of  the  best  in- 
terest of  the  surgeon.  An  hospital 
which  discontinues  its  relation  to  a 
given    surgeon    for   a  certain  period 


each  year,  more  or  less  inhibits  the 
continuity  of  interest  in  that  hospital 
on  the  part  of  the  surgeon.  This  is  a 
matter  of  more  importance  to  the  hos- 
pital than  it  is  to  the  surgeon,  and  he 
agreed  with  Dr.  Pilcher  that  this  is 
one  of  the  greatest  mistakes  which 
hospitals  at  the  present  time  are 
making. 

We  are  confronted,  Dr.  Warbasse 
said,  by  the  modern  anomaly  of  the 
introduction  of  the  pay  patient  into 
the  hospital  which  originally  was  a 
charity.  If  we  look  into  the  develop- 
ment of  the  hospital  we  appreciate 
that  it  began  as  a  philantrophy.  Hos- 
pitals were  organized  to  care  for 
those  who  needed  the  care  of  some 
institution,  those  who  had  no  homes, 
who  could  not  take  care  of  them- 
selves. It  was  for  these  unfortunates 
that  hospitals  were  organized,  and  the 
hospital  spirit  was  developed;  and  the 
enthusiasm  which  the  suggestion  of 
hospital  work  creates  in  the  minds  of 
philantrophic  people  is  the  enthu- 
siasm which  springs  from  the  tradi- 
tions concerning  the  eleemosynary 
hospital. 

Now  we  have  institutions  which 
have  grown  into  businesses,  con- 
ducted upon  the  same  principle  as  the 
trust  or  corporation.  But  unfortu- 
nately they  add  to  business  principles, 
a  gross  unfairness.  They  are  accept- 
ing and  receiving  alms  as  a  result  of 
this  sentiment  born  of  the  philan- 
trophic idea  which  centres  about  the 
hospital.  It  is  unfair,  it  is  mislead- 
ing, and  it  is  deceiving  many  people, 
who  think  they  are  bestowing  help 
upon  a  needy  charity  when,  as  a  mat- 
ter of  fact,  the  beds  which  they  en 
dow  cannot  be  occupied  except  by 
those  who  come  with  cash  in  hand. 
There  arc-  hospitals  which  think  SO 
highly  of  the  money  to  be  derived 
from  their  patients,  that  if  the  most 
distinguished  surgeon  in  the  com- 
munity were  to  announce  to  one  of 
these  hospitals,  that  his  income  was 
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sufficient  to  provide  for  him  and  his 
family,  and  that  he  proposed  to  give 
his  life  to  caring  for  the  surgically 
sick  who  could  not  afford  to  pay  a 
surgeon  his  fee,  that  he  would  work 
in  the  wards  of  the  hospital  and 
would  receive  no  pay  from  any  pa- 
tient, that  he  would  accept  no  patients 
who  were  able  to  pay  (because  there 
are  plenty  of  surgeons  to  take  care 
of  them) — if  he  should  say,  "I  will 
confine  myself  strictly  to  the  poor,  to 
those  who  cannot  employ  the  best 
surgeon/' — there  are  hospitals  which 
would  have  no  use  for  such  a  man, 
because  it  is  not  talent  or  help  for  the 
sick  that  they  want :  they  want  the 
profitable  sick.  When  we  look  about 
us  we  are  confronted  by  the  incon- 
sistency of  the  assumption  of  philan- 
trophy  on  the  part  of  many  of  our 
hospitals. 

As  to  the  physician  in  the  manage- 
ment of  hospitals :  if  there  is  any 
crying  defect  in  the  management  of 
the  hospitals  of  our  city,  it  is  the  ab- 
sence of  medical  influence,  of  medical 
men,  in  the  administration  of  the  af- 
fairs of  these  institutions.  The  best- 
managed  hospitals  this  country  ever 
had  have  been  those  which  were  en- 
tirely under  the  control  of  the  medi- 
cal staff — he  referred  to  the  military 
hospitals  during  the  Civil  War,  and 
to  the  hospitals  of  the  United  States 
Government  at  the  present  time 
which  are  strictly  under  medical  con- 
trol. Both  the  business  and  profes- 
sional management  of  these  institu- 
tions are  medical. 

These  anomalies  arise  because  of 
the  failure  on  the  part  of  the  ill- 
managed  hospital  to  appreciate  the 
medical  fitness  of  things.  The  true 
function  of  the  hospital  is  to  heal  the 
sick  and  to  produce  the  best  scien- 
tific results.  But  a  large  majority  of 
our  hospitals  fail  to  realize  the  best 
means  to  secure  these  ends.  Let  an 
hospital  have  in  mind  to  secure  the 
best  scientific  results  for  the  sick  be- 
neath its  roof  and  to  help  others  by 
disseminating  medical  knowledge,  and 
it  will  succeed ;  the  eternal  principles 
of  humanity  will  not  permit  it  to 
perish. 

Dr.  W.  C.  Wood  said  we  all  agreed 


from  the  description  of  the  present 
situation  that  we  are  all  desirous  of 
seeing  a  change,  but  he  thought  if  we 
are  going  to  get  at  this  thing  from 
the  right  standpoint,  we  must  realize 
the  cause.  Dr.  Warbasse  said  hospi- 
tals at  the  present  time  were  receiving 
money  from  the  benevolent  portion  of 
our  community  under  false  preten- 
sions, that  is,  the  hospital  is  not  a 
charitable,  but  a  business  organiza- 
tion. He  would  take  issue  to  a  cer- 
tain extent,  and  say  the  hospitals  still 
-desired  to  receive  money,  but  they  are 
not  receiving  it  from  the  community 
as  in  the  past.  When  a  person  dies 
he  occasionally  gives  money  to  an  in- 
stitution, but  the  rank  and  file  of  the 
community  do  not  subscribe  as  they 
formerly  did,  consequently,  the  board 
of  management  are  confronted  with 
a  painful  financial  situation.  They 
have  to  put  their  hands  into  their 
pockets  to  make  up  the  deficit.  There- 
fore, some  think  they  can  make 
money  enough  out  of  a  private  pa- 
tient to  pay  for  two  charitable  pa- 
tients. 

Pay  patients  do  not  feel  as  if  the 
hospital  were  an  object  of  charity, 
and  they  feel  that  the  charity  patients 
of  a  community  should  be  supported 
out  of  the  public  funds;  and  that  for 
charity  cases  we  should  have  free  in- 
stitutions, and  that  for  people  who 
are  able  to  pay,  strictly  private  insti- 
tutions. That  fits  well  the  two  ends 
of  the  social  scale,  but  one  thing  pre- 
vents that  from  working  out  satis- 
factorily. There  are  a  great  many 
people  in  the  community,  who  are 
able  to  pay  in  part  for  their  care ; 
they  are  able  to  pa}-  five,  seven  dol- 
lars, perhaps  a  little  more  per  week 
for  accommodations  and  care  that 
costs  the  institution  ten  or  twelve 
dollars  a  week.  Y\ 'hat  to  do  with  that 
large  class  of  the  community,  to  the 
speaker's  mind,  was  an  unsolved 
problem,  but  he  thought  the  situation, 
is  going  to  work  out,  so  that  the  pri- 
vate and  charitable  treatment  of  the 
hospital  shall  be  divorced  completely. 
Scarcely  a  hospital  is  solvent.  En- 
dowments have  ceased  to  come  in, 
and  the  annual  amount  that  is  sub- 
scribed by  benevolent  people  is  con- 
tinually decreasing. 
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One  reason,  the  speaker  said,  why 
a  surgeon  wants  two  hospital  ap- 
pointments is  he  is  never  sure  of  one. 
There  is  not  a  man  who  is  sure  of  his 
position  with  any  institution  in  this 
city,  lie  does  not  know  what  that 
board  will  do  with  him  on  the  first 
of  January,  s®  he  has  to  have  an 
anchor  out  to  leeward.  They  may 
not  request  him  to  resign,  but  changes 
may  take  place  that  will  make  it  so 
unpleasant  that  he  is  forced  to  resign. 
That  is  the  reason  why  he  thought 
man\-  men  have  more  than  one  hos- 
pital appointment.  So  far  for  some 
reason  or  other  he  had  been  fortunate 
enough  to  have  a  continuous  service 
for  some  years  in  one  institution,  and 
in  a  good  one.  He,  for  one,  would  be 
perfectly  content  with  one  hospital 
appointment. 

When  he  first  came  to  Brooklyn 
there  were  four  men  pointed  out  to 
him  who  could  do  surgery.  Now  the 
number  is  legion.  The  proper  thing 
to  do  would  be  to  change  this  from 
the  Surgical  Society  and  make  it  a 
Surgical  Section  of  the  Kings  County 
Medical  Society,  for  the  reason  so 
many  are  interested  in  surgery  and 
have  a  right  to  attend  these  meetings. 

Dr.  L.  S.  Pilcher  said  that  no  one 
more  than  himself  realized  that  it 
takes  time  to  bring  about  great  re- 
sults, that  a  city  is  not  built  in  a  day, 
nor  a  condition  of  affairs  which  is  the 
growth  of  generations,  and  about 
which  there  are  assembled  for  its 
support  many  interests,  is  not  likely 
to  be  overthrown  in  a  night,  but  he 
was  sure  that  surgeons  all  realize,  that 
it  is  very  desirable  that  a  change 
should  be  made  in  the  conditions 
which  pertain  to  the  practice  of  sur- 
gery in  the  hospitals  of  Brooklyn. 
To  awaken  attention  to  the  defects 
of  the  prevalent  system  and  to  stimu- 
late thought  and  discussion  as  to  pos- 
sible improvements  had  been  the  ob- 
ject with  which  his  paper  had  been 
prepared. 

CALCULUS  ANURIA. 

Dr.  \V.  ( '.  Wood  said  that  on  De- 
cember ii.  1907,  he  saw  with  Dr. 
DixOtl  a  lady  55  years  of  age.  with 
the   following  history:   For  eighteen 


years  she  had  had  a  series  of  ab- 
scesses in  the  right  loin  that  had  dis- 
charged with  varying  degrees  of  in- 
tensity, but  had  seldom  been  closed 
until  the  past  few  months.  Four 
days  previously  she  had  ceased  to  pass 
urine.  For  two  days  she  had  been 
vomiting.  Pain  in  the  left  side  had 
been  increasing,  and  a  swelling  in  the 
left  loin  had  developed  that  was 
noticed  by  the  patient.  Temperature 
was  about  100  and  general  condition 
good. 

Examination  showed  the  scars  in 
the  right  loin  and  also  around  the  hip, 
but  no  evidence  of  spinal  nor  hip 
joint  disease.  The  loss  of  tissue  in 
the  right  loin  was  marked.  Deep 
palpation  very  easy,  but  no  kidney 
could  be  found.  The  left  loin  showed 
a  mass  about  two-thirds  the  size  of 
patient's  head,  and  evidently  a  large 
kidney.    The  bladder  was  empty. 

On  December  12th,  through  the 
usual  loin  incision,  the  left  kidney 
was  explored.  It  was  much  increased 
in  amount  of  substance  and  oedema- 
tous.  On  opening  it  a  few  ounces  of 
thick  pus  was  found  and  five  stones, 
one  of  which  extended  down  into  the 
ureter;  also  a  considerable  amount  of 
soft  material,  the  consistency  of 
putty,  but  gritty.  The  kidney  was 
drained.  Within  twenty- four  hours 
the  patient  passed  a  pint  of  urine 
by  the  urethra  and  very  profuse 
urinary  discharge  came  from  the 
w<  >und. 

Notwithstanding  attempts  to  ren- 
der her  urine  acid,  it  has  a  marked 
tendency  to  remain  alkaline  and  pro- 
duce deposits.  These  deposits  come 
out  with  the  urine  from  the  kidney 
wound  and  have  blocked  again  the 
ureter. 

ACUTE  VOLVULUS. 

Dr.  W\  C.  Wood  said  that  on  De- 
cember 28th  at  8  A.  M.  he  saw  with 
Dr.  Mahcr.  a  woman  38  years  of 
age,  the  mother  of  ten  children. 
There  was  a  history  of  constipation. 
Two  days  previously  there  was  a 
sudden  onset  of  pain,  but  not  very 
severe.  Vomiting  commenced  the 
second  day.  consisting  of  mucus, 
etc..  in  small  amounts  tinged  with 
bile.      All    fluids    were  promptly 
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vomited.  Constipation  was  absolute. 
The  temperature  was  slightly  eleva- 
ted, but  the  hands,  arms,  etc.,  were 
cold. 

Examination  showed  the  abdomen 
markedly  distended,  being  shaped  like 
the  prow  of  a  boat,  the  ridge  extend- 
ing from  the  pubis  to  the  ensiform 
and  the  lateral  portions  showing  no 
distension  at  all.  On  account  of  the 
frequent  pregnancies,  the  abdominal 
walls  were  easily  distensable.  There 
was  no  peristalsis  visible.  Xo  mus- 
cular rigidity.  Rectum  was  empty. 
By  enema  it  was  stated  that  three 
pints  of  fluid  had  been  contained. 

Diagnosis  of  intestinal  obstruction, 
variety  not  determined.  Location 
thought  to  be  in  small  intestine  on  ac- 
count of  shape  of  abdomen. 

Operation  at  8  A.  M.  volvulus  of 
sigmoid  flexure,  twist  from  right  to 
left.  The  twist  was  lifted  through  a 
median  incision,  outside  the  abdom- 
inal wall,  where  it  appeared  to  be  at 
least  eight  inches  in  diameter  and  to 
involve  about  two  and  a  half  feet  of 
gut  longitudinally.  The  intestine  was 
opened  in  two  places  and  several 
Quarts  of  fluid  pus  removed.  A  rec- 
tal tube  was  inserted  via  the  anus  to 
heln  locate  the  direction  of  th**  bowel 
with  certaintv.  The  intestine  was 
then  returned  and  stitched  to  the  left 
edge  of  the  abdominal  incision  to 
avoid  a  return  of  the  condition.  On 
account  of  the  low  vitality  of  the  gut. 
the  wound  was  left  partlv  open  to 
permit  a  trocar  to  be  inserted  if 
paresis  continued  and  to  allow  a 
fistula  to  form  if  sloughing  occurred. 

Except  for  some  nrolonged  shock, 
there  were  no  complications  for  five 
davs.  The  rectal  tube  was  left  in 
place  a  large  portion  of  the  time  and 
continued  to  drain  large  amounts  of 
fluid  feces.  There  was  no  distention 
nor  colic  nor  vomiting.  On  the  fifth 
dav  a  fistula  appeared  at  the  wound, 
which  has  been  discharging  for  two 
weeks,  but  now  is  decreasing  in  size. 

The  speaker  said  he  reported  this 
case  because  the  proper  treatment  for 
an  acute  volvulus  is  still  undeter- 
mined. In  this  case  a  perfect  surgi- 
cal technic  would  have  indicated  a 


resection  of  the  damaged  intestine, 
had  the  patient's  vitality  permitted. 
RUPTURED  TUBAL  PREGNANCY. 

Dr.  J.  S.  Wight  stated  that  his  pa- 
tient, age  31,  began  to  menstruate 
at  the  age  of  14  years  and  had  al- 
ways been  regular.  She  had  been 
married  fourteen  years.  In  the  first 
pregnancy  the  ovum  escaped  at  the 
second  month.  Two  years  later  she 
gave  birth  to  a  healthy  child.  She 
has  since  enjoyed  good  health. 

She  missed  her  menstrual  period 
early  in  April,  1907.  The  twenty- 
fifth  of  the  same  month  she  had  a 
sudden  attack  of  pain  in  the  lower 
abdomen,  went  to  bed  and  was  at- 
tended by  her  physician.  The  second 
day  she  was  out  of  bed  and  noticed 
a  bloody  vaginal  discharge.  This  was 
mistaken  for  the  menstruation  and  it 
persisted  irregularly  for  some  weeks. 
May  16,  1907,  one  week  after  her 
husband  had  gone  abroad,  she  had 
another  attack  of  pain  in  the  lower 
abdomen,  went  to  bed,  and  when  her 
physician  arrived  he  found  her  pros- 
trated and  in  collapse.  She  improved 
and  was  able  to  leave  the  house  by 
the  time  her  husband  returned.  She 
came  to  his  office  May  30,  1907.  Ex- 
amination revealed  a  mass  rilling  the 
left  half  of  the  pelvis  and  attached  to 
the  uterus  which  was  empty.  She  was 
sent  to  the  Long  Island  College  Hos- 
pital and  he  operated  on  her  June  3. 
1907.  She  had  a  ruptured  tubal  preg- 
nancy with  some  oozing  and  free 
blood  in  the  pelvis.  The  intestine  was 
dissected  free  from  the  mass  and  the 
entire  uterus  removed.  The  pelvis 
was  drained  through  the  vagina. 
She  made  an  uneventful  recovery  in 
three  weeks. 

Dr.  J.  S.  Wight,  in  reply  to  a 
question  as  to  the  reason  for  a  pan- 
hysterectomy in  this  case,  replied  that 
in  other  cases  where  he  operated  and 
drained,  he  had  to  operate  again.  In 
this  case  he  was  able  to  dissect  the 
mass  free.  He  thought  the  best  thing 
would  be  to  dissect  out  the  whole 
mass,  so  he  left  nothing  in  there. 
And  further,  while  this  lady  had  not 
passed  the  child-bearing  period,  it 
seemed  wise  to  avoid  any  similar  acci- 
dent on  the  other  side. 
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CHOLELITHIASIS— DIAGNOSIS  BY 
X-RAY. 

Dr.  W.  B.  Brinsmade  reported  a 
case  of  cholelithiasis  diagnosed  by  X- 
ray.  The  patient,  an  Italian,  62  years 
old,  was  the  boss  of  a  gang  working 
in  an  excavation  when  the  sides  caved 
in  and  he  was  buried  under  the  sliding 
earth,  together  with  several  men. 
This  man  was  buried  under  a  pile  of 
earth  for  several  hours  with  his  head 
wedged  between  two  piles,  before  he 
could  be  rescued.  He  afterward  had 
a  good  deal  of  pain  in  his  abdomen, 
lie  went  the  round  of  hospitals  and 
dispensaries  in  Xew  York  and  Brook- 
lyn without  getting  any  diagnosis  or 
any  relief,  and  finally  drifted  to  the 
speaker  who  saw  him  a  good  many 
times  without  being  able  to  make  a 
diagnosis.  None  of  the  general  symp- 
toms of  cholelithiasis  were  present, 
excepting  the  sign  of  Boas,  which  was 
present  to  a  slight  degree — enough  to 
raise  suspicions. 

Dr.  Eastmond  took  a  radiograph, 
which  shows  the  shadow  caused  by 
this  tumor.  Dr.  Brinsmade  sent  the 
patient  to  the  hospital,  and  removed 
the  gall-bladder  with  the  stones  in  it. 
The  speaker  thought  this  case  of  par- 
ticular interest,  because  in  looking 
over  Moynihan  on  Gall-Stones,  he 
found  Moynihan  does  not  mention  the 
subject  of  the  X-ray  at  all.  In  Pusey's 
book  on  the  X-ray  it  is  mentioned  that 
gall-stones  have  been  occasionally 
diagnosed  by  the  X-ray. 

There  was  nothing  particular  about 
the  convalescence  of  the  patient.  A 
pneumonia  supervened  the  second  day 
after  the  operation,  but  the  patient  re- 
covered and  left  the  hospital  October 
4th.  Dr.  Brinsmade  said  he  believed 
it  was  only  calcium  stones  that  cast 
shadows  with  the  X-ray;  cholseterin 
stones  throw  no  shadow. 

Dr.  Charles  Kastmoxd  said  that 
he  had  attended  the  meeting  at  the 

request  of  Dr.  Brinsmade  who  had 
asked  him  to  speak  on  the  question  of 

the  X-ray  diagnosis  <>f  gall-stones, 
lie  Stated  that  Hp  t«»  the  presc-nt  time 
X-ray  diagnosis  had  been  very  1111- 
satisfactory  because  of  more  or  less 
imperfect    technique   and   the  anato- 


mical difficulties  encountered.  When 
we  consider  the  position  of  the  gall- 
bladder, how  it  is  usually  pretty  well 
tucked  up  under  the  liver,  and  also 
the  fact  that  gall-stones  are  composed 
principally  of  cholesterin  which  casts 
very  little  shadow,  we  can  see  some 
of  the  obstacles  that  lie  in  the  way. 
The  liver  shadow,  as  a  rule,  is  so 
dense  that  it  does  not  allow  any  fine 
gradation  of  shadows  of  substances 
beneath  to  appear. 

In  the  matter  of  technique  in  this 
ca>e,  which  is  the  only  one  out  of 
three  such  in  w  hich  he  had  been  able 
to  find  stones,  the  patient  was  placed 
flat  on  the  abdomen  with  a  pillow 
under  his  chest,  giving  as  much  curve 
as  possible  to  the  back,  a  compression 
diaphragm  was  placed  posteriorly  over 
the  region  of  the  gall-bladder,  and 
exposure  was  made.  When  the  plate 
was  developed,  a  very  distinct  shadow 
was  found  which,  to  him,  was  very 
startling  and  he  was  somewhat  puzzled 
to  determine  its  nature ;  the  man  came 
with  some  four  or  five  possible  diag- 
noses, so  that  he  could  not  for  the 
moment  say  positively  what  it  was. 
TTe  then  turned  him  over  on  his  back 
and,  bearing  in  mind  the  possibility  of 
its  being  a  stone  in  the  kidney,  made 
a  renal  examination  which  was  nega- 
tive. Although  the  position  of  the 
shadow  was  suggestive,  it  was  with 
more  or  less  uncertainty  that  he  made 
the  diagnosis  of  gall-stones,  which,  as 
we  have  seen,  was  confirmed  by  opera- 
tion. 

The  speaker  brought  up  the  sub- 
ject of  gall-stone  diagnosis  at  the 
meeting  of  the  American  Rontgen 
Ray  Society  held  last  August,  and 
found  that  there  was  a  wide  differ- 
ence of  opinion  on  the  subject. 
Many  claim  that  they  have  gotten 
them  ;  Boggs,  of  Pittsburg,  finds 
them  in  a  large  percentage  of  cases, 
as  determined  by  operation.  Most 
cases  are  not  diagnosed  primarily 
by  the  X-ray  but  by  surgeons  who 
use  the  X-ray  merely  to  confirm 
their  clinical  findings  and  then  oper- 
ate regardless  of  what  the  X-ray 
may  show,  reporting  the  successes 
but  taking  no  account  of  their  fail- 
ures. 
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He  thought  the  best  we  can  claim 
is  that  if  the  stones  are  there  we 
may  get  them,  but  if  we  do  not 
obtain  a  shadow  it  does  not  show 
that  there  may  not  be  a  small  stone 
there,  so  we  cannot  make  an  abso- 
lutely negative  diagnosis.  A  shadow 
is  cast  only  in  cases  of  moderately 
large  calculi  containing  a  large  pro- 
portion of  calcium  salts,  or  where 
the  gall-bladder  is  freely  movable 
and  may  be  forced  down  below  the 
liver.  But  with  more  perfect  tech- 
nique and  wider  experience,  he  be- 
lieves that  greater  accuracy  may  be 
obtained,  and  the  diagnosis  of  many 
cases  having  obscure  symptoms 
referable  to  the  upper  abdomen  may 
be  cleared  up. 

Dr.  J.  S.  Wight  said  there  were 
one  or  two  points  that  stood  out  in 
relief  in  conjunction  with  the  X-ray 
in  this  case,  and  one  was  the  rela- 
tion of  the  size  of  the  shadow  to  the 
object  itself ;  it  did  not  seem  to 
have  been  magnified  very  much. 
The  picture  taken  from  the  back 
does  not  contain  any  shadow.  That 
is  the  picture  of  the  kidney  region, 
but  it  shows  an  area  covering  very 
nearly  the  area  occupied  by  these 
stones  here,  so  that  the  error  in 
technique  might  have  occurred  if 
the  last  picture  had  been  taken 
first,  and  simply  the  stones  have 


been  negative,  whereas  it  seemed  to 
him  in  this  case,  with  the  man  lying 
on  his  abdomen,  the  stones  dropped 
forward  and  downward,  and  with 
the  arching  of  the  back  the  abdo- 
men was  exposed  so  as  to  bring  it 
close  to  the  sensitive  plate,  and  the 
shadow  of  the  stones  was  obtained. 

If  we  knew  just  exactly  where 
they  were,  and  how  they  were  sit- 
uated, the  speaker  thought  it  might 
be  possible  to  institute  a  technique 
in  every  case  to  pick  out  a  gall- 
stone. He  would  like  to  ask  Dr. 
Brinsmade  what  the  position  of  that 
stone  and  gall-blader  were,  whether 
the  gall-bladder  was  hanging  over 
or  near  the  abdominal  wall,  while 
the  patient  was  lying  in  the  ventral 
position.  That  might  explain  the 
success.  Dr.  Eastmond  had  ob- 
tained. The  picture  was  the  best 
one  Dr.  Wight  had  ever  seen  of 
gall-bladder  stones. 

Dr.  W.  B.  Brinsmade  said  the 
gall-bladder  in  this  case  was  not 
particularly  free.  It  was  a  very 
thin  one,  but  was  easily  reached. 
He  agreed  with  Dr.  Wight  in 
saying  that  this  was  the  best  radio- 
graph of  a  gall-stone  he  had  ever 
seen  in  book  or  print.  The  diag- 
nosis would  not  have  been  made 
without  the  X-ray. 
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Physical  Diagnosis.  By  Howard  S. 
Anders,  A.M.,  M.D.,  Professor  of 
Physical  Diagnosis,  Medico-Chir- 
urgico  College,  Philadelphia.  New 
York  and  London:  D.  Appleton  & 
Co.  1907. 

Dr  Anders'  desire  is  to  teach  the 
student  to  apply  the  principles  of  in- 
ductive reasoning  to  physical  diagno- 
sis. He  limits  physical  diagnosis  to 
those  diseases  of  the  chest  and  abdo- 
men which  can  be  detected  by  the  aid 
of  signs  denoting  the  abnormal  physi- 
cal condition  of  the  organs  or  struc- 
tures under  examination ;  this  includes 
the  so-called  objective  symptoms  in 
all  diseases.  A  bad  impression  is 
made  upon  the  reader  by  looking  over 
the    illustrations,    which,  although 


they  are  very  good,  still  are  mostly 
borrowed  from  some  other  source. 
It  would  seem  as  if  Dr.  Anders  had 
taken  the  book  of  Dr.  Glentworth  R. 
Butler  and  chosen  those  illustrations 
which  has  made  his  book  so  well 
known,  and  used  them  to  illustrate  his 
own  text ;  for  example,  in  the  chapter 
on  percussion  and  auscultation  nearly 
all  the  illustrations — fifteen  in  num- 
ber— are  taken  directly  from  Butler's 
book.  Now  it  is  probably  a  fact  that 
all  those  who  would  wish  to  have  the 
book  of  Dr.  Anders  on  Physical  Diag- 
nosis, already  have  the  text-book  in 
question,  and  why  should  these  illus- 
trations be  reproduced  in  a  work 
which  does  not  bear  Dr.  Butler's 
name?    Dr,  Anders  lays  great  stress 


276 


BOOK  REVIEWS. 


upon  auscultation  directly  as  well  as 
with  the  stethoscope ;  the  importance 
of  this  can  not  be  over-estimated.  In 
order  to  appreciate  the  sounds  pro- 
duced within  the  body,  various  meth- 
ods should  be  employed  and  then 
compared — the  stethoscope  as  used  by 
the  American  school,  with  the  two 
ear-pieces ;  the  German  stethoscope, 
consisting  of  a  single  tube  ;  and,  most 
important  of  all,  the  human  ear  with- 
out the  aid  of  any  instrument;  per- 
haps more  attention  might  be  drawn 
to  these  methods.  It  is  not  the  pur- 
pose here  to  dispute  with  the  author 
nor  to  take  issue  with  him  in  his  inter- 
pretation of  the  various  phenomena 
presented  on  examination  ;  it  but  pre- 
sents his  own  view,  the  sum-total  of 
an  extensive  experience.  The  second 
section  of  the  work,  which  is  devoted 
to  the  examination  of  the  abdomen,  is 
very  practical.  Part  ITT  is  devoted 
to  the  Roentgen  ray  in  medical  diag- 
nosis ;  this  has  been  written  by  G.  E. 
I 'fabler,  and  is  accompanied  by  nu- 
merous well-chosen  illustrations  show- 
ing various  pictures  found  in  diseased 
conditions  of  the  lungs  and  abdominal 
organs. 

Bier's  Hyperemia  Treatment  in  Sur- 
gery, Medicine  and  the  Special- 
ties. By  Willy  Meyer,  M.D., 
Professor  of  Surgery  at  the  New 
York  Post-Graduate  School  and 
Hospital ;  and  Attending  Surgeon 
to  the  German  Hospital ;  and  Pro- 
fessor Doctor  Victor  Schmieden  . 
Assistant  to  Professor  Bier,  Uni- 
versity of  Berlin,  Germany.  Oc- 
tavo volume  of  209  pages,  illus- 
trated. W.  B.  Saunders  Company, 
Philadelphia,  London.  T908. 

The  book  is  a  manual  of  the  prac- 
tical application  of  Biers'  hyperemic 
treatment.  Tt  is  not  a  translation 
but  an  entirely  new  production,  by 
Dr.  Meyer  of  \c\v  York,  who  has 
experimented  extensively  in  its  ap- 
plication, and  Professor  Schmieden, 
who  has  assisted  Professor  Bier  in 
bis  work  at  Bonn  and  Berlin.  This 

method  of  treating  disease  has  shown 
^o  many  brilliant  results  that  it  lias 
taken  an  important  place  in  modern 
therapeutics,  and   tins  work   finds  a 


distinct  place  and  will  correct  many 
faults  in  those  who  have  been  using 
the  method  incorrectly.  The  work  is 
divided  into  two  parts :  Part  I  de- 
scribes (1)  the  advantages  of  the 
hyperemic  treatment  over  other 
methods;  and  (2)  details  the  methods 
of  inducing  hyperemia,  under  three 
heads ;  obstructive  hyperemic  by 
means  of  the  elastic  bandage ;  ob- 
structive hyperemia,  by  means  of 
suction  apparatus ;  and  the  induction 
of  hyperemia  by  means  of  hot  air. 
Part  II  takes  up  the  treatment  of 
special  diseases  by  means  of  artificial 
hyperemia ;  in  surgery,  it  details  its 
application  in  the  various  forms  of 
acute  and  chronic  affections.  Proba- 
bly the  most  interesting  effect  of  this 
treatment  is  to  be  seen  in  tubercular 
affections  of  the  extremities,  even  in 
diseased  conditions  of  the  bones  very 
beneficial  results  have  been  seen.  It 
is  useless,  however,  to  experiment 
without  knowing  the  essentials  of  the 
method,  and  this  can  be  gained  only 
by  the  use  of  such  a  book  as  the  one 
presented. 

SAUNDERS'    FORTHCOMING  BOOKS. 

Messrs.  W.  B.  Saunders  Company, 
medical  publishers  of  Philadelpia  and 
London,  announce  for  publication  be- 
fore June  30th  a  list  of  books  of 
unusual  interest  to  the  profession. 
We  especially  call  the  attention  of 
our  readers  to  the  following: 

Bandlcr's  Medical  Gynecology — 
Treating  exclusively  of  the  medical 
side  of  this  subject. 

Bonncy's  Tuberculosis. 

Volume  II,  Kelly  and  Noble's 
Gynecology  and  Abdominal  Surgery, 

Volume  IJ7,  Keen's  Surgery. 

Ganfs  Constipation  and  Intestinal 
( obstruction. 

Schomber^'s  Diseases  of  the  Skin 
and  the  Eruptive  Fevers. 

John  C.  IhiCosla,  Jr.'s  Physical 
Diagnosis. 

Todd's  (  linieal  I  )iagn<  >S4S. 

Canine's  Epoch-Making  Contribu- 
tions in  Medicine  and  Surgery. 

All  these  works  will  be  profusely 
illustrated  with  original  pictures. 
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OCULAR  SYMPTOMS  OF  BRAIN  TUMORS.* 

By  JOHN  H.  OHLY,  M.D. 

Assistant  Surgeon,  Brooklyn  Eye  and  Ear  Hospital,  Kings  County  Hospital  and  Polhemus  Memorial 
Clinic;    Consulting  Ophthalmologist  to   the   Swedish  Hospital. 


ALMOST  every  form  of  tumor 
has  been  found  in  the  brain. 
The  more  common  forms  are 
the  glioma,  tubercle,  sarcoma,  syphi- 
litic gumma,  somewhat  less  frequent 
are  carcinoma,  fibroma,  lipoma  and 
cysts  and  mixed  forms  of  aforesaid. 
The  glioma  vary  in  size  from  a  hazel- 
nut to  a  hen's  egg.  Sarcoma  gen- 
erally attains  a  much  larger  size  and 
the  glioma  are  not  circumscribed  but 
infiltrate  the  tissue. 

The  gumma,  tubercle,  lipoma  and 
fibroma  are  more  circumscribed.  Any 
portion  of  the  brain  may  be  affected 
by  these  growths,  however  some  parts 
are  more  prone  to  disease  than  others. 
The  various  growths  have  various 
sites  of  predilection.  The  cerebrum 
is  most  frequently  affected,  the  cere- 
bellum next  and  the  pons,  the  central 
ganglia,  corpus  quadrigemina  and 
other  parts  in  the  order  mentioned. 
The  glioma  develop  generally  in  the 
hemispheres  or  cerebellum,  rarely  in 
other  places ;  tubercle  in  young  indi- 
viduals under  thirty  years  of  age, 
in  the  pons,  cerebellum  or  cortex. 
The  circumscribed  encapsulated  tu- 
mors grow  more  slowly  than  those 
which  infiltrate  the  tissues. 

Thus  it  will  be  seen  that  these  vari- 
ous growths  having  various  character- 
istics as  to  their  location,  rapidity  of 
growth,  amount  of  tissue  involvement 


*  Read  before  the  Brooklyn  Society  for  Neu- 
rology. 


and  their  own  actual  size  will  pro- 
duce symptoms  which  vary  accord- 
ingly. 

Some  of  the  ocular  symptoms  are 
quite  common  to  all,  and  to  this  group 
I  shall  endeavor  to  call  your  particular 
attention.  A  group  of  symptoms  in- 
dependent of  the  location  of  the  lesion 
are  optic  neuritis  res  p.  choked  disc, 
headaches,  general  mental  retar- 
dation, vomiting,  vertigo,  slowness 
of  the  pulse  and  general  convulsions. 
These  symptoms  are  supposed  to  be 
classic  ;  however,  one,  several,  or  even 
all  may  be  absent  as  autopsy  has  re- 
peatedly proven.  Cerebral  tumors,  by 
causing  increased  intra-cranial  pres- 
sure, are  productive  of  certain  symp- 
toms which  do  not  belong  to  other 
brain  lesions.    These  symptoms  are : 

I.  The  diffuse  or  geneva!  symptoms, 
and  indicate  the  presence  of  a  growth, 
but  nothing  more. 

II.  Tumor,  as  also  other  focal  cere- 
bral diseases  which  do  not  increase 
the  intra-cranial  pressure,  are,  as  a 
rule,  attended  by  symptoms  called  di- 
rect or  localizing  symptoms ;  that  is, 
symptoms  which  indicate  the  site  of 
the  lesion.  These  localizing  symptoms 
are  either  irritative  or  paralytic,  de- 
pending upon  the  part  affected. 

III.  Finally,  there  are  a  group  of 
symptoms  called  distant  symptoms, 
not  resulting  from  local  disorganiza- 
tion, but  due  to  pressure  effects,  in- 
hibited circulation,  toxic  absorption 
and  the  like. 
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The  diffuse  or  general  ocular 
symptoms  of  brain  tumor  are,  (a) 
double  sided  optic  neuritis;  (b)  sud- 
den complete  blindness,  and  (c)  tran- 
sitory blindness. 

(a)  Optic  neuritis  and  choked  disc. 

Before  taking  into  consideration 
the  origin  of  this  symptom  and  its 
clinical  picture,  let  it  be  understood 
that  the  term  optic  neuritis  and  choked 
disc  are  both  the  same  condition,  only 
that  the  choked  disc  is  a  more  ad- 
vanced stage  of  the  optic  neuritis,  with 
more  swelling  and  some  involvement 
of  the  adjacent  retina. 

Optic  neuritis  may,  and  often  does, 
exist  with  comparatively  good  cen- 
teral  vision  in  its  early  stages,  and 
therefore  the  patient  may  not  com- 
plain of  his  sight  until  the  choked  disc 
is  well  developed.  Wherefore  the 
advisability  of  repeated  early  exami- 
nation of  the  fundus  of  the  eye. 

The  ophthalmoscopic  picture  shows 
in  a  choked  disc  the  nerve  head  mark- 
edly swollen,  projecting  somewhat 
into  the  vitreous  at  least  }i  mm.  (as 
measured  by  the  ophthalmoscope). 

The  tissue  of  the  disc  is  indistinct 
grayish-red  to  a  bright  red  color. 
The  margin  is  undefined  and  blurred, 
the  retina  about  the  disc  is  swollen 
grayish-white  and  ends  abruptly 
towards  the  non-swollen  periphery. 
The  arteries  of  the  retina  are  smaller 
in  caliber,  the  veins  are  engorged  and 
tortuous,  lacking  their  normal  venous 
pulse.  In  places  the  vessels  are  lost 
from  view  in  the  swollen  opaque  tis- 
sue and  appear  to  bend  off  abruptly 
at  the  disc  margin.  Through  the 
swollen  area  and  in  the  adjacent 
retina  there  are  linear  hemorrhages. 
In  a  short  time  the  hemorrhages 
may  be  replaced  in  part  by  white 
areas  fa  degenerative  process,  and 
a  picture  resembling  an  albumin- 
uric retenitis  not  infrequently  presents 
itself).  The  disc  may  be  swollen  from 
the  slightest  degree  to  2  and  3  mm. 
( iradually  the  color  of  the  disc  changes 
to  a  yellowish-white,  the  margins  be- 
come more  distinct  and  the  swelling 

subsides.   The  arteries  remain  small, 

the  hemorrhages  absorb  or  undergo  de- 
generative changes,  and  then  the  stage 


of  optic  atrophy  begins  to  set  in.  The 
cause  of  choked  disc  is  not  absolutely 
settled,  but  the  following  is  generally 
accepted.  A  brain  tumor  growing  in 
the  cranial  vault  needs  more  and  more 
space  and  forces  the  cerebro-spinal 
fluid  into  the  spinal  canal  and  also  in 
the  sheath  of  the  optic  nerve,  causing 
a  dropsy  of  the  optic  sheaths.  Upon 
this  fact  Schmidt-Rimpler  and  Manz 
base  the  following  theory:  The  re- 
sult of  the  accumulation  of  fluid  in 
the  intra-vaginal  space  produces  a 
lymph  stasis  in  the  trunk  of  the  optic 
nerve,  especially  near  the  lamina  cri- 
brosa,  the  lymph  spaces  of  which  com- 
municate with  the  inter-vaginal 
spaces.  The  edema  at  the  lamina  cri- 
brosa  causes  a  compression  of  the 
central  vessels,  especially  the  central 
vein  of  the  optic  nerve,  and  as  this 
vein  cannot  carry  the  blood  away  from 
the  disc  an  extreme  edema  develops 
in  the  strangulated  papilla.  It  there- 
fore constitutes  more  an  inflammatory 
edema  than  an  inflammation  proper 
and  is  an  important  sign  of  increased 
intra-cranial  pressure.  It  is  not  al- 
ways the  largest  tumor  that  causes 
these  symptoms  to  be  most  pro- 
nounced; often  a  small  growth  in  the 
cerebellum  or  pons  causes  intense 
intra-cranial  pressure  by  being  so  lo- 
cated as  to  occlude  the  opening  of  the 
ventricles  and  thus  causing  a  marked 
distention  of  the  same  with  resulting 
pressure.  A  growth  may  be  so  lo- 
cated as  to  prevent  the  cerebro-spinal 
fluid  entering  one  optic  sheath  and 
occluding  the  same  by  pressure,  and 
this  accounts  for  a  choked  disc  only 
being  one  side  in  some  of  the  report- 
ed cases. 

Any  condition  which  produces  in- 
creased intra-cranial  pressure  may  be 
the  cause  of  a  choked  disc,  as  menin- 
gitis, thrombus  of  the  cavernous 
sinus,  extensive  intra-cranial  hemor- 
rhages and  brain  abscess. 

As  before  stated,  a  choked  disc  in 
tumors  of  the  brain  simply  shows  in- 
creased intra-cranial  pressure,  and 
this    symptom    has    no    relation  to 

location  of  the  growth.  However,  the 

cerebellar  tumors  and  those  of  the 
pons     generally      produce  marked 
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double-sided  optic  neuritis  with  in- 
tense swelling  due,  as  stated,  to  a 
dropsy  of  the  ventricles  and  inter- 
ference with  the  return  flow  of  blood 
from  the  brain  by  pressure  on  the 
vena  galinae. 

Optic  neuritis  is  usually  the  first  or 
one  of  the  first  symptoms  of  brain 
tumor,  however  its  appearance  may 
be  retarded  until  a  late  stage.  It  is 
present  clinically  in  80-90  per  cent,  of 
all  cases  (and  only  found  absent  in 
10-20  per  cent,  of  the  cases  of  au- 
topsy). Hence  the  great  value  of 
this  symptom  can  well  be  recognized. 

The  field  of  vision  is  somewhat 
constricted  in  these  cases,  concentri- 
cally, due  to  the  inflammation.  When 
hemianopsia  is  present  it  will  give 
valuable  aid  as  to  the  side  of  the 
brain  involved  and  the  location  of  the 
lesion.  Instead  of  an  optic  neuritis 
an  atrophy  per  se  may  develop,  a  de- 
scending atrophy  which  is  probably 
the  result  of  direct  pressure  on  the 
optic  tract,  chiasm  or  inter-cranial 
portion  of  the  optic  nerve.  Bromwell 
states,  "The  absence  of  double  optic 
neuritis,  does  not  necessarily  exclude 
the  presence  of  a  tumor,  but  the  fact 
that  there  is  no  optic  neuritis  does 
suggest  doubt,  and  unless  the  other 
symptoms  of  tumor  are  very  clearly 
defined,  or  unless  the  physician  feels 
satisfied  there  is  no  condition  present 
except  tumor  which  could  reasonably 
be  expected  to  account  for  the  phe- 
nomena of  the  case,  he  will  be  wise, 
in  the  absence  of  double  optic  neuritis, 
to  hesitate  before  committing  himself 
to  a  positive  diagnosis." 

Personally,  I  observed  two  cases 
during  the  past  year  which  illustrate 
the  value  of  optic  neuritis. 

Case  I. — A  little  girl,  age  14,  brought  to 
the  hospital,  having  been  blind  for  the  past 
two  weeks  ;  the  fundus  examination  showed 
an  intense  double-sided  choked  disc,  marked 
edema  of  the  surrounding  retina,  many 
hemorrhages  and  typical  changes  about 
the  macula  of  an  albuminuric  retenitis. 
The  various  causes  for  this  symptom  were 
excluded  and  other  symptoms  of  brain 
tumor  being  present,  the  neurologist  who 
saw  this  case  made  a  diagnosis  of  occipital 
tumor.  On  autopsy  a  large  sarcoma  was 
found  involving  the  left  occipital  lobe  con- 
siderably larger  than  a  man's  fist. 


Case  II. — Lady,  age  about  65 ;  examined 
the  fundus  and  found  a  slightly  swollen 
disc  with  only  slight  optic  neuritis ;  no 
other  pathological  conditions  were  present 
about  the  eye  which  could  be  attributed  to 
any  intra-cranial  disease.  The  attending 
physician  informed  me  that  the  woman 
died  of  a  tumor  at  the  base  of  the  brain. 

(b)  A  not  infrequent  symptom 
which  may  call  our  attention  to  the 
presence  of  a  brain  tumor  is  sudden 
complete  blindness,  involving  one,  but 
generally  both  eyes.  This  may  occur 
without,  but  generally  with  the  pres- 
ence of  optic  neuritis.  However,  it  is 
not  due  to  the  same,  the  cause  must 
be  sought  in  the  brain  by  direct  or  in- 
direct pressure  on  the  intra-cranial 
portion  of  the  optic  nerve,  chiasm  or 
optic  tracts. 

(c)  Transitory  blindness:  This 
symptom  is  often  overlooked  and  ac- 
cording to  Hirschberg  is  a  most  valu- 
able diagnostic  sign  in  brain  tumors, 
he  states :  "It  takes  much  care  to  es- 
tablish this  very  transient  and  rapid 
symptom.  In  an  individual  who  is 
still  able  to  read  the  smallest  print, 
who  has  a  good  field  of  vision,  sud- 
denly a  complete  blindness  develops 
without  any  other  ocular  symptoms. 
It  lasts  one  to  two  minutes  or  less  and 
recurs  six  to  eight  times  a  day  and 
even  more  often."  He  attribues  it  to 
a  sudden  but  transient  swelling  of  the 
growth  causing  temporary  increased 
intra-cranial  pressure  which  in  turn 
produces  an  oligaemia  of  the  optical 
centers  or  optical  tracts  or  both. 

Gowers  believes  _  this  symptom 
occurs  more  often  in  tumors  in  the 
occipital  lobe  and  is  due  to  the  direct 
pressure  of  the  growth  on  the  optical 
centers.  If  this  be  so,  this  symptom 
would  be  valuable  in  the  localization 
of  the  lesion. 

The  localizing  symptoms:  It  will  be 
my  endeavor  to  bring  before  you  only 
a  few  of  these  localizing  symptoms, 
not  going  into  detail  as  to  their  cause, 
for  this  would  open  up  a  very  broad 
and  large  subject  which  is  beyond  the 
intentions  and  scope  of  this  paper. 

Lesions  in  the  occipital  lobe  or  in 
any  portion  of  the  optic  tract  between 
the  visual  cortex  of  the  occipital  lobe 
and  the  optic  chiasm,  which  destroy 
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the  same  by  the  growth  itself  or  by 
pressure  from  the  same  will  produce 
homonymous  lateral  hemianopia.  By 
hemianopia,  half  defect  in  the  field  of 
vision  of  each  eye  symmetrically 
placed  and  caused  by  a  common  intra- 
cranial lesion  is  understood. 

There  are  no  pathognomonic  signs 
of  occiptal  lobe  tumor. 

Sensations  of  light  are  due  to  irrita- 
tion of  the  centers  or  optic  tract. 
Visual  hallucination  may  be  present, 
however  these  may  be  produced  by 
lesions  in  any  part  of  the  tract  as  well 
as  in  local  retinal  diseases  (hemor- 
rhages.) Absence  of  Wernicke's 
hemianopic  pupillary  phenomena ; 
when  this  is  present  indicates  a  lesion 
in  the  lower  portion  of  the  optic  tract. 

Paralysis  of  cranial  nerves  with 
homonymous  lateral  hemianopia  is 
indicative  of  lesions  below  the  occi- 
pital lobe,  however,  the  sixth  nerve 
may  be  paralyzed  by  pressure,  it  hav- 
ing a  long  course  in  the  cranial  vault. 

The  presence  of  mind  blindness 
(visual  amnesia),  visual  aphasia  and 
the  like  are  generally  associated  with 
lesions  in  the  occipital  lobe  or  optic 
radiations  and  are  probably  due  to 
involvement  of  the  associated  tracts 
between  both  occipital  lobes. 

Transitory  blindness  occurs  in  oc- 
cipital tumors  as  stated. 

Parietal  lobe  tumors  may  cause 
mind  blindness,  and  only  when  large 
enough  to  extend  downward  to  affect 
the  internal  capsule  and  optic  radia- 
tions will  they  produce  ocular  symp- 
toms, hemianopia  with  hemiplegia  and 
hemi-anesthesia. 

Temporal  lobe  tumors  show  sen- 
sory aphasia,  word  blindness  by  in- 
volvement of  the  left  angular  gyrus, 
other  ocular  symptoms  only  by 
extension. 

Frontal  lobe  tumors  may  give  no 
symptoms  for  a  long  time.  Intellec- 
tual function^  are  supposed  to  be 
much  impaired,  ocular  symptoms  are 
indirect,    when    present    are    due  to 

pressure. 

Tumors  of  the  Optic  thahimus. 

The  fibres  from  the  Optic  tract  and 
optic  radiations  respectively  pass  into 
tlie  pulvinae  or  posterior  parts  of  this 


ganglion.  "When  this  part  is  affected, 
homonymous  lateral  hemianopia  will 
result. ' 

In  the  involvement  of  the  anterior 
portion  Wernicke's  pupillary  phe- 
nomena will  be  observed.  Weakness 
and  nystagmus  of  the  ocular  muscle 
is  present.  Faulty  association  of  the 
ocular  muscles  producing  alternating 
strabismus  in  first  one  eye  and  then 
the  other  occurs.  Dilated  pupils  and 
ptosis  are  due  to  pressure  on  the  in- 
ternal capsule.  Vision  may  or  may 
not  be  disturbed,  when  so  it  is  due  to 
pressure  on  the  fibres  in  the  pulvinae. 
as  mentioned,  or  to  interference  of 
the  flow  of  cerebro-spinal  fluid 
through  the  Aqueduct  of  Sylvius, 
producing  intra-cranial  pressure. 

All  cases  of  involvement  of  the 
corpus  quadrigemiua  show  pupillary 
disturbances.  In  lesions  of  the  cor- 
pus quadrigemiua  and  cerebral  ped- 
uncles, early  manifestations  of  ocular 
palsies  present  themselves  due  to  the 
anatomical  relations  of  these  struc- 
tures to  the  nuclei  of  the  ocular 
nerves. 

The  nuclei  of  the  oculo  motor  and 
trochlear  nerve  are  near  the  Aque- 
duct of  Sylvus ;  these  are  affected  by 
direct  pressure  causing  partial  or 
complete  paralysis  of  the  muscles 
supplied  by  the  same  (t.  e.,  External 
and  Internal  Recti;  Sup.  and  Inferior 
Recti,  Inferior  Oblique,  and  by  the 
fourth  nerve  the  Trochlear).  Some 
of  these  muscles  may  escape  depend- 
ing on  the  amount  of  nuclear  involve- 
ment. 

When  all  the  extra  ocular  muscles 
are  affected  a  condition  of  ophthalmo- 
plegia externa  presents  itself;  when 
the  ciliary  muscle  and  iris  only  are 
affected  an  ophthalmoplegia  interna 
is  spoken  of.  This  may  occur,  and  is 
at  times  a  transient  and  a  recurring 
symptom  probably  due  to  variation  in 
the  intra-cranial  pressure. 

Paralysis  of  convergence  is  due  to 
involvement  of  its  center. 

The  intraocular  muscles,  iris  and 
ciliary   muscles,  often   escape   in  the 

third  nerve  paralysis,  and  this  tends 

to  prove  a  Specjal  center  for  these 
muscles.      In    conjunction    with  the 
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varying"  ocular  palsies  the  general 
symptoms  as  referred  to  before  are 
present. 

Tumors  of  the  pituitary  body  and 
optic  chiasm:  Tumors  of  the  pituitary 
body  by  pressure  on  the  anterior  por- 
tion of  the  optic  chiasm  produce  a 
bitemporal  hemianopsia  which  is  liable 
to  terminate  in  complete  blindness  of 
one  or  both  eyes.  This  bitemporal 
hemianopsia  is  characteristic  of  a 
lesion  at  the  chiasm.  Optic  neuritis  is 
generally  associated,  or  atrophy  per  se 
occurs  by  direct  pressure-involve- 
ment of  the  nerve  and  chiasm.  If  the 
growth  is  large  enough  other  nerve 
palsies  develop  (by  pressure).  The 
growth  being  on  one  side,  the  eye  on 
this  affected  side  generally  becomes 
blind  first. 

Bitemporal  hemianopsia  occurs 
from  enlargement  of  the  pituitary 
body  in  acromegaly. 

In  March,  1907,  Mr.  X.  presented  himself 
for  examination.  Patient  had  reduced 
vision,  becoming  worse,  past  2-3  years,  O. 
D.  V.  1-60  O.  S.  V.  6-36  Glasses,  no  im- 
provement. Fundus  showed  optic  atrophy 
Per  sc  in  each  eye,  both  papilla  being 
grayish  white  with  slight  atrophic  cuffing. 
Field  of  vision  showed  a  bitemporal 
hemianopsia.  The  field  retained  was  some- 
what constricted,  especially  in  the  right 
eye,  due  to  the  optic  atrophy.  Some  other 
signs  of  acromegaly  were  present.  The  eye 
symptoms  resulting  from  enlargement  of 
the  pituitary  gland. 

Tumors  of  the  intra-cranial  portion 
of  the  optic  nerve  show  an  early  loss 
of  sight  on  the  eye  affected  without 
involvement  of  the  other  eye,  optic 
neuritis  or  a  slow-developing  pro- 
gressing atrophy  may  be  present  de- 
pending upon  the  nature  of  the 
growth. 

Exophthalmos  is  almost  always 
caused  by  the  extension  of  the  growth 
into  the  orbital  part  of  the  nerve. 
Pupillary  reaction  is  absent  on  the 
diseased  side.  Hallucinations  of  sight 
on  the  blind  eye  are  not  infrequent. 

Tumors  of  the  pons  and  medulla 
produce  a  most  varied  line  of  ocular 
as  well  as  other  symptoms  due  to  the 
anatomical  relation  of  these  structures 
to  various  cranial  nerves  and  other 
important  parts. 

Paralysis  of  the  facial  nerve,  "Bell's 
palsy,"  with  its  characteristic  ocular 


appearance.  Involvement  of  the  tri- 
facial producing  anesthesia  of  the 
cornea  and  keratitis  neuroparalytica 
are  sometimes  found. 

Paralysis  or  weakness  of  the  ex- 
ternal recti  is  not  unusual, 

Paralysis  of  the  associated  ocular 
movements  towards  the  side  of  the 
lesion  was  reported  in  two  cases. 

Third  nerve  paralysis  when  pres- 
ent is  probably  due  to  indirect 
pressure. 

Tumors  of  the  cerebellum :  Intense 
optic  neuritis  with  much  swelling 
with  involvement  of  the  surrounding" 
retina  coming  on  quickly,  almost  as  a 
first  symptom,  suggests  the  cere- 
bellum, and  one-sided  optic  neuritis, 
or  marked  difference  in  the  intensity 
of  the  neuritis  on  the  two  sides  sug- 
gests the  cerebellum,  and  is  on  the 
whole,  in  favor  of  the  tumor  being  on 
the  same  side  as  the  excess  of  neuritis, 
where  there  are  no  other  reasons  for 
localizing-  the  tumor  in  the  front  of 
the  cerebrum. 

These  tumors  often  give  fundus 
appearances  of  typical  so-called  albu- 
minuric retenitis ;  this  is  also  found 
in  basal  meningitis,  and  possibly  these 
tumors  cause  a  localized  one.  Among 
the  lesions  resembling  tumors,  and 
most  likely  to  be  mistaken  for  one,  is 
brain  abscess.  However,  here  a  sup- 
purating ear  or  some  sinus  disease, 
the  history  of  an  injury,  or  the  pri- 
mary site  from  which  a  metastatic 
abscess  could  develop  is  of  much  im- 
portance, as  also  the  temperature 
curve  and  increased  leucocytosis. 
meningitis,  hydrocephalus,  hemor- 
rhages, aneurisms,  and  any  condition 
which  will  increase  intra-cranial  pres- 
sure, can  also  simulate  the  symptoms 
of  brain  tumor. 

Conclusions :  In  80-90  per  cent,  of 
brain  tumors,  optic  neuritis  or  choked 
disc  is  present.  This  is  not  a  localiz- 
ing- symptom. 

Tumors  of  the  occipital  lobe,  cere- 
bellum, pons  and  medulla,  generally 
produce  an  intense  double-sided 
choked  disc,  which  is  an  early  symp- 
tom. Transitory  blindness  is  not  in- 
frequent in  the  early  stages  of  tumors. 
Permanent  blindness  in  one  or  both 
eyes  may  be  an  early  or  late  sign,  and 
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is  not  dependent  upon  local  optic 
nerve  involvement. 

Tumors  of  any  portion  of  the  optic 
tract  may  produce  hemianopsia  if  situ- 
ated more  centrally  than  the  chiasm. 

Those  at  the  chiasm  generally  pro- 
duce bitemporal  hemianopsia.  Tumors 
located  in  the  optic  t  ha  la  m  us  or  be- 
tween it  and  the  chiasm  give  Wern- 
icke's hemianopic  pupillary  reaction. 
Those  located  in  the  optic  radiations 
or  visual  centers  will  give  an  absence 
of  this  symptom.  Tumors  at  the  base 
of  the  brain  produce  ocular  palsies 
by  direct  pressure,  and  this  is  an  early 
symptom. 


W  hen  located  in  other  portions  of 
the  brain  the  palsies  are  produced  by 
indirect  pressure. 

The  ocular  symptoms  may  often 
change  from  time  to  time,  due  to 
varied  pressure  and  increased  tissue- 
involvement  from  the  growth. 

Our  first  aim  is  to  diagnose  the 
presence  of  the  tumor,  and  here  the 
ocular  symptoms  are  of  utmost  im- 
portance; having  done  so  it  must  be 
our  endeavor  to  locate  the  site  of  the 
lesion,  for  this  the  ocular  symptoms 
are  also  very  valuable,  especially  so 
when  the  growth  affects  the  optical 
tract. 


THE  TREATMENT  OF  TRACHOMA.* 

By  JAMES  COLE  HANCOCK,  M.D. 

BROOKLYN,  N.  Y. 


WHEN  our  secretary  ten  days 
ago  requested  me  to  present 
a  short  paper  at  this  meeting 
of  the  Ophthalmological  Section,  and 
suggested  "The  Treatment  of  Tra- 
choma" as  the  title,  I  know  you  will 
all  agree  with  me  in  thinking  that  it 
was  not  because  he  expected  any  new 
or  startling  facts  to  be  advanced,  but 
merely  that  it  would  give  us  an  ex- 
cuse for  discussing  a  subject  that  has 
fallen  much  in  the  shade  since  the  last 
decided  and  effective  attack  upon  this 
disease  not  so  very  many  months  ago. 

We  would  do  well  to  bring  this 
subject  to  the  light  more  often  than 
we  do.  I  was  greatly  surprised  upon 
investigating  to  find  that  only  two 
papers  relating  to  trachoma  have 
been  read  before  the  Ophthalmolog- 
ical Section  of  the  American  Medical 
Association  during  the  past  ten  years, 
but  I  am  pleased  to  be  able  to  state 
that  each  of  these  papers  contained  a 
new  suggestion,  even  though  both 
were  along  the  line  of  medicinal 
treatment,  which  t<>  my  mind  should 
have  a  very  limited  application  in  the 
care  of  trachoma  patients. 

'  R(  ;i<l   before  the   0|>lit lial m< >K )«ical   Section  ol 

the  Medical  Society  <>f  the  County  of  Kings, 
March  34,  1908. 


We  are  naturally  all  familiar  with 
the  history  and  symptoms  of  tra- 
choma. 

While  the  pathological  changes  are 
fairly  well  understood,  and  while 
there  is  a  general  concurrence  of 
opinion  that  the  disease  is  markedly 
contagious,  we  have  still  to  designate 
the  responsible  micro-organism,  al- 
though we  most  of  us  agree  that 
there  must  be  a  specific  one. 

The  treatment  of  trachoma  is  that 
part  of  the  subject  that  is  most  likely 
to  interest  us  at  this  time,  and  we  may 
safely  say  that  there  are  few  diseases 
either  local  or  general  in  which  a 
longer  list  of  remedies  has  been  em- 
ployed than  in  this  connection,  but 
generally  speaking,  the  most  that  can 
be  said  of  medicinal  treatment  alone 
is  that  the  results  of  the  disease  arc 
more  unfortunate  when  some  are 
used  than  when  others  are.  and  that 
the  only  <>ne  benefited  is  the  physi- 
cian, and  he  only  financially,  for  the 
quality  of  one's  reputation  is  not  im- 
proved by  the  long  treatment  of  pa- 
tients unattended  with  beneficial  re- 
sults. 

In  June,  [903,  Doctor  Ruflfitl  A. 
Wright,  of  Mobile,  Alabama,  read  a 
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paper  before  the  Ophthalmological 
Section  of  the  American  Medical  As- 
sociation in  which  he  advocated  the 
use  of  copper  citrate  in  the  treatment 
of  trachoma  and  reported  a  number 
of  cases  as  cured  by  its  use.  Doctor 
Wright  found  that  it  produced  ab- 
sorption and  caused  a  disappearance 
of  the  granules  and  hypertrophied 
papillae  quite  as  rapidly  as  other  ap- 
plications, that  it  excited  less  irrita- 
tion of  the  lids  with  less  pain  and  dis- 
comfort to  the  patient,  and  that  owing 
to  this  limited  pain  and  discomfort 
the  patient  would  be  more  likely  to 
use  it  conscientiously  at  home. 

Doctor  F.  R.  Von  Arlt,  of  Ger- 
many, who  was  the  originator  of  the 
copper  sulphate  treatment  states  that 
its  use  is  contraindicated  in  the  pres- 
ence of  corneal  ulcer  and  when  the 
iodine  preparations  are  being  em- 
ployed locally  or  generally.  It  is  not 
claimed  by  Doctor  Von  Arlt  that  cop- 
per citrate  acts  more  quickly  than 
other  medicinal  agents,  but  that  the 
result  is  the  same  as  that  following 
the  use  of  many  others  with,  how- 
ever, the  advantage  of  causing  less 
discomfort  to  the  patient. 

An  ointment  in  the  strength  of 
from  three  to  ten  per  cent  is  recom- 
mended. 

In  a  paper  relating  to  the  treatment 
of  chronic  trachoma,  read  in  June, 
1907,  before  the  Ophthalmological 
Section  of  the  American  Medical  As- 
sociation, Doctor  E.  A.  Prince,  of 
Springfield,  111.,  strongly  advocated 
the  use  of  copper  sulphate  in  weak 
solution  of  the  strength  of  about 
one  per  cent.,  or  even  less.  The 
Doctor's  method  of  procedure  was  to 
give  each  patient  under  treatment  a 
drachm  vial  of  a  ten  per  cent,  solution 
of  copper  sulphate  in  glycerine,  with 
directions  to  dilute  one  drop  of  this 
with  twenty  drops  of  water  and  to 
use  the  latter  solution  as  an  eye 
drop.  Doctor  Prince  also  uses  a  weak 
copper  sulphate  solution  for  a  time 
after  the  expression  operation.  He 
states  that  this  solution  is  of  more 
service  than  others  in  the  treatment 
of  the  third  or  cicitrical  state  of  tra- 
choma.    There  is  some  conflict  of 


opinion  concerning  the  germicidal  in- 
fluence of  copper  sulphate  solution 
of  less  strength  than  five  per  cent., 
and  it  seems  to  me  that  the  advan- 
tages claimed  were  due  more  to  the 
stimulating  action  than  to  any  other. 

The  more  I  see  of  trachoma  and 
the  more  I  treat  it  the  more  firmly  I 
am  convinced  that  any  case  present- 
ing objective  symptoms  sufficient  to 
permit  of  a  diagnosis  being  made  is 
a  case  for  operation. 

It  has  been  my  fortune  to  have 
seen  or  performed  most  of  the  opera- 
tions for  the  cure  of  trachoma  sug- 
gested in  recent  years,  and  I  have 
used  almost  if  not  quite  all  of  the 
numerous  instruments  in  the  line  of 
scarifiers  and  forceps  that  have  been 
presented,  and  I  have  reached  what 
is  to  me  a  satisfactory  and  probably 
final  conclusion  concerning  their  rel- 
ative merits,  which  is  as  follows,  viz : 
That  the  only  way  to  cure  trachoma  is 
to  rupture  the  granules  and  express 
their  contents  and  to  follow  these  pro- 
cedures for  a  number  of  weeks  with 
instillations  of  a  mildly  stimulating 
antiseptic,  the  last  to  eliminate  traces 
of  infection  in  a  germicidal  way  and 
by  absorption  small  and  deep  granules 
not  affected  in  the  operation.  No  case 
should  be  left  without  giving  careful 
instruction  concerning  this  after-treat- 
ment. 

Concerning  the  instruments  my  es- 
timate causes  me  to  state  after  thor- 
ough trial  that  to  my  mind  the  best 
instrument  ever  presented  for  the 
purpose  of  rupturing  the  follicles  is 
the  Jameson  trachomatome. 

This  instrument  does  its  work  thor- 
oughly without  injury  to  the  conjunc- 
tive. 

I  think  that  after  the  granules  have 
been  ruptured  every  lid  so  operated 
upon  should  be  subjected  to  a  thor- 
ough "squeezing"  and  this  I  do  with 
the  forceps  presented  by  me  before 
you  some  years  ago.  I  use  the  instru- 
ment not  so  much  because  it  repre- 
sents an  idea  of  mine,  but  because  it 
expels  the  contents  of  the  granules 
and  does  not  engage  the  conjunctiva. 

43  Cambridge  Place. 
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By  SIDNEY  D.  WILGRIS,  M.D. 


THIS  brief  paper  is  presented 
solely  for  the  purpose  of  bring- 
ing out  a  full  discussion  of  the 
matter  at  hand,  and  in  hopes  that 
some  step  will  be  initiated  looking  to 
the  less  dangerous  status  of  those 
who  commit  the  insane.  As  we  all 
know,  the  insane  are  committed  to 
institutions  for  one  or  more  of  three 
reasons :  First,  as  a  protection  for 
themselves  against  themselves ;  Sec- 
ond, as  a  protection  for  others  from 
the  patients ;  and,  Third,  the  last  but 
not  the  least  in  importance,  for  the 
treatment  and  cure  of  the  mental  dis- 
ease. 

Those  who  have  to  do  with  the 
commitment  of  the  insane  know  that 
the  legal  rights  of  the  alleged  insane 
are  well  looked  after  prior  to  commit- 
ment as  well  as  thereafter.  By  the 
medical  examiners  in  lunacy,  the  dif- 
ferentiation of  the  sane  from  the  in- 
sane is  largely  a  matter  of  judgment 
based  on  knowledge  and  experience 
— therein  lies  our  danger  because 
those  whom  we  may  judge  in  our 
minds  to  be  insane  may  not  be  so 
considered  by  interested  relatives 
w  ho  may  be  able  and  willing  to  enlist 
the  aid  of  counsel.  If  the  matter 
comes  to  trial  it  will  be  found  that  the 
legal  profession  also  is  not  inclined 
to  accept  without  question  the  judg- 
ment of  the  medical  profession  in 
these  cases.  As  the  ultimate  decision 
in  these  matters  rests  with  the  legal 
profession — the  judges,  and  with  lay- 
men, the  juries — it  is  plain  to  be  seen 
that  the  examiners  in  their  expert  ca- 
pacity are  at  a  great  disadvantage. 

To  digress  a  little,  but  to  illustrate 
in  one  way  what  the  advance  in  medi- 
cal knowledge  has  accomplished  with- 
in  the  last  eight)'  years,   I    will  say 

thai  in  [830  I  have  reason  to  believe 

thai  the  proportion  of  the  known  in- 
■  Reed  before  tin-  Brooklyn  Society  for  Ncu- 

rology,  January  30,  1908. 


sane  in  our  population  was  about  I 
to  900;  in  1855  the  proportion  had 
increased  to  I  to  700;  in  1890  it  had 
increased  to  1  to  320,  and  at  the  pres- 
ent time  the  ratio  of  insanity  in  this 
State  is  1  to  290.  It  is  not  the  pur- 
pose of  this  paper  to  go  into  all  the 
causes  bearing  on  this  astonishing  in- 
crease in  the  number  of  the  known 
insane,  but  let  it  simply  be  admitted 
that  it  is  due  partially  to  the  advance 
in  medical  knowledge  of  what  con- 
stitutes insanity.  For  instance,  in 
former  days  many  of  those  who  would 
be  considered  insane  to-day  were 
thought,  even  by  physicians  of  repute 
to  be  criminals,  cranks,  or  fools,  or 
simply  devilish.  To-day  this  view  is 
still  taken  by  laymen,  even  educated 
men,  and  by  many  of  the  legal  pro- 
fession ;  but  physicians  as  a  whole 
are  inclined  more  and  more  to  the 
view  of  the  irresponsibility  of  the 
mentally  warped,  deteriorated,  or  un- 
fit, and  in  this  view,  to  their  own 
danger,  they  are  far  ahead  of  the  legal 
fraternity  and  of  people  at  large. 
Legal  men  are  inclined  to  recognize 
the  responsibility  of  "cranks"  and  of 
people  of  "unsound  mind"  as  apart 
from  those  more  obviously  insane, 
and  on  the  face  of  things,  irrespon- 
sible. They  are  also  inclined  to  look 
on  commitment  to  hospitals  for  the 
insane  from  a  legal  and  not  a  medical 
point  of  view.  To  them,  commitments 
are  incarcerations  in  a  legal  sense 
and  not  for  the  benefit  of  scientific 
medical  treatment.  But  physicians 
are  more  inclined  to  view  charitably 
the  acts  of  others  and  give  due  con- 
sideration to  the  mental  state  of  male- 
factors and  others,  who,  while  not 
guilty  of  crime,  are  acting  strangely 
and  are  apt  to  overstep  the  bounds. 
The  law  ignores  such  people  until 
guilty  of  serious  acts  and  they  are  too 
often  regarded  as  sane  men — as  harm- 
less cranks  so-called.  But  with  our  pro- 
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fession,  the  tendency  is  to  diagnose 
such  people  as  unfit  to  be  at  large  for 
any  and  all  of  the  reasons  given,  viz : 
for  the  protection  of  themselves ;  for 
the  protection  of  the  public,  and  lastly, 
for  the  reason  that  they  can  be  treated 
properly  as  sick  only  in  institutions 
for  the  insane.  Here  is  where  the 
issue  fails,  viz :  at  this  difference  of 
opinion ;  and  here,  likewise,  is  where 
the  danger  comes  for  those  who 
would  act  medically  in  the  interests 
of  the  patient,  for,  as  pointed  out  be- 
fore, the  ultimate  decision  in  these 
cases  rests  largely  with  legal  men 
who  are  jealous  of  their  opinions  and 
their  prerogatives,  and  with  laymen 
who  recognize  insanity  only  in  the 
maniacal.  If  the  commitment  be 
against  the  will  of  the  patient  and  the 
matter  falls  into  the  hands  of  the  law, 
the  physicians  are  in  danger,  not 
simply  of  having  their  diagnosis  cast 
aside  and  their  papers  invalidated, 
but  of  having'  their  professional  rep- 
utations and  their  pocketbooks  at- 
tacked— their  two  most  vulnerable 
points.  And  this  is  all  because  we 
are  ahead  of  the  times.  And  so  this 
question  comes  home  to  every  one 
who  commits  the  insane :  "In  what 
cases,  where  I  am  satisfied  myself 
that  insanity  exists,  shall  I  refuse  to 
sign  papers?" 

Discussing  this,  one  esteemed  pro- 
fessional brother  said  that  a  conserva- 
tive stand  would  be  to  commit  only 
those  we  were  sure  would  be  commit- 
ted by  a  sheriff's  jury.  That,  in  my 
opinion,  would  not  answer,  because 
who  can  say  what  a  sheriff's  jury 
would  do  in  any  given  case?  Again, 
where  a  man  is  positive  that  a  para- 
noiac is  dangerous  to  some  person  or 
persons,  should  he  or  should  he  not,  do 
what  to  him  seems  the  correct  thing? 
Moreover,  if  a  physician  sees  a  mild 
case  which  seems  to  have  a  favorable 
prognosis  if  treated,  but  an  unfavor- 
able prognosis  if  not  treated,  should 
he  or  should  he  not  be  in  duty  bound 
to  act  for  the  interest  of  the  patient 
without  regard  of  what  a  sheriff's 
jury  might  think?  T  think  myself 
that  every  physician  should  be  allowed 
to  follow  the  dictates  of  his  conscience 


in  these  matters,  and  that  we  should 
continue  to  commit  as  insane  all  that 
we  conscientiously  can  for  the  follow- 
ing excellent  reasons :  First,  the  pa- 
tient is  placed  in  surroundings  guar- 
anteeing his  best  care  and  treatment 
as  a  sick  man ;  second,  the  patient  is 
protected  against  himself ;  third,  the 
public  is  protected  against  the  insane 
acts  of  the  patient,  and  lastly,  and  also 
of  great  importance,  particularly  in 
chronic  cases,  posterity  is  protected 
against  an  undue  increase  in  the  in- 
sane tendencies  of  the  general  popu- 
lation. 

Of  course,  if  this  view  is  taken, 
there  comes  up  the  question :  "But 
what  of  the  danger  of  legal  entangle- 
ments?" That  is  not  a  matter  to  be 
ignored,  and  I  want  to  suggest  a  rem- 
edy which  I  am  sure  will  be  adopted 
sooner  or  later.  When  this  will  be 
brought  about  will  depend  largely 
upon  the  actions  and  demands  of  the 
medical  profession.  Again  the  old 
maxim,  "The  Lord  helps  those  who 
help  themselves"  will  have  some  force. 
As  to  the  remedy  to  be  suggested  it 
seems  that  in  the  case  of  Ayers  versus 
Russell,  50  Hun,  282,  tried  in  1888, 
the  argument  was  made  by  the  de- 
fendant's counsel  that  the  acts  of  the 
examining  physicians  were  judicial  in 
character,  and  in  view  of  this  fact  it 
was  contended  that  their  acts  should 
not  subject  them  to  civil  suit  in  the 
absence  of  malice.  Unfortunately 
this  contention  was  overruled  by  a 
majority  of  the  court  at  that  time,  but 
the  minority  upheld  it  in  a  strong 
opinion.  And  why,  let  me  ask,  is  it 
not  a  reasonable  contention?  Ordi- 
nary witnesses,  as  I  understand  it,  are 
not  open  to  suits  for  their  expressed 
oral  opinions,  and  why  should  wit- 
nesses be  open  to  suits  if  their  opin- 
ions are  written  instead  of  oral?  The 
examiners,  it  should  be  borne  in  mind, 
do  not  commit  the  insane.  They  simp- 
ly examine  and  diagnose  and  recom- 
mend, and  yet,  under  the  law  as  it 
stands,  they  are  open  to  suits  for  dam- 
ages for  expressing,  or  rather  writ- 
ing opinions,  while  the  officer  of  the 
court  who  actually  commits  and  who 
is  given  every  opportunity  to  satisfy 
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himself  as  to  the  patient's  condition, 
is  not  liable  to  suit  even  if  lax  in  the 
performance  of  his  duties  in  this  re- 
spect. This  seems  unfair,  and  in  view 
of  a  recent  trial  brought  against  the 
examining  physicians  by  a  person 
who  had  been  legally  committed  as 
insane  and  found  to  be  insane  in  the 


hospital  in  which  the  patient  was 
treated  for  several  months,  in  which 
trial  a  verdict  of  $25,000  was  ren- 
dered against  the  examiners,  we  see 
the  seriousness  of  the  matter  and  the 
need  of  urgent  and  united  action  to 
bring  about  this  new  and  proper 
standing  of  the  medical  examiners. 


A  NEW  TECHNIC  IN  PERINEORRHAPHY. 

By  CHARLES  JEWETT,  M.D. 


WHEN  Dr.  G.  R.  Holden  pub- 
lished his  perineal  operation  in 
1905  1  adopted  it  for  extensive 
injuries  of  the  pelvic  floor  falling  short 
of  the  rectum  and  soon  came  to  pre- 
fer it  for  practically  all  incomplete 
lacerations.  While  the  results  were 
permanent  and  in  the  main  satisfac- 
tory, the  so-called  perineal  body  often 
lacked  horizontal  depth.  A  technic 
which  has  served  me  better  and  which 
I  have  employed  in  all  my  recent 
work  is  the  following: 

With  the  patient  in  Edebohls  pos- 
ture a  sterile  towel  once  folded  is 
stretched  horizontally  across  the  peri- 
neum covering  the  anal  orifice.  A 
single  stitch  secures  the  folded  upper 
edge  to  the  perineal  skin  just  below 
the  field  of  operation  and  the  ends  are 
pinned  to  the  dressings  at  either  side. 
A  double  tenaculum  is  caught  at  each 
posterior  caruncle,  or  a  little  above  it. 
A  third  is  fixed  centrally  in  the  skin 
edge  at  the  lower  limit  of  the  field  of 
operation  and  a  fourth  is  engaged  in 
the  posterior  vaginal  wall  in  the  me- 
dian line  at  the  tipper  limit  of  the 
proposed  resection,  the  longitudinal 
extent  of  the  resection  depending 
upon  that  of  the  rectocele.  Traction 
upon  the  tenacula  by  assistants  keeps 
the  field  displayed.  Guy  lines  of  iron- 
dyed  silk,  if  preferred,  make  good  sub- 
stitutes for  tenacula. 
The  tissues  immediately  above  the 

junction  of  skin  and  sear  tissue  at  the 
lower  bolder  of  the  field  are  eanght 
Up  in  the-  median  line  with  a  rat-tooth 
forceps   making   a   longitudinal  fold. 

The  fold  i-  cut  across  with  blunt 


pointed  scissors  at  the  lower  limit  of 
the  scar-tissue.  The  scissors  are  then 
pushed  up  between  the  vaginal  and 
rectal  wall  to  the  level  of  the  upper 
central  tenaculum.  On  spreading  the 
scissors  blades  the  vaginal  is  detached 
more  or  less  completely  from  the  rec- 
tal wall.  The  vaginal  incision  is  now 
extended  laterally  on  each  side  to  the 
posterior  caruncle  following  a  curved 
line  just  above  the  margin  of  the  per- 
ineal skin.  A  few  clips  of  the  scissors 
complete  the  separation  of  the  vaginal 
wall  from  the  rectocele.  The  loosened 
flap  is  cut  away  by  an  incision  on 
either  side,  running  from  the  pos- 
terior caruncle  to  the  upper  angle  of 
the  field  of  operation.  This  leaves  a 
triangular  raw  surface  with  a  cres- 
centic  base  as  shown  in  the  accom- 
panying drawing.  It  should  be  noted 
that  not  a  mere  denudation  but  a  re- 
section of  the  entire  vaginal  plate,  in- 
cluding mucosa,  muscular  coat  and 
fascia,  is  effected. 

The  anterior  border  of  the  levator 
ani  muscle  on  either  side  is  now 
grasped  with  a  suitable  traction  for- 
ceps just  below  the  cut  edge  of  the 
vaginal  wall,  using  care  not  to  crush 
the  tissues.  W  ith  a  finger  in  the  va- 
gina just  below  the  lower  margin  of 
the  pubic  ramus  a  tense  band  may  be 
felt  running  upward  to  the  posterior 
face  of  the  pubic  bone  as  the  traction 
forceps  is  drawn  down,  if  the  muscle 

has  been  eanght  successfully.  The 

upper  angle  of  the  vaginal  wound  i< 
closed  with  two  or  three  sutures 
which  are  tied  as  placed.  The  next 
suture  engages  the  vaginal  margin  on 
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the  right  immediately  below  the 
suture  last  placed,  with  care  to  pick  up 
the  fascia ;  it  is  then  carried  across  the 
wound  and  passed  deeply  through  the 
anterior  border  of  the  left  levator 
from  without  inward,  through  the 
corresponding  muscle  on  the  right 
from  within  outward,  then  up  through 
the  edge  of  the  vaginal  wall  on  the 
left  at  a  point  corresponding  to  that 
of  entrance.    The  rectocele  is  rolled 


other  suture  is  introduced  midway  be- 
tween the  last  figure-of-eight  and  the 
hymeneal  plane,  engaging  the  vaginal 
edges  and  the  levator  muscles.  The 
latter  may  be  carried  from  side  to  side 
or  be  crossed  like  the  two  preceding. 
Care  must  be  taken  that  the  fascia  as 
well  as  the  overlying  structures  of  the 
vaginal  plate  be  engaged  by  all  the 
foregoing  sutures.  The  borders  of 
the  levators  are  made  prominent  by 


well  back  and  held  so  while  this  and 
the  remaining  vaginal  sutures  are 
introduced. 

This  makes  a  crossed  suture,  one 
loop  of  which,  when  the  suture  is 
tied,  brings  together  the  edges  of  the 
vaginal  wound ;  the  other  loop  coapts 
the  anterior  or  lower  borders  of  the 
levator  muscles,  together  with  their 
fascial  coverings. 

A  similar  suture  is  passed  three - 
fourths  of  an  inch  or  little  less  below 
the  'first  figure-of-eight  suture.  So 
far  the  suturing  is  substantially  the 
same  as  in  the  Holden  operation.  An- 


drawing  them  out  with  a  traction  for- 
ceps as  the  three  deep  vaginal  sutures 
are  passed. 

With  an  ordinary  moderately  curved 
perineum  needle  the  next  suture  is 
entered  at  the  posterior  caruncle  on 
the  left  side  and  makes  a  fairly  wide 
lateral  sweep  in  the  plane  of  the 
hymen  emerging  at  the  bottom  of  the 
wound,  then  is  carried  from  within 
out  through  the  opposite  side  emer- 
ging at  the  right  posterior  caruncle. 
The  external  wound  is  closed  by  two 
sutures  passed  through  the  perineal 
skin,  close  to  the  wound  edges  and 
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with  a  full  lateral  sweep  in  the  deeper 
structures ;  or  two  to  three  buried  cat- 
gut  sutures  may  be  used  including-  all 
but  the  skin,  the  latter  being  closed 
with  a  subcuticular  suture. 

All  sutures  are  of  twenty-day 
chromic  gut.  The  deep  sutures  are 
tied  from  above  downward  after  all 
are  placed. 

If  the  work  has  been  properly  done 
the  anterior  and  posterior  vaginal  walls 
are  brought  into  contact,  the  vulvar 


orifice  has  resumed  the  normal  ap- 
pearance, the  perineal  body  is  deep 
and  strong-  and,  unless  torn  again,  no 
subsequent  relaxation  is  observed. 

The  hymeneal-plane  suture  and  the 
one  next  above  it  serve  an  essential 
purpose  in  taking  up  torn  or  relaxed 
fascial  structures  at  this  level  and  the 
technic  as  a  whole  more  effectually 
restores  the  muscular  and  fascial  sup- 
port than  any  other  I  have  practiced. 


SOME  OBSERVATIONS  ON  TYPHOID  FEVER. 

By  ROGER  DURHAM,  A.B.,  M.D. 


TYPHOID  fever  has  prevailed 
without  doubt  from  very  early 
times,  and  while  attempts  have 
been  made  to  identify  in  certain 
writings  of  authors  as  early  as  Hip- 
pocrates accounts  of  it,  it  was  not 
until  the  seventeenth  century  that  this 
disease  was  truly  understood  and  de- 
scribed as  a  result  of  autopsies.  In 
fact  an  American — James  Jackson, 
Jr..  of  Boston,  1830 — first  published 
reports  proving  the  intestinal  lesion, 
and  this  led  others  to  differentiate 
typhoid  from  typhus  fever,  and  to  be 
so  accepted  first  in  the  United  States. 

Before  the  etiology  was  clearly  de- 
termined— the  thirty  years  before 
1880 — two  ideas  prevailed  as  to 
cause:  1st.  "that  typhoid  was  a  speci- 
fic disease,  having  a  specific  poison, 
which  is  not  only  produced  by  itself 
alone,  but  alone  reproduces  itself." 
2d.  "that  it  was  a  disease  produced 
by  filth,  or  even  by  deranged  digestion 
due  to  depressed  emotions."  When  in 
[880  the  true  bacillus  was  discovered 
by  Eberth,  the  etiology  was  first 
clearly  proved; 

In  presenting  the  following  statis- 
tics culled   from  several  sources,  \ 

shall  also  compare  with  them  thirty- 
two  cases  of  typhoid  fever  which 
were  cared  for  during  my  service  as 

house  physician  at  the  Seney  Hospi- 
tal and  two  cases  seen  since. 

Re.Kl  h,  f..r<-  tin-  Kx-Intrrnr  S.ui.  tv  ..f  the 
ItetDOdta  BpiM  "I'-'il  Hospital. 


Typhoid  is  most  frequent  from  fif- 
teen to  thirty  years  of  age — the  aver- 
age at  the  Massachusetts  General 
Hospital  being  twenty-two  years.  It 
may  occur  in  infancy  or  in  the  foetus 
in  utero,  and  at  times  is  observed  in 
the  aged.  Of  the  thirty- four  cases,  one 
was  in  a  woman  of  seventy-six  years, 
one  of  seventy,  and  three  in  children 
under  ten  years.  Both  sexes  are 
equally  affected,  and  the  disease  pre- 
vails in  the  greatest  variety  of  condi- 
tions of  all  the  infectious  diseases  as 
regards  locality.  September,  October 
and  November  show  the  largest  num- 
ber of  cases. 

The  source  of  the  infection,  except 
in  epidemics,  can  seldom  be  deter- 
mined. Of  the  thirty-four  cases,  in 
one  there  was  a  history  of  a  similar 
infection  in  a  son  four  weeks  pre- 
viously; in  one,  six  members  of  the 
same  family  had  experienced  the  dis- 
ease during  a  period  of  two  years  and 
while  living  in  two  different  houses ; 
again,  three  cases  came  from  one 
house  of  most  unsanitary  type  and 
surroundings;  in  one  infection  had 
apparently  followed  bathing  in  sew- 
age— contaminated  water;  and  finally 
a  sister  in  one  case,  and  a  companion 
in  another  had  previously  been  in- 
fected. 

The  period  of  incubation  is  given 
as  being  between  ten  days  and  three 
weeks.  (  )f  the  scries  observed  eight 
gave  a  fairly  definite  history  of  about 
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a  week;  twenty-one  of  two  weeks; 
and  three  of  three  weeks.  The  period 
of  invasion  sets  in  with  a  feeling  of 
malaise  accompanied  by  a  chill  at 
times,  then  follow  headache,  dullness 
and  listlessness,  general  soreness,  and 
possible  epistaxis,  diarrhoea  often,  in- 
creasing tympanitis.  The  tongue  is 
coated  thinly  white  with  clean  edge-. 
The  temperature  rises  by  steps  during 
the  first  week,  being  higher  each  suc- 
ceeding night  than  the  preceding,  and 
falling  to  a  less  degree  each  morning. 
It  reaches  102  degrees  to  104  degrees 
by  the  end  of  the  week.  At  this  time 
the  stools  acquire  the  characteristic 
appearance — pea-soup,  and  yellowish 
in  color. 

Of  the  thirty- four  cases  during  the 
period  of  incubation,  headache,  anor- 
exia and  fever  were  prominent  in 
thirty,  malaise  and  chilly  sensations  in 
twenty-four,  constipation  in  nineteen 
and  diarrhoea  in  seven  (two  of  the 
latter  became  constipated),  epistaxis 
in  eleven,  weakness  in  thirteen,  sore- 
ness in  nine,  rigidity  of  the  neck  in 
two,  mental  hebetude  in  three,  coryza 
in  four,  vomiting  in  nine  (one  as  the 
result  of  overmedication),  tympanitis 
in  one,  gastric  irritability  in  one.  and 
acute  otitis  media  in  one.  In  a  typi- 
cal case  are  observed  during  the 
second  week  a  temperature  of  fairly 
steady  course,  rising  from  morning 
to  evening  one  degree  to  two  and  one- 
half  degrees ;  more  marked  dullness 
of  facies,  flushing  of  face,  coating  of 
tongue  ;  increasing  tympanitis  and  ab- 
dominal tenderness ;  fecal  discharges 
often  thinner  and  possibly  hemor- 
rhages toward  the  end  of  the  week ; 
the  skin  drier  and  congested — tache 
cerebrale ;  pulse  more  rapid  and  di- 
crotic ;  rose  spots  on  the  abdomen  and 
lower  chest ;  enlarging  spleen  and 
liver ;  possibly  congestion  of  lung 
bases;  urine  less  abundant  and  show- 
ing albumin  and  possibly  casts  ;  and 
in  severer  cases  the  typical  typhoid 
state,  and  coma  vigil.  These  symp- 
toms persist  into  the  third  week  with 
modifications.  The  morning  remis- 
sion of  temperature  is  increased, 
though  respirations  may  be  more  rapid 
(and  pulse  more  rapid),  weaker  and 


of  lower  tension ;  tongue  is  dry  and 
sordes  of  teeth  are  seen.  The  patient 
appears  sicker,  having  muscular  tre- 
mor, marked  apathy,  feeble  heart 
sounds,  greater  emaciation.  The  rose 
spots  begin  to  fade.  During  the 
fourth  week  the  morning  temperature 
touches  normal ;  pulse  and  respira- 
tions diminish ;  the  lungs  and  tongue 
clear,  bowels  move  less  often,  and  the 
signs  of  nervous  exhaustion  disap- 
pear, and  by  the  end  of  the  week  con- 
valescence is  established. 

During  this  period  various  patho- 
logical lesions  common  to  any  wasting 
febrile  disease  occur,  as  parenchyma- 
tous degeneration  of  the  vital  organs, 
fatty  degeneration  of  the  heart 
muscle,  hypostatic  congestion  of  the 
lungs,  enlargement  of  the  spleen, 
thromboses  and  abscesses,  all  of  which 
should  not  be  lost  sight  of  by  one 
caring  for  the  patient.  The  changes 
in  the  intestinal  and  mesenteric  glands 
and  Pever's  patches  are  characteristic 
with  stages  of:  1st,  hyperplasia;  2d, 
necrosis  and  sloughing  ;  3d,  ulceration 
causing  perforation  and  hemorrhage, 
and  4th,  healing,  which  stages  corre- 
spond roughly  to  the  four  weeks  re- 
spectively, although  all  stages  are 
seen  in  some  of  the  glands  at  au- 
topsy. These  lesions  are  caused  by 
the  diffusible  toxins  of  the  •  typhoid 
bacillus,  and  may  extend  as  chole- 
cystitis, perisplenitis  and  abscess  of 
the  liver. 

The  above  course  is  seldom  seen  in 
toto  as  there  is  marked  variation  in 
number  and  degree  of  the  symptoms. 
Complications  modify  the  appearance 
of  the  disease,  and  relapses  and  se- 
quellae  prolong  or  change  the  after- 
course.  The  severity  of  the  infec- 
tion, the  body  resistance,  and  the 
methods  of  treatment  are  important 
factors.  In  the  series  the  following 
symptoms  were  noted  prominently : 
Typhoid  state  marked  in  eleven,  mod- 
erate in  twenty  and  absent  in  three. 
On  admission,  tongue  was  coated  in 
thirty-one ;  pulse  was  dicrotic  in  four- 
teen and  ranged  from  80  to  100 
in  fourteen,  and  from  100  to  150  in 
twenty.  The  temperature  ranged  be- 
low 103  degrees  in  twelve,  below  105 
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degrees  in  nineteen,  and  from  103 
to  1  of)  degrees  in  four.  A  hemic 
murmur  was  observed  in  six  ;  four  pa- 
tients presented  degrees  of  congestion 
of  the  lungs,  four  had  bronchitis,  and 
two  had  pneumonia.  The  abdomen 
was  rounded  in  twenty-two  and  much 
distended  in  twelve,  and  markedly 
tympanitic.  Rose  spots  appeared 
during  the  first  week  in  seven,  second 
week  in  seventeen,  and  not  until  the 
third  week  in  one.  Only  in  five 
was  there  a  palpable  liver,  and 
in  tnirteen  a  palpable  spleen.  In 
thirty-two  albumin  was  found  in  the 
urine,  and  in  fifteen  hyaline,  granu- 
lar or  other  casts.  The  diazo  reac- 
tion was  positive  in  twenty-two  cases, 
and  in  60  per  cent,  of  the  cases  before 
the  twentieth  day,  and  in  one  not  until 
the  fortieth.  The  disease  lasted  four- 
teen days  in  two  cases  (one  death  on 
the  fourteenth  day)  twenty  days  in 
eight  cases  (one  death  on  the  eight- 
eenth day)  thirty  days  in  thirteen 
cases,  and  forty  days  or  over  in 
eleven.  True  relapses  occurred  in  six 
cases.  Leucocytes  were  below  7,000 
in  twenty-nine,  and  above  10,000  in 
four  with  complications.  The  Widal 
reaction  was  positive  in  twenty-four 
and  negative  in  nine,  and  was  first  ob- 
served five  times  during  the  first 
week,  ten  during  the  second,  six  dur- 
ing the  third,  twice  during  the  fourth, 
and  once  on  the  thirty-seventh  day. 

'Idle  treatment  was  as  follows :  The 
usual  orders  of  q.  4  h.  temperature, 
etc.,  iced  alcohol  sponges  for  1023/2 
degrees,  and  milk  diet,  were  given  at 
the  outset  with  some  intestinal  anti- 
septic. In  twenty  gnaiacol  carbonate, 
in  eigiit  acctozone.  in  four  creosote,  in 
three  quinine  and  salol,  in  eleven  tur- 
pentine emulsion  and  in  ten  saline  ca- 
thartics. In  all  cases  alcohol  sponges 
gave  good  results,  except  in  two  in 
which  tnl)  baths  were  used  to  reduce 
temperature  and  allay  nervous  symp- 
toms. In  one  of  these  was  a  compli- 
cating double  lobar  pneumonia  and  in 
one  extreme  nervous  symptoms.  The 
COal-tar    antipyretics    were  purposely 

avoided.    Two-thirds  of  the  patients 

were  constipated  as  contrasted  with 
the  descriptive  type  and   were  given 


enemata,  and  for  tympanitis  the  rectal 
tube,  turpentine  stupes,  saline  irri- 
gations, ice  coil,  and  in  a  few  cases 
calomel  or  milk  of  asafcetida.  The 
use  of  turpentine  proved  most  grati- 
fying. 

Intestinal  hemorrhage  of  decided 
character  occurred  in  five  patients 
from  the  eleventh  to  the  twenty-fourth 
day,  or  in  14  per  cent.,  and  a  few 
clots  were  seen  in  two  others.  Two 
patients  lost  an  estimated  sixty  ounces 
of  blood  at  a  single  time.  Treatment 
consisted  in  the  prohibition  of  nour- 
ishment by  mouth,  except  water  in 
small  amounts,  egg  albumen,  and  two 
per  cent,  gelatin  solution,  dram  1-4 
morphia  by  mouth  or  in  suppository, 
calcium  chloride  10-20  grains  every 
four  hours,  10  per  cent,  gelatin  solu- 
tion one  pint  by  rectum,  lead  acetate, 
ergotole,  ice  coil,  hypodermoclysis  to 
replace  body  fluid  and  allay  thirst. 
Afterward  the  bowels  were  moved  by 
mild  enemata  consisting  of  olive  oil 
and  saline,  or  magnesium  sulphate. 
Perforation  occurred  in  one  case,  was 
not  operated  upon  and  death  resulted. 

For  flagging  pulse  we  used  whis- 
key, strychnia,  ammonia,  glonoin, 
digitalis,  atropine  strophanthus,  oxy- 
gen and  infusions.  For  dirty  coated 
tongue  persisting  into  convalescence 
a  dilute  mineral  acid  and  small  doses 
of  calomel  proved  efficient.  Bladder 
irritability  and  inflammation  were 
overcome  by  using  the  preparations  of 
formaldehyde.  In  a  few  cases,  in  ad- 
dition to  hydrotherapy,  sedatives  were 
required  to  overcome  restlessness  and 
delirium.  The  lung  complications 
were  treated  in  the  usual  manner,  and 
were  not  considered  as  contraindica- 
tions to  the  bath. 

The  dietary  treatment  was  as  fol- 
lows: Milk  exclusively  was  used 
during  the  febrile  period  in  twenty 
patients — plain,  peptonized,  or  malted. 
In  four  constipated  patients  who  had 
little  tympanitis  meat  broth  was  al- 
lowed; two  had  cocoa,  two  konmyss, 
and  one  a  fluid  diet.  A  more  liberal 
diet  is  recommended  by  Shattnek  of 

Boston  and  Peabody  of  New  York 
containing  more  solids,  and  many  al- 
low  such    foods   as  albumen  water, 
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broths,  gruels  of  barley  and  rice,  raw 
or  jellied  eggs,  beef  juice,  chocolate 
and  cocoa,  fruit — soups,  wine  whey, 
milk  punch  and  koumyss.  After  a 
week  of  normal  evening  temperature 
the  diet  was  increased — soft  eggs, 
oyster  soup,  porridges,  meat  juice, 
scraped  beef,  soft  toast,  custard,  and 
junket  in  moderation.  Cracked  ice 
and  water  plain,  mildly  aerated  or 
acidulated  were  allowed  freely  at  all 
stages  of  the  disease.  After  convales- 
cence had  set  in  tonics  of  phosphates, 
quinine,  iron  albuminate,  and  strych- 
nia were  found  useful. 

The  following  complicating  condi- 
tions and  sequellse  were  noted :  true 
relapses  in  six,  recrudescences  in  four, 
perforation  in  two,  hemorrhages  in 
five,  epistaxis,  bronchitis,  pneumonia, 
femoral  thrombosis  (three  cases), 
acute  otitis  media,  periostitis  (sacral) 
decubitus,  typhoid  spine,  nephritis, 
severe  and  protracted  headache,  vom- 
iting, alveolar  abscess,  retention  of 
urine,  malaria,  mastoiditis,  impetigo 
contagiosa,  scabies,  and  menstruation. 
During  this  last  baths  were  given 
tepid. 

Two  occurrences  of  especial  interest 
were  as  follows:  (a)  Young  woman 
in  third  week  of  fever-temperature 
suddenly  fell  from  103  to  97  degrees 
with  no  change  in  pulse  or  respira- 
tions. No  hemorrhage  was  seen  at 
any  time,  but  diarrhoea,  five  to  nine 
stools  followed,  accompanied  by 
sweating,  chilliness,  and  cold  skin. 
Atropia  and  strychnia  were  used,  and 
in  twelve  hours  this  patient  had  re- 
sumed her  previous  condition,  going 
on  to  convalescence.  (b)  Young 
man  with  very  severe  infection  com- 
plained of  sudden  sharp  pain  in  mid- 


abdomen,  with  desire  to  urinate  fre- 
quently. His  abdomen  was  tender, 
some  increased  tension ;  the  liver  dull- 
ness was  obliterated  except  for  slight 
dullness  in  axillary  line.  There  was 
no  change  in  temperature,  and  pulse 
was  more  rapid  and  weak,  respira- 
tions slightly  increased.  Diagnosis  of 
perforation  and  spreading  peritonitis 
was  made  and  death  soon  followed. 
No  autopsy  was  obtained. 

From  a  study  of  these  cases  the 
following  points  made  especial  im- 
pression. Typhoid  fever  seldom  fol- 
lows in  its  course  the  type  as  given 
and  presents  very  numerous  modifica- 
tions, irregularities  and  complicating 
conditions.  These  are  modified  or 
ameliorated  mainly  by  nursing,  diet 
and  hygiene  and  the  treatment  of  com- 
plicating conditions.  As  yet  no  spe- 
cific drug  treatment  has  been  found, 
and  the  so-called  intestinal  antiseptics 
are  very  problematical  in  their  bene- 
fits, and  at  best  those  agents  which  re- 
lieve tympanitis  and  reduce  intestinal 
fermentation  to  the  minimum  give 
best  results.  The  use  of  anti-typhoid 
inoculation,  as  done  by  Prof.  A.  E. 
Wright,  and  used  extensively  in  the 
British  Army  in  South  Africa,  seem- 
ingly have  reduced  the  incidence  of 
this  disease  one-half  and  the  death 
rate  five-sixths.  That  diet  which  best 
maintains  the  body-weight  and  yet 
leaves  the  least  residue  is  the  one  of 
choice  theoretically  at  least,  and  in 
most  cases  the  milk  and  water  diet 
best  fills  these  requirements.  And 
finally,  proper  and  patient  nursing 
occupies,  without  doubt,  the  chief 
position  in  importance  in  the  treat- 
ment of  typhoid  fever. 
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SURGICAL   TECHNIC  WITH- 
OUT THE  USE  OF  ANTI- 
SEPTICS. 

MANY  surgeons  advocate  the 
extensive  use  of  antiseptics  in 
the  preparation  of  their  pa- 
tients and  their  hands  for  operation. 
Some  favor  one  solution  and  others 
prefer  a  different  solution,  but  both 
insist  on  a  thorough  scrubbing  of 
the  hands  with  surgical  soap  and  hot 
water  before  the  use  of  antiseptics 
and  the  wearing  of  gloves  after- 
wards. Dr.  W  illiam  H.  Dukeman, 
of  Los  Angeles,  would  have  us 
throw  away  all  antiseptics  and  de- 
pend entirely  upon  soap  and  hot 
water.  (Medical  Record,  August  I, 
1908).  He  gives  the  results  of  forty- 
one  consecutive  cases  of  abdominal 
operations  done  by  himself  with 
only  one  death,  in  which  the  tech- 
nic based  on  cleanliness  was  fol- 
lowed. There  is  nothing  new  in  his 
article,  but  it  emphasizes  the  im- 
portance of  cleanliness  in  the  prepa- 
ration of  a  patient  for  operation. 
Professor  ECocher,  of  Berne,  Switz- 
erland, has  long  insisted  that  asep- 
tic surgical  technic  included  not 
only  scrubbing  the  hands  and  arms 
with  soap  and  hot  water  but  includ- 
ed keeping  the  hands  clean  by  avoid- 
ing the  handling  of  any  septic  or 
pathological  tissue  or  secretion  with- 


out using  gloves.  The  clean  cases 
in  his  hospital  occupy  one  building 
and  the  septic  cases  another.  The 
two  classes  of  cases  are  kept  dis- 
tinct throughout,  being  operated  in 
separate  rooms  and  cared  for  by  dif- 
ferent sets  of  nurses  and  assistants. 
In  this  way  the  instruments,  dress- 
ing materials  and  dressers  employed 
in  the  septic  cases  never  come  in 
contact  with  the  aseptic  cases. 

AVe  cannot  agree  with  Dukeman 
that  antiseptics  are  unnecessary. 
We  do  believe,  however,  that  in  an 
ideal  hospital,  where  the  septic  and 
aseptic  cases  could  be  kept  entirely 
apart,  that  all  aseptic  operations 
could  be  performed  without  the  use 
of  antiseptics. 


THE  X-RAY  AS  A  THERAPEU- 
TIC AGENT. 

DURING  the  past  ten  years 
much  thought  has  been  given  to 
the  subject  of  light  and  its  ef- 
fect upon  diseased  tissues.  The  re- 
sults of  the  wrork  have  been  very 
brilliant  but  have  been  overshad- 
owed by  the  dangers  to  the  operator 
incident  to  the  use  of  the  newer  and 
more  powerful  forms  of  light. 
Those  who  have  worked  with  the 
X-rays  have  seen  results  which  are 
almost  incredible;  they  have  also 
seen  failures.  P>ecause  the  X-ray 
failed  to  cure  tuberculosis  of  the 
lungs  it  was  considered  useless  in 
all  forms  of  tuberculosis.  This  is  a 
great  mistake,  for  there  are  many 
forms  of  surgical  tuberculosis  which 
easily  and  quickly  yield  to  the  X- 
rays.  Tubercular  adenitis,  in  the 
early  stages  before  suppuration  lias 
occurred,  can  almost  always  be 
cured ;  tubercular  sinus  disease, 
where    there    is    not    too  extensive 
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bone  involvement,  frequently  disap- 
pears without  surgical  operation 
when  treated  by  the  X-ray ;  tuber- 
cular ulcerations  and  allied  skin  dis- 
eases are  quickly  overcome  if  the 
general  condition  of  the  patient  is 
good.  Doctor  Braislin  reports  a 
case  of  tubercular  middle  ear  disease 
which  quickly  yielded  to  the  X-ray, 
after  all  other  treatment  had  failed. 
Why  do  the  general  practitioners 
and  surgeons  hesitate  to  try  this 
form  of  treatment  in  tubercular  dis- 
eases? It  is  probable  that  they  do 
not  realize  its  usefulness. 

Then  comes  the  question  of  ma- 
lignant disease.  In  the  minds  of 
most  of  us  the  idea  has  become  fixed 
that  the  X-ray  is  only  of  value  in 
the  most  superficial  forms  of  carci- 
noma. In  the  July  number  of  The 
Therapeutic  Gazette,  Dr.  Pfahler, 
of  Philadelphia,  gives  an  account  of 
his  experience  with  the  X-ray  in 
treating  sarcoma.    A  year  ago  he 


reported  twenty-two  cases,  mostly 
inoperable,  and  many  recurrent 
forms;  he  now  reports  fifteen  of 
these  cases  as  recovered,  and  as  a 
result  of  his  experience  he  thinks 
that  25  to  50  per  cent,  of  the  cases 
can  be  saved  by  the  proper  use  of 
the  rays.  He  advises  a  combination 
treatment,  L  e.,  local  excision  of  the 
growth,  post-operative  exposures  to 
the  X-ray,  and  administration  of 
Coley's  toxins.  This  is  sound  ad- 
vice and  should  be  followed.  The 
treatment  by  Coley's  toxins  alone 
shows  recovery  in  1 1  per  cent,  of  the 
cases. 

Dr.  Leonard,  of  Philadelphia, 
states  that  the  X-ray  has  a  wide 
field  of  use  in  the  palliation  of  ma- 
lignant disease,  but  good  results  can- 
not be  expected  unless  it  is  vigor- 
ously and  intelligently  employed  by 
those  possessing  the  clinical  and 
technical  experience  essential  to  its 
effective  use. 
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Automobile  Accidents — Every  day 
the  newspapers  report  shocking 
automobile  accidents.  During  the 
past  month  a  number  of  prominent 
medical  men  have  been  injured.  Dr. 
William  Butler,  of  Brooklyn,  while 
motoring  at  Huntington,  L.  I.,  was 
badly  injured,  sustaining  multiple 
fractures  of  the  femur,  numerous 
lacerated  wounds  of  the  legs,  and 
an  injury  to  the  ankle.  His  present 
condition  is  very  satisfactory. 

Reports  came  from  Europe  about 
two  weeks  ago  which  stated  that  Dr. 
William  B.  Brinsmade,  of  Brooklyn, 
had  met  with  an  accident.  The  ex- 
act extent  of  his  injuries  is  not 
known. 

Precautions  Against  Tuberculosis 

— The  New  York  Stock  Exchange 
recently  had  all  of  its  employees  ex- 
amined for  tuberculosis.  Three  were 


found  to  be  infected  and  were  sent 
to  the  mountains  at  the  expense  of 
the  exchange.  The  fear  that  the  dis- 
ease might  be  transmitted  in  the 
telephone  booths  caused  the  precau- 
tions. 

Assistant  Surgeons  Wanted — Ex- 
aminations will  be  held  at  the  Bu- 
reau of  Public  Health  and  Marine 
Hospital  Service,  Washington,  D.  C, 
on  September  14,  1908,  for  the  grade 
of  assistant  surgeon.  Candidates 
must  be  between  the  ages  of  twen- 
ty-two and  thirty  years  of  age.  As- 
sistant surgeons  receive  $1,600  a 
year. 

The  United  States  Civil  Service 
Commission  announces  an  examina- 
tion on  September  2-3,  1908,  to  fill 
a  vacancy  in  the  position  of  first  as- 
sistant surgeon,  Freedmen's  Hos- 
pital, at  $1,500  per  annum. 
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Newspapers  and  Disease — Some 
newspapers  have  recently  posed  as 
judges  in  affairs  which  should  he 
left  entirely  to  the  medical  societies 
for  adjustment.  They  have  attacked 
all  forms  of  vivisection  without 
cause,  unless  it  be  to  sell  a  few  more 


papers.  Xow  they  are  espousing 
the  cause  of  the  dairymen,  who  do 
not  want  to  use  the  tuberculin  test. 
With  them  it  is  a  question  of  money 
— the  public  health  does  not  appeal 
to  them. 


THE  BROOKLYN  SURGICAL  SOCIETY. 

Stated  Meeting,  February    1 1,  1908. 
The  President,  A.  H.  Bogart,  M.D.,  in  the  Chair. 


CRANIOTOMY  FOR  EPILEPSY. 

Dr.  W.  B.  Brinsmade  presented  a 
patient  who,  he  said,  had  been  struck 
on  the  head  January  10,  1907,  sus- 
taining a  compound  depressed  frac- 
ture of  the  skull,  which  was  operated 
on  at  Seney  Hospital,  where  the  de- 
pressed fragment  was  removed,  and 
he  made  a  prompt  recovery  from  the 
operation.  Afterward  he  developed 
symptoms  of  Jacksonian  epilepsy, 
and  has  been  to  the  different  hospitals 
and  clinics  since.  Against  the  speak- 
er's judgment,  at  the  insistence  of 
Dr.  Tilney,  he  cut  down  on  the  site 
of  the  depression,  and  found  the  peri- 
osteum closely  attached  to  the  dura; 
it  tore  off  with  difficulty,  causing 
bleeding.  When  the  dura  was  ex- 
posed there  was  a  feeling  of  resist- 
ance in  the  brain  near  the  edge  of  the 
original  fracture  as  though  there  was 
a  foreign  body  in  the  brain.  The 
dura  mater  was  opened  and  an  en- 
capsulated collection  was  found  that 
appeared  on  gross  examination  to 
have  been  a  broken-down  abscess 
cavity.  This  was  removed  with  as 
much  gentleness  as  possible,  and  the 
dura  was  sewed  up  and  covered  with 
silver  foil  and  the  external  wound 
closed. 

lie  fore  the  operation  the  man  was 
kept  under  observation  for  a  month 
or  more-  in  the  hospital.  lie  was 
gloomy  and  depressed,  and  had  rather 
a  tendency  to  raise  a  disturbance 
from  time  to  time,  so  much  so  that  he 
had  to  be  kept  in  bed. 

After  the  Operation  he  had  a  tem- 
perature- of  105  degrees  for  the  first 


day  and  had  the  general  disturbance 
these  operated  brain  cases  are  apt  to 
have.  After  48  hours  he  commenced 
to  improve.  His  mental  aspect  has 
changed  since  the  operation.  He  is 
cheerful  and  helpful.  He  is  still  in 
the  hospital  and  getting  along  well. 
He  has  had  no  more  convulsions.  He 
no  longer  appears  foolish  and  is  de- 
cidedly improving  day  by  day. 

The  operation  took  place  eleven 
months  after  the  injury. 

The  condition  found,  certainly  justi- 
fied Dr.  Tilney's  views  on  the  case. 
Although  realizing  that  improvement 
in  these  cases  is  at  best  temporary, 
he  felt  that  the  patient  was  better  off 
with  such  a  distinct  lesion  removed. 

EMPYEMA  GALL  BLADDER. 

Dr.  W.  B.  Brinsmade  reported  the 
case  of  a  young  man  who  entered  the 
hospital  in  the  early  summer  suffer- 
ing from  symptoms  referable  to  the 
gall  bladder.  He  recovered  with 
treatment  and  was  discharged  im- 
proved. After  a  month  he  returned, 
as  he  was  then  having  chills  and  rises 
of  temperature.  I  lis  temperature 
was  102  degrees  when  he  came  to 
the  hospital  a  second  time.  The  ab- 
domen was  opened  and  a  large  gall 
bladder  full  of  pus  found.  At  the 
convex  surface  of  the  gall  bladder  at 
its  middle,  a  mass  of  adhesions  were 
found  about  the  size  of  the  phalanx 
of  the  little  finger,  which  was  evident- 
ly nature's  attempt  at  an  anastomosis. 
The  intestine  was  separated  with  diffi- 
culty from  the  gall  bladder,  the  peri- 
toneal coat  of  intestine  being  adherent 
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to  the  peritoneal  coat  of  the  gall 
bladder.  It  was  necessary  to  take  a 
suture  or  two  in  the  peritoneal  coat 
of  the  intestine.  The  gall  bladder 
was  drained  in  the  usual  way,  and  he 
made  a  prompt  recovery.  He  has 
still  some  pain  on  deep  inspiration. 
The  gall  bladder  might  have  ruptured 
into  the  intestine  or  discharged  its 
contents  into  the  general  cavity  of 
the  peritoneum. 

Discussion. 
Dr.  F.  W.  Wunderlich  said  a 
similar  case  came  under  his  observa- 
tion. The  patient  absolutely  refused 
to  have  an  operation  done,  and  after 
her  death  he  found  there  was  a  firm 
adhesion  between  the  gall  bladder  and 
the  upper  portion  of  the  duodenum. 
The  duodenum  was  perforated,  and 
the  united  wall  of  the  intestine  and 
gall  bladder  had  fallen  down  and 
shut  off  the  intestine  like  a  valve  and 
a  gall  stone  was  lying  on  it.  The  gall 
bladder  was  full  of  stones.  The  case 
was  interesting  because  two  eminent 
physicians,  who  had  seen  the  patient 
in  consultation,  had  declared  that 
there  was  no  disease  of  the  gall  blad- 
der and  discouraged  the  patient  from 
having  anything  done. 

FRACTURE  OF  BODY  OF  FIFTH 
CERVICAL  VERTEBRA. 

Dr.  YV.  B.  Brinsmade  presented  a 
patient  who,  he  said,  fell  off  a  hay 
loft  and  struck  on  the  back  of  his 
neck.  He  was  kept  in  bed  for  a  few 
weeks  with  extension,  without  the 
speaker  being  able  to  make  a  definite 
diagnosis  as  to  the  exact  lesion.  After 
that  he  was  put  up  in  a  plaster  im- 
mobilizing apparatus  for  two  or  three 
weeks.  His  motion  has  been  increas- 
ing slightly,  but  he  has  great  diffi- 
culty in  turning  his  head  and  in  get- 
ting up  after  lying  down.  There  is 
no  paralysis  and  no  anesthesia,  but 
when  you  take  hold  of  his  cervical 
vertebrae  you  can  hear  a  very  de- 
cided click  on  flexion. 

Dr.  Eastmond  exhibited  an  X-ray 
picture  of  this  man's  vertebrae,  and 
said  it  showed  that  the  fourth  had 
been  driven  into  the  fifth  cervical  ver- 
tebra. 


It  was  three  months  since  the  in- 
jury and  there  was  little  danger  now 
that  the  spinal  cord  would  be  injured. 

ABSCESS  OF  THE  LIVER. 

Dr.  F.  W.  Wunderlich  reported 
the  case  of  a  painter,  age  twenty- 
three,  admitted  to  St.  Peter's  Hospital 
July  10,  1907. 

Previous  history. — He  was  working 
at  Keywest,  when  he  contracted  dys- 
entery ;  he  entered  a  hospital ;  the  dis- 
ease was  treated  with  irrigations  and 
checked  in  a  short  time. 

He  had  been  well  for  three  days, 
when  he  was  seized  with  a  chill  ac- 
companied with  pain  in  the  right 
hypochondriac  region.  Subsequently 
he  had  two  more  chills,  followed  by 
fever  and  accompanied  with  pain  in 
the  right  hypochondriac  region. 

He  came  north,  had  no  more 
chills,  but  continued  to  have  fever  and 
pain  in  the  right  hypochondriac  region 
for  three  weeks  prior  to  coming  to  the 
hospital. 

While  he  was  in  the  medical  ward 
he  had  no  chill,  no  diarrhoea,  and  no 
profuse  sweating.  The  right  hypo- 
chondriac region  was  prominent ;  he 
had  pain  there  which  was  aggravated 
by  pressure ;  the  temperature  ranged 
from  101.2  degrees  to  103.8  degrees 
Fahr.  The  stools  and  the  blood  were 
examined  for  amoeba  coli  with  nega- 
tive result.  Diagnosis  of  abscess  of 
the  liver  was  made. 

The  speaker,  saw  the  patient,  in  con- 
sultation with  Dr.  Rutz,  confirmed  the 
diagnosis,  and  the  patient  was  trans- 
ferred to  the  surgical  ward  July  19, 
1907.  He  was  operated  on,  on  the 
same  day.  The  abdomen  was  opened 
by  an  incision  parallel  to  the  outer 
border  of  the  right  rectus  muscle. 
After  the  abdomen  had  been  opened, 
examination  of  the  liver  showed  the 
presence  of  a  large  prominence  on  the 
under  surface  of  the  right  lobe  of  the 
liver.  It  was  so  far  back  from  the 
free  border  of  the  liver,  that  it  was 
impossible  to  bring  it  near  the  opera- 
tion wound.  The  swelling  was  care- 
fully walled  off  from  the  surrounding 
structures  by  serviettes  of  gauze.  An 
aspirating  needle  was  inserted  and  a 
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large  quantity  of  yellow  pus  was  with- 
drawn. When  the  pus  ceased  to  flow 
freely,  a  larger  needle  was  inserted, 
and  a  considerable  quantity  of  pus  of 
a  darker  color  was  withdrawn.  In 
order  to  establish  drainage,  he  pushed 
a  narrow-bladed  forceps  along  the 
track  of  the  aspirating  needle  into  the 
abscess  cavity  and  by  separating  the 
branches  of  the  forceps,  enlarged  the 
opening  sufficiently  to  insert  a  rubber 
drainage  tube.  The  pus  which  es- 
caped through  the  tube  was  of  course 
mixed  with  blood. 

The  gauze  serviettes  had  been  soiled 
(hiring  the  operation  and  were  re- 
moved ;  the  field  of  operation  was 
carefully  cleaned,  and  strips  of  gauze 
inserted  on  all  sides  of  the  drainage 
tube,  to  guard  against  infection  of  the 
peritoneal  cavity. 

In  the  lower  portion  of  the  opera- 
tion wound,  the  edges  of  the  perito- 
neum were  brought  together  with  a 
continuous  catgut  suture,  the  other 
structures  with  interrupted  silkworm- 
gut  sutures.  The  upper  angle  of  the 
wound  was  left  open  for  drainage, 
and  the  tube  was  secured  with  a  silk- 
worm-gut suture  to  prevent  it  from 
slipping  out.  The  patient  was  cleaned, 
the  wound  covered  with  layers  of 
sterilized  gauze,  this  with  sterilized 
cotton,  and  adhesive  strips  applied  to 
keep  it  in  place.  A  binder  was  applied 
over  all. 

The  further  progress  of  the  case 
was  uneventful,  except  some  gastro- 
intestinal disturbances  caused  by  ex- 
cessive indulgence  in  food,  owing  to 
the  ravenous  appetite  of  the  patient. 
During  the  months  of  August  and 
September  his  general  condition  im- 
proved, and  the  discharge  gradually 
diminished.  September  30th,  the  oper- 
ation wound  had  healed,  and  he  was 
discharged  from  the  hospital  October 
7.  1907. 

CHOLELITHIASIS. 

I  hi.   F.   \V.   WUNDERLICH  reported 

the  case  of  J.  S..  age  seventy,  native 
of  Germany,  music  teacher,  who  be- 
came suddenly  sick  July  2,  [906.  The 
speaker  was  absent  from  the  city,  and 
another   physician    was   called    in  to 

treal  him.    The  doctor  found  him 


suffering  with  pain  in  the  abdomen, 
fever  and  rapid  pulse.  He  supposed 
it  to  he  a  case  of  ptomaine  poisoning 
and  prescribed  calomel  in  small  doses, 
hut  the  bowels  did  not  move.  Dr. 
Wunderlich  was  called  to  attend  him 
July  5th,  and  saw  the  patient  at  8.30 
I\  M. ;  he  had  temperature  102.8  de- 
grees Fahr.,  pulse  104;  his  abdomen 
was  very  much  distended  and  tym- 
panitic ;  it  was  tender  on  pressure  in 
every  part ;  he  had  no  pronounced 
localized  pain. 

July  6th,  patient  was  restless  during 
the  night.  His  bowels  moved  at  10.30 
A.  M.,  but  the  abdomen  was  still  dis- 
tended ;  evidently  there  was  much  gas 
in  the  intestines,  and  the  patient  com- 
plained of  pain  wherever  the  abdomen 
was  touched.  Temperature  90  degrees 
Fahr.,  pulse  84. 

A  mass  could  be  felt  in  the  region 
of  the  gall  bladder,  pain  and  tender- 
ness on  pressure  were  localized  in  the 
same  region,  and  the  muscles  in  that 
region  were  rigid. 

The  patient  was  transferred  to  St. 
Peter's  Hospital,  and  he  intended  to 
operate  on  the  same  day,  but  the  pa- 
tient became  so  excited  and  nervous 
that  the  operation  had  to  be  postponed 
to  the  next  day. 

The  abdomen  was  opened  by  an  in- 
cision over  the  most  prominent  part  of 
the  tumor,  through  the  outer  portion 
of  the  right  rectus  muscle. 

On  opening  the  abdominal  cavity 
he  found  recent  adhesions  between 
the  omentum  and  the  liver ;  after 
separation  a  small  amount  of  pus  was 
found.  It  came  from  a  small  opening 
in  that  part  of  the  liver  overlapping 
the  gall  bladder  itself.  The  gall 
bladder  was  moderately  distended, 
and  the  liver  was  large.  After  wall- 
ing off  the  gall  bladder  with  gauze 
serviettes,  he  inserted  two  silk  threads 
into  the  gall  bladder  and  opened  it 
by  an  incision  between  them;  bile 
mixed  with  pus  came  away,  also  a 
number  of  small  yellowish  calculi; 
the  mucous  membrane  of  the  gall 
bladder  was  gangrenous.  lie  en- 
larged the  opening,  and  on  explora- 
tion with  the  finger,  found  a  larger 
Calculus  firmly  impacted  in  the  cystic 
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duct  and  removed  it  with  a  forceps. 
Considerable  force  had  to  be  applied 
to  dislodge  it.  Subsequently  a  large 
number  of  small  calculi,  most  of 
them  of  a  darker  color,  came  away 
with  irrigation,  others  were  removed 
with  a  forceps  and  finger. 

In  consideration  of  the  fistulous 
passage  through  the  liver  and  the  gen- 
eral condition  of  the  patient,  he  did 
not  extirpate  the  gall  bladder.  After 
careful  palpation  of  the  common  duct, 
which  gave  no  indication  of  the  pres- 
ence of  a  calculus,  and  thorough  irri- 
gation of  the  gall  bladder,  the  open- 
ing of  the  gall  bladder  was  brought 
together  with  the  parietal  peritoneum 
with  interrupted  catgut  sutures  in  the 
lower  portion  of  the  wound ;  the  edges 
of  the  peritoneum  were  brought  to- 
gether with  a  continuous  catgut  su- 
ture A  rubber  drainage  tube  was  in- 
serted into  the  gall  bladder  and  held 
in  place  by  a  silk  suture.  The  larger 
portion  of  the  wound  was  closed  ;  in 
the  upper  end  of  the  wound  a  strip  of 
gauze  was  packed  around  the  drain- 
age tube.  A  rubber  tube  connected 
the  drainage  tube  with  a  bottle  at  the 
side  of  the  bed. 

During  the  month  of  August,  the 
flow  of  bile  gradually  subsided,  and 
the  opening  healed.  Every  now  and 
then  small  dark-colored  calculus 
would  be  discharged.  Even  after  the 
opening  had  healed,  it  opened  several 
times,  and  a  small  calculus  would 
escape.  Since  the  end  of  September, 
1906,  he  has  had  no  further  discharge 
of  any  kind.  The  liver  has  diminished 
to  normal  size,  the  pain  which  he  felt 
now  and  then  after  the  operation, 
which  was  probably  caused  by  ad- 
hesions, has  ceased  entirely.  He  has 
been  in  good  health  up  to  the  present 
time. 

MUSCULO-SPIRAL  PARALYSIS. 

Dr.  A.  T.  Bristow  presented  a  pa- 
tient, a  lady,  who  came  into  his  ser- 
vice at  the  St.  John's  Hospital  some 
three  months  ago  suffering  from  a 
humerus  fracture  at  the  musculo- 
spiral  groove.  She  fell  down-stairs 
and  struck  with  her  arm  behind  her 
back,  and  the  symptoms  of  paralysis 


were  immediate.  This,  the  speaker 
said,  was  not  one  of  the  common  cases 
where,  during  the  process  of  repair, 
callus  envelops  the  nerve.  Her  par- 
alysis was  immediate,  at  the  time  of 
the  accident.  He  thought  it  best  in 
this  case  not  to  cut  down  on  the  nerve 
at  once,  because  he  judged  the  nerve 
had  not  been  divided  but  stretched,  as 
there  was  some  sensation  over  the  dis- 
tribution of  the  radial.  Her  symptoms 
were  complete  loss  of  power  over  the 
muscles  supplied  by  the  musculo- 
spiral  and  constant  pain  over  the  dis- 
tribution of  the  radial.  The  latter 
symptom  led  to  the  conclusion  that  in 
all  probability  some  spicules  of  bone 
had  penetrated  the  nerve  during  the 
accident  and  were  still  there.  After 
union  had  occurred,  as  her  symptoms 
had  not  improved,  the  pain  persisting, 
he  cut  down  on  the  musculo-spirai 
nerve  and  found  it  pierced  by  two  very 
sharp  spicules  of  bone,  which  he  re- 
moved. While  there  is  still  some  loss 
of  power,  rapid  improvement  is  tak- 
ing place,  and  the  patient  is  now  free 
from  pain  and  is  able  to  extend  the 
wrist  and  fingers. 

TENOPLASTY  OF  ELEVEN  TENDONS 
FOR  CICATRICIAL  CONTRAC- 
TION OF  HAND. 

Dr.  A.  T.  Bristow  said  that  this 
patient  came  into  his  service  at  the 
King's  County  Hospital  with  a  com- 
pletely useless  hand,  from  extreme 
case  of  contraction  following  burn. 
The  hand  was  in  extreme  over-exten- 
sion, almost  touching  the  back  of  the 
forearm  and  was  completely  useless. 

The  original  accident  two  years  ago 
was  a  scald,  which  was  followed  by  a 
cicatricial  contraction  involving  the  en- 
tire dorsum  of  the  hand  and  a  portion 
of  the  wrist.  He  excised  the  entire 
cicatrix  and  found  every  extensor 
tendom  was  contracted,  and  he,  there- 
fore, was  obliged  to  lengthen  each 
tendon  by  splitting  the  tendon,  making 
right  and  left  incision  at  each  ex- 
tremity of  the  central  incision,  and 
sliding  and  stitching  the  resulting 
slips.  He  sutured  eleven  tendons. 
The  raw  surface  was  skin  grafted  and 
the  hand  put  on  a  splint. 

Even  after  the  excision  of  the  cica- 


2<j8 


BROOKLYN  SURGICAL  SOCIETY. 


trix,  it  was  impossible  to  bring  the 
hand  into  position,  but  after  the  teno- 
plasty the  position  was  easily  cor- 
rected. The  patient  now  has  full  use 
of  the  hand  and  as  all  the  grafts  took, 
there  is  every  prospect  that  the  con- 
traction will  not  recur. 

BRAIN  ABSCESS  SECONDARY  TO 
MASTOIDITIS. 

Dr.  A.  T.  Bristow  said  this  case 
was  interesting  because  of  an  error  in 
diagnosis  which  had  been  made  before 
the  patient  came  to  the  hospital.  Ten 
weeks  ago  the  man  was  taken  with 
severe  pain  in  the  left  ear  and  was 
taken  to  the  Xew  York  Eye  and  Ear 
Hospital  and  operated  on  for  mastoid- 
itis. He  remained  in  the  hospital  two 
weeks.  He  was  then  seized  with 
severe  headache  and  vomiting.  He 
complained  of  ringing  in  the  ears  and 
peculiar  sensations  in  the  left  ear. 
He  became  apathetic,  but  occasionally 
irritable.  He  was  taken  to  the  obser- 
vation ward  of  the  Kings  County 
Hospital  to  be  examined  as  to  his 
sanity.  He  remained  there  three  days 
and  was  then  sent  to  the  speaker.  He 
found  the  patient  apathetic,  complain- 
ing of  severe  headache  in  the  frontal 
and  parietal  region,  which  radiated  to 
the  left  eye,  with  ringing  in  the  left 
ear,  accompanied  with  hissing  and 
roaring  sounds.  It  was  almost  impos- 
sible to  communicate  with  the  man  as 
he  did  not  -peak  English,  being  a 
Lithuanian. 

Dr.  Browning  saw  the  case,  hut  was 
unwilling  to  advise  operation,  because 
he  thought  there  were  no  localizing 
symptoms.  After  two  or  three  days 
the  man  became  more  apathetic,  the 
left  pupils  remained  fixed,  while  the 
right  responded  to  light  stimulus.  The 
writer  determined  to  explore  the 
region  of  the  middle  fossa,  on  the  gen- 
eral history  and  symptoms  and  accord- 
ingly exposing  the  region  of  the 
tegmen  tympani  as  being  the  most 
probable  site  of  the  abscess,  an  open- 
ing was  made  by  this  route  into  the 
middle  fos^a.  On  opening  the  skull 
a  gush  of  pus  followed.  lie  then 
made  a  good-sized  opening  in  the 
skull,  so  as  to  get  complete  drainage. 


The  abscess  was  what  is  known  as  a 
stalked  abscess,  communicating  with 
the  original  point  of  infection,  being 
by  a  narrow  channel  which  opens 
deeper  into  the  abscess  cavity.  The 
speaker  said  that  in  washing  out  these 
cavities  one  ought  to  avoid  pressure, 
because  if  you  use  pressure,  you  are 
apt  to  drive  the  pus  into  the  ventricles 
and  through  the  foramen  of  Monro 
into  distant  parts  of  the  brain,  and  so 
get  spreading  encephalitis. 

Ballance,  Dr.  Bristow  stated,  says 
that  left-sided  cases  are  easier  to  diag- 
nose than  right,  because  in  left-sided 
cases  you  get  disturbances  of  speech. 
The  man  was  a  Russian  and  they 
could  not  communicate  with  him,  and 
so  could  not  say  whether  he  had  dis- 
turbances of  speech.  Disturbances  of 
the  sense  of  smell  are  also  rather  com- 
mon. Cases  have  been  reported  in 
which  patients  have  complained  of  of- 
fensive odors.  In  this  case,  the  only 
localizing  symptom  was  the  (stable) 
pupil  on  the  affected  side. 

The  patient  made  a  complete  and 
rapid  recovery  and  the  sinus  has  now- 
closed. 

Dr.  J.  P.  Warbasse  said  that  this 
case  of  teno-plasty  and  operation  for 
cicatricial  contraction  appealed  to  him 
most  strongly  as  an  admirable  result. 
I  [e  thought  it  reflected  much  credit  on 
the  surgeon  to  take  the  pains  to  elon- 
gate eleven  tendons  to  relieve  a  con- 
dition such  as  this,  confronted  by  the 
pi  ssibility  always  of  making  the  con- 
dition worse  than  it  was  at  the  time 
of  operation,  if  perchance  the  teno- 
plasty did  not  succeed  in  every  one  of 
its  features.  Dr.  Bristow's  case  had 
turned  out  most  fortunately.  While 
it  is  simple  and  easy  enough  to  per- 
form the  operation,  yet  we  see  few  of 
the  ca^es  presented.  They  get  away 
from  us,  and  we  cannot  follow  them. 
We  hear  of  cases  in  which  tenoplas- 
ties have  been  done,  and  the  belief  and 
hope  is  expressed  that  they  would 
turn  out  well,  but  we  have  not  seen 

them  presented  with  flexible  joints 

controlled  by  tendons,  as  in  this  case, 
several  months  after  operation. 
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A  BONE  ABSCESS  OF  THE  FEMUR. 

Dr.  J.  Biox  Bogart  presented  the 
following  case :  A.  M.  H.,  40,  Cana- 
dian, had  osteomyelitis  of  the  right 
femur,  beginning  at  6  years  of  age, 
characterized  by  the  formation  of  a 
series  of  abscesses  with  resulting 
sinuses.  Except  incision  and  drain- 
age of  abscesses  no  operative  treat- 
ment was  undertaken  until  he  was 
18,  when  he  entered  Roosevelt  Hos- 
pital, and  was  operated  upon  four 
times  during  the  ensuing  two  years, 
once  by  Dr.  H.  B.  Sands,  once  by  Dr. 
Frank  Hartley,  and  twice  by  Dr. 
Charles  McBurney.  McBurney  pro- 
posed an  excision  of  the  knee-joint 
and  made  the  usual  transverse  in- 
cision into  the  joint  belowT  the  patella, 
but,  failing  to  find  the  seat  of  disease, 
closed  this  incision,  freely  incised  the 
thigh  above  the  joint  and  removed 
diseased  bone  from  the  shaft  of  the 
femur  on  this  and  a  subsequent  occa- 
sion. As  a  result  of  this  treatment 
the  sinuses  closed  and  remained  so. 

In  1 90 1,  seven  years  ago,  he  had 
an  attack  of  pain  and  tenderness  in 
the  thigh  which  lasted  three  weeks, 
and  which  was  said  by  his  attending 
physician  to  be  an  attack  of  perios- 
titis. Since  then  he  has  had  occa- 
sional attacks  of  pain  and  stiffness 
in  the  thigh,  but  nothing  serious  un- 
til about  the  middle  of  last  October, 
when  the  pain  became  worse,  but  was 
relieved  by  rest.  After  unusual  ex- 
ertion on  last  Election  Day,  the  pain 
became  much  more  severe,  and  imme- 
diately before  his  admission  to  the 
Jewish  Hospital,  January  6,  1908, 
under  the  care  of  Dr.  William  Brown- 
ing, he  began  to  have,  at  frequent  in- 
tervals, sharp  spasms  of  pain  in  the 
thigh.  The  pain  was  aggravated  by 
change  of  posture  and  was  worse  at 
night.  On  admission,  his  tempera- 
ture was  102.6  degrees,  pulse  120. 

His  family  history  was  negative, 
there  being  no  history  of  T.  B.  C.  He 
had  measles  at  22,  nervous  exhaustion 
twelve  years  ago,  and  typhoid  fever 
ten  years  ago. 

On  admission :  The  patient  is  a  man 
of  medium  size,  somewhat  anemic. 


Except  for  the  presence  of  a  slight 
trace  of  albumen  and  a  few  hyaline 
casts  in  his  urine,  his  vital  organs  ap- 
peared to  be  healthy,  and  there  was 
no  evidence  of  disease  outside  his 
right  thigh,  which  is  about  four  inches 
shorter  than  the  left,  considerably  less 
in  circumference  and  the  seat  of  nu- 
merous scars  involving  principally  the 
lower  two-thirds.  Some  tenderness 
on  the  inner  aspect  was  noted. 

On  the  day  following  his  admission, 
his  blood  was  found  to  be  sterile. 
Leucocytes  11,200,  polymorphonu- 
clears 79  per  cent.,  and  two  days  later 
ophthalmo-tuberculin  test  was  nega- 
tive. 

\\  nen  first  seen  by  myself,  January 
24th,  eighteen  days  after  admission, 
there  had  been  no  improvement  re- 
sulting from  various  internal  reme- 
dies and  local  applications  and,  during 
this  time  his  temperature  had  ranged 
between  practically  normal  in  the 
morning  to  102  degrees  in  the  after- 
noon. 

On  examination,  his  thigh  on  its 
outer  aspect,  begining  a  short  distance 
below  the  great  trochanter  was  some- 
what swollen,  reddened  and  tender, 
th i >  area  surrounding  the  seat  of  one 
of  the  old  sinuses. 

A  series  of  X-ray  plates,  taken  by 
Dr.  Eastmond,  previously  showed  the 
entire  shaft  and  lower  extremity  of 
the  femur  very  much  expanded  and 
very  irregular  in  outline,  while  the 
hip  joint  was  clearly  normal.  The 
plate  illustrating  the  upper  portion  of 
the  shaft  of  the  femur  shows  a  dark 
area  about  three  inches  in  length  by 
half  an  inch  in  breadth,  beginning 
about  two  inches  below  the  great  tro- 
chanter. This  marks  the  seat  of  the 
abscess  which  was  subsequently  found 
in  the  bone. 

Under  ether  anesthesia,  a  longitudi- 
nal incision  through  the  scar  marking 
the  seat  of  the  inflamed  area  opened 
a  small  abscess  containing  half  a  dram 
to  a  dram  of  pus.  This  pus  appeared 
to  occupy  a  sinus  leading  to  the  under 
side  of  the  bone,  but  the  deeper  por- 
tion of  the  incision  contained  no  trace 
of  pus,  and,  as  the  under  surface  of 
the   bone   was   inaccessible  without 
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making  another  incision,  I  incised  the 
periosteum  at  the  bottom  of  the  in- 
cision I  had  already  made  on  the  outer 
side  of  the  thigh,  and  exposed  a 
roughened  and  expanded  area  of  rari- 
fied  bone  which,  on  being  laid  open 
with  a  gouge,  at  a  depth  of  about 
three-eighths  of  an  inch,  exposed  an 
abscess  containing  about  a  dram  of 
pus  surrounded  by  softened  bone,  the 
resulting  cavity  being  about  the  size 
of  an  English  walnut.  Iodoform 
gauze  packing  of  the  boney  cavity 
and  a  few  silkworm-gut  sutures  com- 
pleted the  operation  and  the  patient 
has  since  made  a  good  recovery. 

Aside  from  the  persistence  of  the 
hone  disease  for  34  years  the  interest 
in  this  case  centers  in  the  X-ray 
plates,  which,  while  they  may  not 
have  rendered  an  absolute  and  ac- 
curate diagnosis  possible,  certainly 
indicated  pretty  definitely  the  seat  of 
disease  and  made  the  various  steps  of 
subsequent  operation  unhesitating.  It 
is  to  be  noted,  however,  that  not  all 
the  dark  shadow  thrown  on  the  plate 
was  found  to  be  the  seat  of  demon- 
strable softening,  but  only  the  central 
portion  where  the  shadow  is  darkest. 
In  this  case,  too,  one  must  make  al- 
ii >wance  for  the  shadow-  normally  cast 
by  the  medullary  cavity  which  below 
the  diseased  area  is  obliterated  by  the 
overgrowth  of  new  bone. 

THE    DIAGNOSIS    AND  TREATMENT 
OF  ACUTE  SUPPURATIVE  INFLAM- 
MATION OF  THE  STOMACH. 

A  paper  with  the  above  title  was 
read  by  R.  YY.  Westbrook,  M.D. 

Discussion. 
Dr.  L.  W.  Pearson  said  he  saw  the 
case  Dr.  Westbrook  had  outlined. 
The  patient's  pulse  was  not  fast  when 
he  saw  him,  but  it  was  increasing,  and 
there  was  extreme  tenderness  over  the 
stomach  and  beginning  peritonitis  in- 
dicated something  would  have  to  be 
done  in  a  surgical  way  very  quickly. 

The  diagnosis  he  made  was  between 

that    of    an    inflammation    of  the 

-!<  marl)    and    an    acute  hemorrhagic 

pancreatitis.  Tenderness  had  pre- 
vailed over  the  gall  bladder,  but  was 

!H»t  SO  at  the  time  of  the  speaker's  ex- 


amination. In  acute  hemorrhagic  pan- 
creatitis, he  stated,  the  vomiting  is  not 
as  prompt,  nor  excited  by  pressure  on 
the  stomach,  as  in  this  case. 

As  to  measures  of  treatment,  al- 
though Dr.  Westbrook  spoke  with  dif- 
fidence about  gastrectomy,  he  did  not 
know  anything  that  offers  as  much, 
notwithstanding  the  poor  condition  of 
the  patient.  If  the  inflammation  were 
localized,  of  course  such  would  not  be 
indicated.  The  local  inflammatory 
process  might  be  opened  and  drained, 
but  in  an  acute  diffused  inflammation 
he  did  not  see  how  it  is  possible  to 
drain  the  stomach  efficiently,  and  he 
did  not  know  of  any  means  that  offers 
as  much  as  this  operation,  severe  as 
it  is.  If  the  anti-streptococcus  serum 
w  ere  of  any  use,  it  might  be  invoked 
here  in  addition  to  a  partial  gastrec- 
tomy, and  it  might  be  of  some  benefit 
to  overcome  the  general  poisoning  of 
the  system. 

INTESTINAL  OBSTRUCTION   DUE  TO 
UTERINE  TUMOR. 

Dr.  Charles  Goodrich  related  the 
history  of  a  woman,  54  years  of  age, 
who  one  evening  wras  siezed  with  se- 
vere abdominal  pain,  followed  shortly 
by  vomiting.  The  pain  and  vomiting 
persisted  during  the  night.  The 
bowels  could  not  be  moved  by  drugs 
or  enemata.  The  condition  continued 
for  four  days,  when  she  was  referred 
to  the  speaker. 

Examination  revealed  the  abdomen 
generally  tympanitic  and  tender  and 
both  recti  moderately  rigid.  A  hard 
mass  occupied  the  entire  hypogas- 
trium  and  a  portion  of  both  iliac  re- 
gions. A  diagnosis  of  intra-mnral 
uterine  tumor  was  made.  By  pushing 
the  mass  upward  with  the  fingers  and 
administering  an  enema,  considerable 
relief  was  given,  and  gas  passed  per 
rectum. 

Operation  was  done  the  next  day, 
and  a  large  fibro-myoma  of  the  uterus 
was  found.  A  tine  band  of  adhesions 
connecting  the  uterus  with  the  mesen- 
tery was  present  and  beneath  this  a 
long  loop  of  small  intestine  was  en- 
gaged. The  band  was  excised,  a 
SUpra-Cervical  hysterectomy  per- 
formed, and  the  patient  recovered. 
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OXYGEN     IN     MEDICINE    AND  SUR- 
GERY—A   CONTRIBUTION,  WITH 
REPORT  OF  CASES. 

A  paper  with  the  above  title 
was  read  before  the  society  by  Dr. 
William  Seaman  Bainbridge. 

Abstract — A  brief  resume  of  the 
therapeutic  history  of  oxygen  was 
given,  with  a  report  of  a  number  of 
cases  in  which  the  agent  has  been 
successfully  employed,  with  seem- 
ingly beneficial  results.  An  account 
was  also  given  of  the  animal  experi- 
ments which  Dr.  Bainbridge  and  his 
co-workers  have  conducted  for  the 
purpose  of  determining  certain 
points  with  reference  to  the  physio- 
logical and  therapeutic  action  of  the 
gas.  The  account  of  these  experi- 
ments was  illustrated  by  actual  ex- 
periments on  animals  conducted  be- 
fore the  society. 

Dr.  Harold  D.  Meeker  said  that 
in  considering  the  possible  therapeu- 
tic uses  of  oxygen,  we  must  answer 
the  question,  is  the  oxygen  absorbed  ? 
In  order  to  demonstrate  this  a  num- 
ber of  cats  w^ere  used  as  follows :  A 
canula  was  introduced  into  the  ab- 
domen, tied  around  with  a  purse- 
string  suture  and  the  oxygen  was 
introduced  at  various  pressures,  100 
to  300  m.m  of  water  pressure.  After 
the  stitches  were  tied,  the  cat  was 
put  in  a  glass  jar  filled  with  water, 
to  be  sure  there  was  no  leakage  of 
gas.  Autopsies  were  made  at  vary- 
ing periods,  the  abdomen  being 
opened  under  water  and  gas  bubbles, 
if  present,  were  measured.  In  some 
cases  they  got  bubbles  of  gas  and 
in  some  cases  they  did  not.  In 
twelve  cats  the  average  time  of  com- 
plete disappearance  of  the  gas  was 
36  hours.    There  did  not  seem  to  be 


much  difference  between  the  absorp- 
tion of  gas  introduced  at  200  to  300 
m.m.  of  pressure.  There  was  some 
difference  in  the  time  of  absorptions 
between  the  lower  and  higher  press- 
ure of  300  m.m. 

In  the  first  experiment,  in  consid- 
ering the  effect  on  the  pulse,  respira- 
tion and  blood  pressure,  we  observed 
that  when  the  oxygen  is  introduced 
there  is  a  slight  increase  in  the  rapid- 
ity of  the  pulse.  The  increase  in 
the  pulse  rate  is  probably  due  to  a 
certain  amount  of  the  oxygen  reach- 
ing the  heart  and  stimulating  that 
process  in  the  heart  muscle  which 
causes  contraction.  Oehrwall  per- 
formed a  number  of  experiments  to 
demonstrate  this  effect.  In  a  frog's 
heart,  which  had  stopped  for  25 
minutes,  the  ventricles  being  filled 
with  blood,  in  an  atmosphere  of  oxy- 
gen he  was  able  to  start  up  the 
heart  beats. 

The  increase  in  the  respiration  is 
probably  due  to  an  increased  amount 
of  C02  stimulating  the  respiratory 
center.  As  the  tissue  metabolism  in- 
creases there  is  increased  production 
of  C02. 

An  interesting  point  is  the  change 
in  the  blood  pressure.  It  is  not 
marked.  There  is  first  a  slight  rise 
of  pressure  followed  in  two  or  three 
minutes  by  a  fall.  The  preliminary 
rise  is  due  to  the  pressure  of  gas  on 
the  splanchnic  vessels,  which  would 
favor  venous  return  to  the  right  side 
of  the  heart,  and  the  subsequent  fall 
in  pressure  is  probably  due  to  two 
things.  In  the  first  place,  to  the 
compensatory  dilitation  of  the  other 
vessels,  and  in  the  second  place,  to 
diminished  diaphragmatic  excur- 
sions,   which    would    decrease  the 
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amount  of  blood  flowing  from  the 
right  to  the  left  heart,  owing  to  de- 
creased expansion  of  the  lung  tissue. 

In  the  second  experiment,  in 
which  a  cat  was  distended  with  air, 
it  showed  a  marked  contrast  in  com- 
ing out  of  the  anesthesia;  there 
was  even  less  effect  on  pulse  and 
respiration,  yet  it  showed  about  the 
same  change  in  the  blood  pressure 
as  was  seen  in  the  first.  This  shows 
it  is  probably  the  mechanical  pres- 
sure of  the  gas,  which  accounts  for 
the  change  in  blood  pressure. 

In  considering  the  possibilities  of 
the  uses  of  oxygen  in  medicine  and 
surgery,  the  speaker  thought  we 
should  consider  that  the  animal  or- 
ganization is  an  aggregation  of  indi- 
vidual cells,  each  of  which  consumes 
oxygen  and  gives  off  C(X,  and  that 
the  cellular  activity  is  dependent 
on  oxygen.  Oxygen  is  not  only  es- 
sential to  life,  but  is  a  direct  meas- 
ure of  the  degree  of  cellular  activity. 
The  avidity  of  the  different  tissues 
for  oxygen  varies  greatly.  One 
hundred  grammes  of  living  tissue 
has  been  kept  in  oyygen  for  three 
hours  at  380  Centigrade,  and  it  was 
found  that  the  amount  of  oxygen  ab- 
sorbed by  the  different  tissues 
varied  greatly.  The  striated  muscle 
absorbed  23  cm.,  the  heart  muscle 
was  next,  and  the  brain,  kidney  and 
ovaries,  abdominal  viscera,  etc. 

Dr.  Meeker  thought  they  had 
demonstrated  that  oxygen  at  least 
does  not  do  harm,  and  was  of  value 
i.i  that  it  stimulates  cell  activity  and 
also  had  a  beneficial  mechanical  ef- 
fect, lis  bactericidal  properties  had 
been  deferred  for  future  study,  lie 
thought  it  presented  fields  of  possi- 
bilities well  worth  investigating;. 
Accurate  and  exhaustive  laboratory 
work,  he  said,  is  decidedly  imprac- 
ticable for  a  clinician,  but  the  object 
of  their  experiments  was  first  to  sat- 
isfy themselves  that  it  did  open  up  a 

field   for  usefulness,  and  second,  to 

stimulate  other  workers  to  further 
investigate  >n. 
The  speaker  added,  further,  that 

they  were  able  to  demonstrate  in 
their  experiments,  that  oxygen  when 


introduced  into  the  abdominal  cav- 
ity would  stimulate  peristalsis, 
which  he  thought  is  an  important 
point,  and  that  peristalsis  was  al- 
ways in  accordance  with  the  so-called 
law  of  the  intestine,  i.  c,  a  contrac- 
tion above  and  dilitation  below. 

rfhe  experiment  of  high  pressure 
with  the  oxygen  gas  was  intended 
to  demonstrate,  that  the  possible 
objection  of  the  mechanical  pressure 
doing  injury  to  the  individual  by 
throwing  a  strain  on  the  heart  or 
raising  the  blood  pressure,  especially 
if  the  heart  be  functionally  weak,  is 
practically  not  worthy  of  considera- 
tion, because  in  their  experiments 
they  ran  the  pressure  up  very  much 
higher  than  one  would  think  of  run- 
ning the  pressure  up  in  the  abdom- 
inal cavity  of  the  human  subject, 
either  by  accident  or  intent. 

Experiments. 

(a)  Oxygen  injected  into  abdomi- 
nal cavity  of  cat  to  show 

1.  Effect  on  pulse. 

2.  Effect  on  respiration. 

3.  Effect  on  blood  pressure. 

4.  Tendency  to  come  out  of  anes- 
thesia. 

5.  Quick  recovery  after  discontinu- 
ance of  anesthetic. 

(b)  Cat  distended  with  air  to  show 
contrast  to  No.  I. 

(c)  High  pressure  distension  of 
cat's  abdomen  with  oxygen  to  show- 
effects  on  pulse,  respiration  and  blood 
pressure. 

Demonstrations. 

(a)  Autopsy  on  cat — Abdomen  in- 
jected with  oxygen  two  w  eeks  ago. 

[.  To  show  healthy  condition. 
2.  Absence    of    evidence    of  any 
harm  ful  effect  on  abdominal  organs. 

(b)  Autopsy  on  cat  three  days  ago 
to  show  same  conditions  as  in  No.  1. 

(c)  Sped  nuns  to  show  effect  of 
oxygen  gas  in  prevention  of  adhe- 
sions. 

1.  Mechanically. 

2.  By  increasing  cell  activity. 

Dr.  James  T.  Gwathme*  said  he 

had  been  interested  in  the  subject  of 
oxygen  since  1904.    At  that  time  he 
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carried  on  quite  a  number  of  experi- 
ments to  determine  the  comparative 
value  of  oxygen  and  air  when  used 
with  the  different  anesthetics,  viz. : 
chloroform,  ether  and  a  combination 
of  the  two.  After  killing  hundreds  of 
animals,  and  timing  each  experiment, 
from  the  application  of  the  mask  to 
the  stoppage  of  the  heart,  he  found 
that  all  anesthetics  were  increased  in 
value  as  regards  life  when  combined 
with  oxygen. 

It  took  an  average  of  nine  minutes 
to  kill  the  animals  with  air  and  chloro- 
form ;  with  oxygen  it  took  two  and  a 
half  times  as  long.  The  same  results 
were  obtained  with  ether  and  also  with 
the  combination  of  chloroform  and 
ether. 

Quite  a  number  of  surgeons  have 
written  favorably  from  time  to  time 
of  the  value  of  oxygen  for  decreasing 
the  after  effects,  the  nausea,  vomiting 
and  depression,  that  sometimes  follows 
a  prolonged  operation.  When  Dr. 
Bainbridge  commenced  his  clinical  ex- 
periments at  the  New  York  Skin  and 
Cancer  Hospital  and  elsewhere,  he 
asked  the  speaker  to  especially  note 
the  pulse  and  respiration,  before  start- 
ing the  oxygen,  at  the  commencement 
and  during  the  continuation  of  its  in- 
troduction into  the  abdominal  cavity, 
and  he  could  state  positively  that  the 
pulse  was  increased  in  volume  and  the 
respirations  deepened,  the  effect  being 
almost  as  immediate  as  if  the  oxygen 
had  been  taken  into  the  lungs.  The 
patient  also  experienced  less  discom- 
fort after  being  placed  in  bed,  than 
w  hen  the  oxygen  was  not  introduced. 
In  the  cases  of  very  severe  shock  re- 
ferred to  by  Dr.  Bainbridge  where  the 
patients  were  in  danger  of  dying  on 
the  table,  oxygen  undoubtedly  tided 
them  over  the  difficulty,  and  produced 
beneficial  effects  lasting  from  ten  to 
twenty- four  hours.  He  visited  such 
patients  a  day  or  two  after  the  opera- 
tion, and  verified  the  above. 

Demarquet  had  a  number  of  ani- 
mals hyperoxygenated  by  placing  them 
under  a  glass  jar,  and  by  giving  them 
two  parts  of  oxygen  and  one  part  of 
air,  while  another  set  were  allowed  to 
breathe  the  ordinary  atmosphere.  He 


then  placed  all  of  them  under  water 
and  held  them  there  until  almost 
asphyxiated.  Taking  them  out  he 
found  that  the  ones  which  were  hyper- 
oxygenated  could  always  be  revived, 
while  of  those  which  had  taken  only 
air  very  few  were  revived  and  most 
of  those  died  the  next  day. 

The  speaker  said  there  was  no  ques- 
tion as  to  the  clinical  value  of  oxygen 
combined  with  any  anesthetic,  as  he 
had  demonstrated  it  thousands  of 
times  ;  neither  was  there  any  question 
concerning  its  effects  upon  the  pulse 
and  respiration  when  introduced  into 
the  abdominal  cavity. 

It  was  almost  one  hundred  years 
after  the  discovery  of  oxygen  and 
nitrous  oxide  gas  before  they  were 
used  in  combination,  thus  producing  a 
non-asphyxial  form  of  anesthesia.  Dr. 
Gwathmey  expressed  the  earnest  hope 
that  the  findings  of  Dr.  Bainbridge 
will  be  either  confirmed  or  refuted  at 
an  early  date. 

Dr.  Edward  M.  Foote  stated  that 
in  tuberculous  peritonitis  cases  have 
done  well  when  the  abdomen  has  sim- 
ply been  opened.  Some  have  thought 
this  was  due  to  peritoneal  irritation, 
some  to  congestion,  some  to  the  air 
which  was  left  in  and  some  to  sunlight. 
If  Dr.  Bainbridge  is  able  to  advance 
a  settlement,  so  that  one  can  really 
know  to  what  exact  cause  the  benefit 
is  due,  a  distinct  advance  will  have 
been  obtained,  and  it  will  be  possible 
to  say  whether  gas  is  applicable  in 
every  case.  After  mere  opening  of  the 
peritoneum,  he  thought  it  is  pretty 
generally  admitted  that  the  results  as 
to  permanent  cure  do  not  exceed  50 
per  cent,  fie  read  the  other  day  a 
report  by  Schulze,  a  German  surgeon, 
who  had  performed  seven  operations 
for  tubercular  peritonitis,  injecting  the 
oxygen,  and  had  followed  his  results 
for  a  long  period.  Six  patients  re- 
mained well  for  eighteen  to  twenty- 
four  months,  or  longer,  without  any 
recurrence  of  the  ascites.  In  two  of 
these  cases  he  was  obliged  to  re-inject 
the  oxygen  two  weeks  after  the  'first 
injection.  The  seventh  patient  was 
also  apparently  cured,  but  the  elapsed 
time  was  only  two  months.    That  is  a 
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far  higher  percentage  than  is  generally 
obtained  by  mere  opening  of  the  ab- 
dominal cavity. 

The  speaker  said  he  would  like  to 
warn  against  the  practice  of  inserting 
a  trocar  in  the  abdomen  and  injecting 
oxygen  after  drawing  off  the  fluid. 
He  saw  a  man  that  morning  who  was 
tapped  several  times  for  ascites  within 
the  last  two  or  three  months,  and  at 
the  last  tapping,  which  occurred  the 
day  before,  fecal  fluid  escaped  through 
the  trocar.  The  abdomen  was  then 
opened  and  it  was  seen  that  the  in- 
testine which  was  stabbed  happened  to 
be  adherent  to  the  parietal  peritoneum 
just  at  the  point  of  puncture.  Al- 
though the  cavity  itself  was  not 
opened  by  the  puncture,  the  man's  con- 
dition was  serious.  He  has  since  died 
of  peritonitis.  Inquiring  into  the  his- 
tory he  ascertained  that  at  the  tapping 
in  January  pus  was  obtained,  so  that  it 
was  quite  possible  at  an  earlier  tapping, 
the  intestine  was  injured  so  as  to  set 
up  an  abscess.  He  spoke  of  this  be- 
cause the  German  evidently  injected 
the  oxygen  in  this  manner.  Puncture 
has  the  further  disadvantage  that  it 
does  not  enable  one  to  make  the 
proper  clinical  diagnosis,  and  it  may 
be  by  making  a  small  incision  in  the 
abdomen  one  can  find  a  focal  point 
for  the  tuberculosis,  such  as  tubercu- 
lous appendages,  or  a  tuberculous  ap- 
pendix vermiformis. 

Another  interesting  point  in  the  pa- 
per is  the  possibility  of  preventing 
adhesions  by  the  introduction  of  gas 
in  a  closed  cavity.  If  this  amounts  to 
anything  it  seemed  to  him  there  may 
be  a  field  for  it,  to  prevent  adhesions 
in  a  joint  following  a  traumatism,  or 
in  the  peritoneal  cavity  under  certain 
circumstances. 

Dr.  Burr  l».  Mosher  said  that 

some  facts  were  brought  out  in  Dr. 

Bainbridge's  paper  that  surprised  him 
somewhat.  lie  did  not  know  there 
were  m,  many  parlors  where  one 
COUld  go  and  get  oxygen. 

During  tin-  reading  of  the  paper  it 
Occurred  to  him  that  we  ought  to  be 

able  to  discover  some  definite  clinical 

c  "iidit  i(  that  oxygen  ought  to  bene- 
fit.    After   we   are  able  to  diagnose 


these  conditions  we  should  be  sure  the 
oxygen  is  free  from  irritants  and 
poisonous  ingredients,  and  there 
should  be  a  standard  of  therapeutic 
value  or  strength. 

The  speaker  was  sure  that  empir- 
icism is  a  pretty  close  companion  and 
a  checkmate  to  all  new  clinical  thera- 
peutics. Scientific  things  work  out 
very  nicely  in  the  laboratory,  but  you 
have  to  find  out  what  it  will  do,  by 
trying.  The  clinical  results  in  the  use 
of  oxygen  must  depend  on  our  ability 
to  find  out  where  it  should  be  used 
and  on  our  knowledge  of  the  gas  to 
be  given,  and  the  result  will  depend 
on  the  experience  and  knowledge  of 
the  person  who  prescribes  it.  Oxygen 
gas  is  a  medical  luxury,  and  its  use 
must  be  very  limited  except  in  emer- 
gencies. 

The  use  of  oxygen  in  the  peritoneal 
cavity,  as  spoken  of  by  the  author  of 
the  paper,  would  seem  to  be  very 
promising,  and  yet  we  cannot  help  but 
remember  how  well  these  cases  have 
done  where  we  did  nothing  but  open 
the  peritoneal  cavity  and  sew  them 
Up.  He  remembered  a  family  of 
three  children  who  all  had  tubercular 
peritonitis.  They  were  all  opened  up, 
sponged  out  and  they  are  well. 

In  speaking  of  the  use  of  gas  in  pre- 
venting adhesions.  Dr.  Mosher  said 
that  in  excisions  we  sometimes  are 
glad  to  get  adhesions.  Here  the  gas 
would  not  be  good  if  it  prevents  ad- 
hesions. 

MALIGNANT  ENDOCARDITIS. 

Dr.  Earl  II.  MAYNE  reported  the 
case  of  a  man,  aged  21,  healthy  as  a 
child  until  the  age  of  seven,  when  he 
suffered  from  an  attack  of  malarial 
Fever  complicated  with  rheumatism. 
This  attack  lasted  for  several  months, 
after  which  a  change  of  climate  re- 
stored the  patient  to  health.  1  >r.  Will- 
iam Browning,  who  attended  him  a: 
that  time,  reports  that  the  endocar- 
dium was  e<  »nsid(  rably  affected. 

The  patient  remained  well  until  the 
eleventh  year  oi  age,  when  he  suf- 
fered from  a  severe  attack  of  inflam- 
matory rheumatism  and  acute  endo- 
carditis.   The  fever  and  chills  were  so 
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severe  that  Dr.  B.  used  anti-strep- 
tococcus serum  with  apparently  good 
results,  after  which  recovery  took 
place. 

Between  the  ages  of  eleven  and  six- 
teen there  were  slight  attacks  of  rheu- 
matism, which,  however,  yielded  to 
rest  and  anti-rheumatic  remedies,  and 
did  not  set  up  acute  trouble  with  the 
heart. 

The  patient  first  came  under  his 
care  in  January,  1903,  when  another 
severe  attack  of  inflammatory  rheu- 
matism occurred.  The  chronic  endo- 
carditis became  acute,  and  in  a  few 
clays  there  developed  pericarditis  with 
effusion.  During  this  attack  there 
were  chills,  high  fever  and  profuse 
sweating,  and  it  was  thought  that  the 
endocarditis  was  of  the  so-called 
malignant  type.  After  all  the  usual 
remedies  had  been  tried  without  suc- 
cess, the  pericardium  was  aspirated 
and  nearly  a  pint  of  serum  removed. 
Anti-streptococcus  serum  was  used 
freely — 160  c.c.  being  given  in  four 
days.  After  the  first  injection  of  this 
serum  the  symptoms  improved ;  in 
four  days  the  temperature  became 
normal,  and  recovery  followed. 

Patient  remained  well  until  Janu- 
ary, 1905,  when  another  severe  rheu- 
matic attack  occurred  complicated 
with  acute  endocarditis,  pericarditis 
and  pleurisy.  High  fever,  chills, 
sweating  and  cough  were  very  persist- 
ent in  spite  of  the  anti-rheumatic 
remedies. 

The  pericardium  again  became  filled 
with  fluid  and  the  heart's  action  was 
greatly  interfered  with.  During  an 
attempt  to  aspirate  this  cavity  the 
needle  evidently  entered  the  heart. 
Beyond  a  faint  feeling  (experienced 
by  both  doctor  and  patient)  no  Dad 
results  followed  this  accident.  Fur- 
ther attempts  were  not  made,  how- 
ever, to  aspirate  the  pericardium,  fly 
blisters  being  used  instead.  During 
the  weeks  following,  the  fluid  in  the 
pericardial  cavity  gradually  disap- 
peared. Anti-streptococcic  serum  was 
again  used  freely,  but  without  any 
beneficial  effect,  and  it  was  nearly 


four  months  before  the  patient  re- 
covered. 

Xo  further  trouble  occurred  until 
November  6,  1907,  when  a  ton- 
silitis  developed,  followed  in  two  days 
by  an  acute  lighting-up  of  the  ever- 
present  chronic  endocarditis.  The 
symptoms  became  rapidly  alarming. 
There  were  severe  chills  at  irregular 
intervals,  followed  by  high  fever 
(104  to  106  degrees  F.),  marked  de- 
lirium, and  profuse  sweating,  and  a 
great  number  of  petechiae.  These 
very  severe  symptoms  lasted  for  two 
days,  when  the  temperature  dropped 
and  scarcely  went  above  100  de- 
grees F.  for  the  next  three  days ;  then 
the  chills,  high  fever,  delirium  and 
sweating  recurred  and  continued  until 
the  end. 

Ten  days  after  the  onset  of  this 
attack  paralysis  of  the  ciliary  muscle, 
as  well  as  the  other  muscles  of  the 
right  eye  occurred,  evidently  from  an 
embolus.  Within  twenty- four  hours 
the  entire  right  side  of  the  face  was 
involved ;  then  the  entire  left  side  of 
the  body.  Then  necrosis  of  the  cor- 
nea of  the  right  eye  occurred,  fol- 
lowed by  glaucoma.  Finally  the 
muscles  of  the  left  eye  became  para- 
lyzed and  necrotic  areas  occurred  in 
the  cornea.  Stupor,  gradually  taking 
place  of  the  delirium,  set  in  twenty- 
four  hours  before  death,  which 
occurred  on  November  26,  1907, 
just  three  weeks  from  the  beginning 
of  the  sickness. 

Early  in  the  last  attack  a  culture  of 
the  blood  was  taken  by  Dr.  Archi- 
bald Murray,  with  a  view  to  making  a 
vaccine,  but  it  failed  to  show  any  or- 
ganisms. In  spite  of  the  sterility  of 
the  blood,  anti-streptococcic  serum 
was  used  freely  but  with  no  apparent 
benefit. 

It  was  questionable  whether  any 
rheumatic  involvement  of  the  tissues 
existed  in  this  attack;  there  was  none 
apparent. 

After  death  permission  was  secured 
to  remove  only  the  heart,  which  is 
presented  to  you  this  evening  for  your 
study,  together  with  the  clinical  chart 
of  the  last  attack. 
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ACTIVE  MEMBERS- 


BOROUGH  OF  BROOKLYN,  KINGS  COUNTY. 

A 

Addoms,  Lewis  Paddock  278  Halsey  St. 

Ager,  Louis  Curtis  116  Montague  St. 

Alderton,  Llenry  A  142  Clinton  St. 

Alkier,  Stanislaw  Joseph  6  Sumner  Ave. 

Allan,  J.  Glen  141  Noble  St. 

Alleman,  Lewis  A.  W  64  Montague  St. 

Amador,  Martin  187  Park  Ave. 

Anderson,  Herbert  C  388  Clinton  St. 

Anderson,  Lewis  Nostrand  526  Bedford  Ave. 

Anderson,  Robert  Burns  703  Nostrand  Ave. 

Anderson,  Samuel  F  765  Union  St. 

Applegate,  William  S  931  Flatbush  Ave. 

Arrowsmith,  Hubert  170  Clinton  St. 

Ayers,  Benjamin  213  Jefferson  Ave. 

B 

Bacon,  Charles  B  109  Cumberland  St. 

Bailey,  Frederick  D  260  Hancock  St. 

Baker,  Frank  R  540  Bedford  Ave. 

Baker,  John  Lockwood  699  Putnam  Ave. 

Baldwin,  L.  Grant  28  Schermerhorn  St. 

Barber,  Calvin  F  57  South  Oxford  St. 

Barber,  Vincent  269  Arlington  Ave. 

Bartley,  Elias  H  65  South  Portland  Ave. 

Beasley,  Crawford  D  702  Greene  Ave. 

Becker,  James  Parker  1125  Bergen  St. 

Beers,  Nathan  T  516  Nostrand  Ave. 

Bell,  Alfred  37  Linden  St. 

Bellows,  Charles  433  Nostrand  Ave. 

Bender,  Herman  P  683  Bush  wick  Ave. 

Bennett,  Edward  C  244  Seventy-third  St. 

Bennett.  Franklin  686  Greene  Ave. 

Benton,  Stuart  II  720  Nostrand  Ave. 

Berlenbach,  Philip  II  9  Stuyvesant  Ave. 

Bernauer,  Emil  C  860  Lafayette  Ave. 

Bierwirth,  Julius  C  253   Henry  St. 

Biggam,  W  illiam  II  1107  Dean  St. 

Birmingham,  Francis  Henry  132  Montague  St. 

Bishop,  Eliot  455  Classon  Ave. 

Bishop,   Krnest   S  <)10   Bedford  Ave. 

Blackmar,  Bruce  G  317  Ovington  Ave. 

Blaisdell,  Silas  (*  Soo  Bedford  Ave. 

Blake,  J.   Eddy  35-'  Jefferson  Ave. 

Bodkin,  Martin   1  255  Dekalb  Ave. 
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Boes,  William  200  Graham  Ave. 

Bogart,  Arthur  H  135  Seventh  Ave. 

Bogart  J.  Bion  463  Clinton  Ave. 

Brader,  William  B  1198  Bushwick  Ave. 

Braislin,  William  C  556  Washington  Ave. 

Brinsmade,  William  B  117  Montague  St. 

Bristow,  Algernon  T  234  Clinton  St. 

Brown,  Frank  E  591  Hancock  St. 

Browning,  William  54  Lefferts  PI. 

Brush,  Arthur  C  29  South  Portland  Ave. 

Bryn,  Harold  313  Union  St. 

Buckley,  Charles  F  802  Carroll  St. 

Buist,  George  L.,  Jr  3  Hancock  St. 

Butler,  Glentworth  R  229  Gates  Ave. 

Butler,  William  E  113  Halsey  St. 

Byrne,  John  B.,  Jr  224a  Sixth  Ave. 

C 

Campbell,  William  Francis  394  Clinton  Ave. 

Carey,  John  J  287  Hoyt  St. 

Catlin,  Arnold  Wells  207  Greene  Ave. 

Chapman,  William  L  19  Lafayette  Ave. 

Chase,  Walter  B  936  St.  Marks  Ave. 

Clark,  Frank  H  758  Putnam  Ave. 

Clark,  Raymond   310  Clinton  Ave. 

Clayland,  John  M  152  Hewes  St. 

Collins,  Burnett  C  645  St.  Marks  Ave. 

Colton,  Frederick  H  136  Montague  St. 

Corcoran,  Walter  J  233a  Clinton  St. 

Cornwall,  Edward  E  1239  Pacific  St. 

Costello,  Patrick  Vincent  195  Euclid  Ave. 

Coughlan,  Robert  E  428  Forty-seventh  St. 

Cox,  Charles  N  257  Jefferson  Ave. 

Crane,  Claude  G  119  Halsey  St. 

Crawford,  John  Fancher  236  Carroll  St. 

Cross,  Frank  Bethel  141  Seventh  Ave. 

Cruikshank,  George  H  140  Sixth  Ave. 

Cruikshank,  William  J  102  Fort  Greene  PI. 

D 

Davis,  George  H  484a  McDonough  St. 

Deely,  George  Edward   169  Woodruff  Ave. 

Delatour,  H.  Beeckman  73  Eighth  Ave 

De  Long,  William  A  170  Bainbridge  St. 

De  Lorme,  Murrett  F  344  Jay  St. 

DeWaltoff,  Dayve  451  Forty-seventh  St. 

Dewing,  Oliver  M  Long  Island  State  Hospital 

Dexter,  Thurston  H  411  Hancock  St. 

Dickert,  John  D  922  Bushwick  Ave. 

Dickinson,  Robert  L  168  Clinton  St. 

Dillon,  William   192  North  Sixth  St. 

Dixon,  Herbert  S  141  Lewis  Ave. 

Dorn,  Elliott  1  4  Broome  St. 

Dowd,  James  H.  B  3923  Fort  Hamilton  Ave. 

Dower,  Andrew  J  500  Ocean  Ave. 

Doyle,  Francis  Benedict   311  State  St. 
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Drury,  George   235  Washington  Ave. 

Dudley,  William  F  32  Livingston  St. 

Dttffield,  Warren  L    119  Berkeley  PI. 

Durham,  Roger   671  Vanderbitt  Ave. 

Durkee,  John  W  142  Clinton  St. 

E 

Eastman,  Frederick  C  1269  Bergen  St. 

Eastmond,  Charles  382  Adelphi  St. 

Edson,  JJenjamin  83  St.  Marks  Ave. 

Erdmann,  Adolph  Frederick  458  Ninth  St. 

Evans,  George  A  909  Bedford  Ave. 

F 

Fairbairn,  Flenry  A  249  McDonough  St. 

Figueira,  Mathias  14  Stuyvesant  Ave. 

Fiske,  Edwin  H  20  Fort  Greene  PI. 

Fitzgerald,  J.  F  Kings  County  Hospital 

Fleming.  James  W  471  Bedford  Ave. 

Foote,  Lewis  N  147  Hancock  St. 

Fowler,  Russell  S  .301  DeKalb  Ave. 

Eraser,  Homer  E  18  South  Portland  Ave. 

French,  Thomas  R  150  Joralemon  St. 

Frischbier,  Charles  P  865  Halsey  St. 

Frischbier,  Otto  G  235  Humboldt  St. 

Fuhs,  Jacob  871  Park  PI. 

Fulda,  Carl   1096  Halsey  St. 

G 

Gallagher,  James  T  449  Lafayette  Ave. 

Geis,  Norman  P  J325  Pacific  St. 

Genthner,  Philip  J  384  Court  St. 

Gildersleeve,  Charles  P  18  Schermerhorn  St. 

Goodrich,  Charles  H  280  Park  PI. 

Gordon,  Charles  A  596  Hancock  St. 

Gordon,  Onslow  A  71  Halsey  St. 

Grant,  Walter  S  340  Stuyvesant  Ave. 

Griffiths,  Albert  T  11 15  Ocean  Ave. 

Guenther,  T.  C  20  Seventh  Ave. 

H 

Hall,  Gordon  R  164  Clinton  St. 

Mailer,  J.  Frederick  291  Stuyvesant  Ave. 

Hamlin,  George  D  1260  Pacific  St. 

Hancock,  James  Cole  43  Cambridge  PL 

Eiarrigan,  John  401  Clinton  St. 

Harrington,  Burt  D  50  Lenox  Rd. 

Harrison,  Daniel  A  31  Sidney  PI. 

Match,  Edwin  A  857  Marcy  Ave. 

Mauley,  George  R  203  Gates  Ave. 

Hegeman,  Thomas  l»  2003  Xewkirk  Ave. 

Henderson.  George  K  6l  Taylor  St. 

I  [enry,  Charles  G  56  Clark  St. 

Herriman,  Rudolph  L.  F  1083  Boshwick  Ave. 

I  licks,  Edward  E  295  Stuyvesant  Ave. 

Hirsemann,  Walter  G  408  Clinton  St. 

Hodges,  Kdward   150  Halsey  St. 
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Holden,  Frederick  C  63  Seventh  Ave. 

Hoole,  Lester  Page  974  St.  Marks  Ave. 

Horni,  John  179  Penn  St. 

Horstman,  August  G  Jewish  Hospital 

Howe,  Alexander  Coddling  307  Cumberland  St. 

Hoxie,  Edward  Hazard  1  Hart  St. 

Hubbard,  William  S  1138  Bergen  St. 

Hulse,  Clarence  H  20  Monitor  St. 

Humpstone,  O.  Paul  105  Greene  Ave. 

Hussey,  Augustus  A  295  Hancock  St. 

Hyde,  Clarence  R  126  Joralemon  St. 

I 

Ingalls,  James  W  874  Lafayette  Ave. 

Ives,  Robert  F  8504  Twenty-second  Ave. 

j 

Jackman,  Luther  Taylor  257  Twelfth  St. 

Jameson,  P.  Chalmers  139  Montague  St. 

Jennings,  John  E  164  Halsey  St. 

Jewett,  Charles  330  Clinton  Ave. 

Jewett,  Frederick  A  282  Hancock  St. 

Jewett,  Harold  F  1072  Bergen  St. 

Jewett,  William  A  380  Vanderbilt  Ave. 

Joachim,  Henry   2  Brevoort  PI. 

Joerg,  Oswald  12  Schermerhorn  St. 

Judd,  Albert  Martin  375  Grand  Ave. 

K 

Kasper,  Gerard   1320  Bushwick  Ave. 

Keil,  Peter  A  164  Arlington  Ave. 

Kene,  Joseph  A  64  Greene  Ave. 

Kennedy,  James  C  762  Willoughby  Ave. 

Kerr,  Le  Grand  42  Gates  Ave. 

Kevin,  Christopher  D  719  Halsey  St. 

Kevin,  J.  Richard  252  Gates  Ave. 

Keyes,  James  J  226  Seventeenth  St. 

Kinne,  William  48  Fourth  Ave. 

Kirk,  F.  James  233  Weirfield  St. 

Knause,  B.  Frank  1076  Bushwick  Ave. 

Koerner,  William  F  154  Rodney  St. 

Konther,  Adolph  Frederick  184  Ridgewood  Ave. 

Kuhn,  George  R  122  Clinton  Ave. 

L 

Lack,  C.  Eugene  692  Tenth  St. 

Lamadrid,  Julio  J  412  Greene  Ave. 

Langstaflf,  Lewis  G  175  Sixth  Ave. 

Lanza,  Michele   97  Schenck  Ave. 

Lawrence,  Andrew  Wilson  558  Bedford  Ave. 

Lee,  John  A  23  Revere  PI. 

Lester,  John  C  175  Schermerhorn  St. 

Lewis,  Maurice  T  414  Fifty-fifth  St. 

Lewis,  Stewart  37  Cambridge  PL 

Lindridge,  Edward  F  424  Vanderbilt  Ave. 

Little,  George  F  469  Clinton  Ave. 

Little,  William  A  923  Bedford  Ave. 

Loewe,  Jacques   71  McKibben  St. 
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Long-more,  John  A  26  Schermerhorn  St. 

Longstreet,  Arthur  Hubert  20  Seventh  Ave. 

Louria,  Leon   249  Hewes  St. 

Love,  Cornelius  R  167  Clinton  St. 

Lubrecht,  Charles  A  966  Bedford  Ave. 

Lucas,  David  F  552  Pacific  St. 

Ludlum,  Walter  J  262  East  Fifteenth  St. 

Luhrsen,  Ernest  Frederick  292  Greene  Ave. 

Lutz,  Stephen  H  284  Hancock  St. 

M 

MacGoy,  Cecil  151  Clinton  St. 

MacEvitt,  James   514  Ninth  St. 

MacEvitt,  John  C  407  Clinton  St. 

MacGilvary,  Stanley  H  822  Bedford  Ave. 

MacXaughton,  Donald  Stuart  479  Clinton  Ave. 

MacYean,  Charles  H  131 5  Fifty-second  St. 

McChesney,  Herman  Franklin  90  Halsey  St. 

McClelland,  LefTerts  A  78  McDonough  St. 

McCorkle,  John  A  149  Clinton  St. 

McEntee,  Edward  J  93  Lee  Ave. 

McXamara,  Sylvester  James  ...369  Union  St. 

McXaughton,  George   479  Clinton  Ave. 

Maddren,  William   1  Hanson  PI. 

Maddren, -William  Harvey  131  South  Oxford  St. 

Manecke,  Phillipp   1058  Bushwick  Ave. 

Mangan,  Daniel  C  95  Park  Ave. 

Mauley,  Mark  261  Monroe  St. 

Manning,  Charles  Edwarde  480  Putnam  Ave. 

Marsh,  Edward  F  448  Ninth  St. 

Marshall,  Joseph  Hall  536  Monroe  St. 

Matheson,  A.  Ross  37  Seventh  Ave. 

Matheson,  Sewall  173  Underbill  Ave. 

Matson,  Nathaniel   1249  Pacific  St. 

Mavne,  Earl  H  8744  Eighteenth  Ave. 

Medd,  John  C  210  Garfield  PL 

Merzbach,  Joseph   198  Eighth  Ave. 

Mills,  Henry  M  192a  Sixth  Ave. 

Miller,  Francis  H  64  Pennsylvania  Ave. 

Miller,  George  Isaac  700  St.  Marks  Ave. 

Miller,  Lewis  H  109  Halsey  St. 

Morris,  Edward  J  976  St.  Marks  Ave. 

Morrison,  Robert  J  354  Tompkins  Ave. 

Morton,  Henry  H  32  Schermerhorn  St. 

Morton,  Lawrence  J  Fort  Hamilton  Parkway  and  Eighty-eighth  St. 

Mosher,  Burr  Burton   44  Court  St. 

Moxom,  Philip  W.  T  1807  Ditmas  Ave. 

Munson,  Forbes  J  330a  Lafayette  Ave. 

Muren,  G.  Morgan   36  Orange  St. 

Murray,  Archibald   361  Henry  St. 

N 

Napier,  (  harks  Dwight  494  Washington  Ave. 

Nichols,  Loin's  1  386  Stuyvesant  Ave. 

North,  Nelson  I  t50  Hancock  St. 

Northridge,  Thomas  II  320  Cumberland  St. 

Northrkfge,  W  illiam  A  21    Hanson  PI. 
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O 

O'Connell,  Joseph  J  190  Eighth  Ave. 

Otis..  F.  Burton  369  Hancock  St. 

P 

Paffard,  Frederick  C  238  Clinton  St. 

Palmer,  Ernest   155  Clinton  St. 

Pentlarge,  Victor  H  198  Eighth  Ave. 

Peterman,  Charles  P  809a  Greene  Ave. 

Pettit,  Henry  S  Adelphi  College 

Philleo,  Willis  H  155  Herkimer  St. 

Pilcher,  Lewis  S  386  Grand  Ave. 

Pilcher,  Paul   386  Grand  Ave. 

Polak,  John  0  287  Clinton  Ave. 

Pomerov,  Ralph  H  511  Nostrand  Ave. 

Pool,  William  P  147  Clinton  St. 

Potter,  Alfred   523  Twelfth  St. 

Price,  Henry  R  435  Clinton  Ave. 

Prout,  Jonathan  S  26  Schermerhorn  St. 

Q 

Quell,  John  A  478  Decatur  St. 

R 

Rae,  Alexander  117  Henry  St. 

Rankin,  John  600  Jefferson  Ave. 

Rankin,  William  H  151  Hancock  St. 

Rathbun,  Nathaniel  P  442  Greene  Ave. 

Rauth,  Emil  695  Lafayette  Ave. 

Raynor,  Frank  C  157  Clinton  St. 

Read,  Henry  N  228  Clinton  St. 

Reb,  John  H  328  Jay  St. 

Reed,  George  E  737  Putnam  Ave. 

Reeve,  Albert  L  420  Gold  St. 

Reichers,  George  Henry  141 1  Bushwick  Ave. 

Reynolds,  Willard  G  516  Nostrand  Ave. 

Riggs,  Herman  C  117  Montague  St. 

Roberts,  Dudley  D  84  Remsen  St. 

Robertson,  Victor  A  834  Union  St. 

Rogers,  Herbert  C  377  Gates  Ave. 

Rogers,  H.  Edward  813  Willoughby  Ave. 

Ross,  William  H  Hewes  St.  and  Lee  Ave. 

Royce,  Rubert  S  211  Greene  Ave. 

Russell,  Julien  W  6  Plaza  St. 

S 

Sauer,  C.  Theodore  284  Sixth  Ave. 

Schauf,  Adam  198  Vernon  Ave. 

Schelling,  Henry  L  264  Stuyvesant  Ave. 

Schirmer,  William  C  596  St.  Marks  Ave. 

Schlitz,  Francis  Augustus  28  Jefferson  St. 

Schoenijahn,  W.  Carl  822  Union  St. 

Schroeder,  Frederick,  Jr  22  St.  Johns  PI. 

Schroeder,  William   339  President  St. 

Scofield,  Charles  Edward  72  Lee  Ave. 

Scott,  Peter  126  New  York  Ave. 

Search,  Charles  J  453  Franklin  Ave. 
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Shattuck,  Warren  S  160  Clinton  St. 

Shea,  J.  Denton  427  Eighth  Ave. 

Shepard,  William  H  415  Fifty-sixth  St. 

Sheppard,  John  E  130  Montague  St. 

Sherwell,  Samuel  33  Schermerhorn  St. 

Sherwood,  Walter  A  562  Bergen  St. 

Shipley,  Alfred  E  in  Halsey  St. 

Shoop,  Frederick  J  316  Cumberland  St. 

Simmons,  Warren  S  216  St.  James  PI. 

Simmons,  William   23  Schermerhorn  St. 

Simrell,  George  W.  190  Clarkson  St. 

Skelton,  Eugene  Wilson  296  Sixth  Ave. 

Sloat,  Horace  M  149  Van  Buren  St. 

Smith,  Edward  J  2016  Albemarle  Rd. 

Smith,  George  Albert  Hayes  313  Sixth  Ave. 

Smith,  Henry  Mitchell   113  Montague  St. 

Smith,  J.  Wheeler  1120  Herkimer  St. 

Somers,  James  Alpheus  96  Greene  Ave. 

Spence,  Thomas  B  139  Seventh  Ave. 

Sterling,  John  H  45  Hanson  PI. 

Stern,  Bernard   2604  Avenue  F 

Stevens,  Joseph  William  835  Hancock  St. 

Stickle,  Charles  W  130  Montague  St. 

Stivers,  George  L  303  Vanderbilt  Ave. 

Stivers,  John  R  180  Lefferts  PI. 

Stoney,  Frank  E.  A  229  Eighty-second  St. 

Straub,  George  C  846  St.  Johns  PI. 

Sturges,  Purdy  H  145  Seventh  Ave. 

Sullivan,  John  D  74  McDonough  St. 

T 

Taddikin,  Paul  G  Long  Island  State  Hospital 

Tag,  Charles  H  168  Keap  St. 

Tarbox,  Harry  R  n  78  Dean  St. 

Taylor,  John  M  438  Third  St. 

Taylor,  J.  Richard  1275  Bedford  Ave. 

Taylor,  Stephen  L  644  St.  Marks  Ave. 

Taylor,  Vernon  E  427  Decatur  St. 

Terhune,  James  J  169  Adelphi  St. 

Thayer,  Nathan  P  1601  Avenue  H 

Thomas,  Jerome  B  171  Joralemon  St. 

Thompson,  James  E  223  Greene  Ave. 

Tilney,  Frederick  47  Pierrepont  St. 
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IT  is  the  intention  of  this  paper  to 
treat  briefly,  some  of  the  more  ob- 
vious abdominal  conditions,  with 
special  attention  to  the  indications 
for  immediate  operations,  and  to 
point  out  those  symptoms  which 
render  operation  strongly  advisable, 
if  not  immediately  essential.  It 
must  be  brief,  as  the  time  is  not 
extended,  and  superficial,  in  that  it 
intends  not  to  deal  with  rare  condi- 
tions, or  remote  causes,  but  to  em- 
phasize the  more  important  of  those 
usual  forms  under  which  the  abdo- 
minal disease  presents  itself.  To 
restrict  the  scope  of  the  paper,  I 
shall  eliminate  those  surgical  condi- 
tions arising  from  hernia,  gun-shot 
wounds,  perforating  wounds  of  the 
abdomen  and  perforating  wounds  of 
the  kidneys. 

The  frequency  of  the  various  con- 
ditions is  shown  by  the  following 
table  of  Benda,  quoted  by  von  Berg- 
nianii.  In  four  hundred  and  forty- 
six  autopsies,  made  on  cases  of  gen- 
eral peritonitis,  we  find  the  exciting 
causes  to  have  been  the  following 
percentages : 

Intestines  (excluding  stomach 


and  duodenum)    26.45 

Appendix   25.78 

Female  Genitals   18.16 

Stomach  and  Duodenum   15.24 

Unknown    7  •  84 

Gall  Bladder    2.24 


Post  Operative   89 

Pancreas   44 

Hematogenous  Origin  ......  .44 

Spleen   22 

This  table  shows  markedly  the 
vast  preponderance  of  the  well  rec- 
ognized conditions,  those  which  are 
most  frequently  the  cause  for  opera- 
tive interference  and  whose  symp- 
toms are,  in  general,  so  marked  as  to 
permit  of  at  least  a  presumptive  di- 
agnosis. In  many  cases,  however,  the 
diagnosis  is  in  doubt,  and  I  have  de- 
cided to  present  the  general  indica- 
tions of  any  abdominal  disease,  taking 
up  the  special  conditions  separately  in 
the  endeavor  to  show  that  the  opera- 
tive indications  may  be  marked,  when 
even  the  viscus,  which  is  the  seat  of 
the  inflammation,  may  be  in  doubt. 

Temperature.  The  presence  of  a 
temperature,  registered  to  more  than 
100  deg.  F.  for  36  hours,  in  the  ab- 
sence of  other  disease,  and  in  the  pres- 
ence of  abdominal  symptoms,  to  be 
further  enumerated,  points  to  an  in- 
volvement of  the  peritoneum,  and 
should  be  regarded  as  significant  of 
an  inflammation  so  situated.  Higher 
temperature  may  point  to  a  greater 
degree  of  involvement,  but  a  sudden 
fall  to  normal,  or  below,  is  regarded 
not  as  a  favorable  sign,  but  significant 
of  decreased  resistance,  or  the  spread 
of  the  inflammation.    With  a  subse- 
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quent  rise,  this  fall  of  temperature 
may  be  said  to  be,  almost  in  itself,  a 
sign  of  spreading  inflammation.  The 
absence  of  temperature,  ar  a  sub- 
normal temperature,  does  not  exclude 
the  possibility  of  grave  peritoneal  in- 
v<  ►lvement. 

The  Pulse.  Apart  from  other  con- 
ditions, a  pulse  remaining  above  100 
per  minute  for  36  hours  and  possess- 
ing that  quality  of  resistance,  which 
is  more  readily  appreciated  than  de- 
scibed,  but  may  be  referred  to  as  not 
strong,  but  hard,  constitutes  also  a 
marked  symptom  of  peritoneal  in- 
flammation. 

Changes  in  the  blood.  In  these 
days  of  laboratory  diagnosis,  are  sig- 
nificant, and  it  is  not  so  much  the  in- 
crease in  the  leucocytes  as  in  the 
change  in  character  of  these  cells, 
which  affords  a  valuable  sign  in  in- 
cipient inflammatory  processes.  The 
increase  of  the  polymorphonuclear 
leucocytes  above  75  per  cent,  of  the 
total  of  the  white  cells  is  of  marked 
significance  and  points  to  an  in- 
flammation which  is  spreading.  If 
taken  in  conjunction  with  the  leuco- 
cyte count,  all  rises  in  the  polymor- 
phonuclear leucocytes,  which  exceed 
1  per  cent,  for  every  1,000  increase 
above  10,000,  should  be  regarded 
as  indicating  an  increasing  inflam- 
mation of  a  purulent  or  gangrenous 
character.  (C.  L.  Gibson,  Annals 
of  Surgery,  April,  06.)  But,  even 
if  the  total  leucocytes  may  not  be 
determined,  it  is  comparatively  an 
easy  matter  to  make  a  smear  and  de- 
termine the  proportion  of  the  poly- 
morphonuclear leucocytes  to  the  total 
number  of  white  cells,  and  every  dev- 
iation from  the  normal  75  per  cent, 
may  be  regarded  of  marked  signifi- 
cance, especially  if  a  second  smear, 
taken  later,  shows  a  still  greater  in- 
crease. 

The  f (tries  has  been  described  in 
various  ways.  To  me  the  most 
marked  expression  in  grave  acute  con- 
ditions is  that  of  fear.  Being  but  the 
reflex  of  the  mental  condition  we  find 
that  perfect  willingness  to  consent  to 
whatever  mav  be  suggested  by  his  at- 


tending physician.  The  variation  of 
personality  is  more  or  less  obliterated, 
with  these  patients,  and  the  state- 
ments of  authority  regarded  as  final. 

The  alimentary  tract  presents  a  dis- 
turbance of  normal  functions,  condi- 
tioned to  a  great  extent  on  the  form 
of  inflammation  and  varying  in  de- 
gree with  the  viscus  invaded.  The 
general  rule  is,  however,  that  there  is 
more  or  less  gastric  disturbance, 
nausea  and  vomiting,  which  may  be 
repeated,  and  a  condition  of  gastric 
distress.  The  bowels  move  sluggishly 
or  not  at  all,  unless  stimulated  with 
medication,  and  even  the  passage  of 
flatus  from  the  bowels  may  be  no- 
ticeably absent  though  the  patient 
may  not  complain  of  gaseous  disten- 
sion, which  may  be  well  marked. 
Vomiting  which  may  be  present  in  all 
cases,  is  more  marked  where  the  in- 
flammation involves  the  upper  por- 
tion of  the  alimentary  tract,  while 
constipation  is  more  marked  when  the 
lesion  is  in  the  lower  portion  of  the 
alimentary  tract.  The  recurrence  of 
vomiting  sometime  after  the  initial 
attack  often  points  to  a  spreading 
peritonitis  and  is  a  symptom  of 
marked  significance. 

Localizing  signs — Pain.  This  may 
be  of  varying  intensity  and  described 
in  various  ways  from  sticking  to  dull, 
with  a  preference  to  that  pain  referred 
to  as  cramp-like.  It  may  be  located 
around  the  umbilicus,  or  in  the  lum- 
bar region,  or  in  any  other  portion  of 
the  abdomen,  and  is  frequently  re- 
ferred to  the  lower  area  of  the  chest. 
This  being  so  well  marked  that  the 
diagnosis  of  pneumonia,  or  pleurisy, 
is  often  a  more  obvious  explanation 
of  the  symptom  complex  than  an  ab- 
dominal condition.  The  reverse  of 
this  is  also  true  and  many  cases  of 
pneumonia  and  pleurisy  have  been  di- 
agnosed as  some  abdominal  disease. 
Later  the  pain  may  point  more  clearly 
to  the  situation  and  frequently  the 
pain,  which  may  have  seemed  vague 
in  point  of  place,  is  referred  by  the 
patient  to  the  site  of  the  lesion,  though 
this  is.  by  no  means,  an  accurate 
guide.    The  sudden  cessation  of  pain 


INDICATIONS  FOR  IMMEDIATE  ABDOMINAL  OPERATIONS. 


319 


may  point  to  the  breaking  clown  of 
the  infected  area  and  a  spread  of  the 
confined  inflammatory  products  into 
the  peritoneal  cavity. 

Tenderness  on  pressure  leads  to 
a  much  closer  localization.  The  ten- 
derness may  be  diffuse,  but  a  point  of 
maximum  tenderness  being  made  out, 
points  to  the  seat  of  the  lesion  and 
often,  in  appendicitis,  when  the  ten- 
derness over  McBurney's  point  is  not 
marked,  a  corresponding  point  in  the 
lumbar  region  may  be  well  defined, 
with  the  probability  that  the  inflam- 
mation is  largely  in  the  posterior  area 
of  the  abdomen.  When  the  tender- 
ness which  has  been  localized  shows 
a  tendency  to  spread,  it  means  an 
extending  process,  and  in  conjunction 
with  other  signs  of  spreading,  is  one 
of  the  cardinal  indications  for  early 
operative  interference. 

Rigidity  of  the  abdominal  muscles 
is  most  valuable  and,  taken  with  ten- 
derness, goes  far  toward  establishing 
a  localized  diagnosis.  The  area  of 
most  marked  rigidity  may  be  small, 
it  may  be  slight,  but  it  should  be  rec- 
ognized as  Nature's  effort  to  splint 
the  injured  part  and,  as  such,  affords 
a  valuable  index,  which  is  added  to. 
by  the  fact  that  its  presence  is  not  de- 
pendent on  the  behavior  of  the  pa- 
tient, and  we  eliminate  the  personal 
equation,  so  readily  understood,  when 
eliciting  the  symptoms  of  tenderness 
and  pain.  Like  tenderness,  a  spread- 
ing of  the  rigidity  and  an  increase  of 
its  intensity,  a  tendency  to  become 
general,  is  another  of  the  marked 
symptoms  calling  for  immediate  sur- 
gical exploration. 

Allied  to  rigidity  and  from  the  same 
causes  is  resistance  of  the  costal  arch 
of  value  in  inflammations  in  the  upper 
abdomen,  but  it  is  also  to  be  elicited 
when  rigidity  holds  the  lower  abdo- 
men in  an  equal  grip,  and  of  even 
greater  value  when  the  inflammation 
involves  the  liver,  or  its  immediate 
neighboring  viscera,  as  in  duodenal 
ulcer  or  gall-bladder  disease, 
far  as  the  localizing  of  the  condition  is 

The  presence  of  a  tumor  is  final  so 
concerned,  but  its  absence  is  no  criter- 


ion. The  well-known  difficulty,  one 
might  almost  say,  impossibility  of  pal- 
pating the  appendix  under  any  condi- 
tions, but  particuarly  in  inflammatory 
disease,  is  well  known.  The  sensation 
of  a  mass  being  readily  imparted  by 
the  edge  of  a  rigid  rectus,  and  the 
brim  of  the  pelvis  in  deeper  palpation, 
the  depth  being  still  further  obscured 
by  the  irregular  rigidity  accompany- 
ing the  condition.  While  in  some 
conditions  a  tumor  is  readily  palpable, 
in  many,  in  fact,  in  most,  the  pres- 
ence of  a  tumor  may  be  in  doubt 
where  a  very  considerable  mass  is 
made  out  at  operation,  percussion 
having  also  failed  to  reveal  the  true 
state  of  affairs. 

Appendicitis.  As  shown  by  the 
table,  the  appendix  is  a  very  fre- 
quent cause  of  death,  by  giving 
rise  to  a  general  peritonitis,  and 
it  may  be  advantageous  to  con- 
sider the  indication  for  operation  on 
this  organ  separately.  The  extreme 
variation  of  inflammation  presenting 
almost  an  identical  symptom  complex, 
makes  any  inflammation  referred  to 
the  region  of  the  appendix  the  subject 
of  grave  surgical  apprehension.  The 
symptoms  accompanying  the  attack 
of  catarrhal  appendicitis  are  often 
more  marked,  especially  early  and 
from  the  subjective  standpoint,  than 
the  most  virulent  gangrenous  proc- 
esses, and  the  recession  of  pain  and 
temperature,  which  often  occurs  with 
a  lessening  of  rigidity  and  tenderness, 
with  the  establishment  of  gangrene  of 
the  appendix,  simulates  to  a  marked 
degree  the  end  and  cure  of  the  catar- 
rhal process.  This  corresponding 
group  of  symptoms,  pointing  to  such 
divergent  conditions,  is  markedly  con- 
fusing; but  the  less  obvious  tests  will 
be  of  value.  The  leucocyte  count 
may  indeed  fall  in  both,  but  the  poly- 
morphonuclear count  remains  the 
same,  or  rises  in  gangrene,  while  it 
tends  to  return  to  normal  in  the  de- 
clining stage  of  the  catarrhal  process, 
and  the  facies  of  the  patient  still  pre- 
sents the  signs  of  fear,  seen  in  the 
continued  process.  The  further 
course  is  markedly  different,  but  the 
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imperative  need  is  in  the  gangrenous 
cases  for  immediate  operation,  with  a 
fair  prospect  of  finding  a  beginning 
general  peritonitis. 

It  is  also  obvious  that  former  at- 
tacks render  any  one  attack  doubly 
dangerous,  and  though  the  former 
attacks  may  have  been  slight,  they 
often  leave  a  damaged  and  crippled 
appendix  which  resists  with  the  in- 
creasing difficulty  every  attack,  which 
leads  one  to  advise  operation  after 
any  attack  of  appendicitis,  and  to  re- 
gard with  a  very  considerable  degree 
of  anxiety,  a  peri-thyphilitic  inflam- 
mation in  any  patient  who  has  had 
any  former  disease  in  this  region. 
The  symptoms  pointing  to  appendicitis 
and  the  localizing  signs  placed,  not  in 
the  right  iliac  fosa,  but  in  the  median 
line  or  in  the  right  lumbar  or  hypo- 
chondriac region  may  still  well  mean 
appendicitis,  and  the  author  has  often 
operated  on  appendices  situated  in  the 
fossa,  between  the  liver  and  the  kid- 
ney, the  cecum  having  remained  in  its 
infantile  or  fetal  situation,  and  this  in 
patients  presenting  no  other  signs  of 
arrested  development.  From  the  fore- 
going it  is  seen  that  appendix  inflam- 
mation is  the  type  of  early  peritoneal 
inflammation,  presenting  as  it  does  all 
the  characteristics  of  early  involve- 
ment of  the  peritoneum  and  being- 
ready  of  access  for  purposes  of  diag- 
nosis and  operation,  and  being  a  part 
of  the  alimentary  tract  and  being  re- 
lated to  it  not  only  by  contiguity  but 
continuity,  the  intestinal  symptoms 
are  often  the  earliest  and,  in  general, 
the  most  marked. 

Pyosalpinx.  in  another  condi- 
tion, situated  nearly  and  in  the 
same  general  division  of  the  ab- 
domen, pyosalpinx  presents  a  dif- 
ference in  several  particulars.  The 
inflammation  often  shows  a  tendency 
to  subside  and  form  a  more  or  less 
chronic  abscess,  with  occasional  ex- 
acerbation^. The  intestinal  symptoms 
are  less,  the  irritative  signs  in  the 
peritoneum  are  not  SO  marked,  and  an 
abscess  oi  considerable  dimensions 
may  be  carried  about  by  the  patient 
with  no  very  marked  disability-  The. 


indications  are  seldom  imperative. 
W  hile  operation  in  the  acute  stage, 
or  during  the  exacerbation  is  not  to 
be  advised,  unless  the  signs  point  to 
peritoneal  irritation.  Still,  operation 
should  be  strongly  advised  in  any  in- 
terval, and  even  in  the  acute  stage, 
when  any  of  the  above  mentioned 
general  indications  are  present. 

Gall  Bladder.  Inflammations  of 
the  gall-bladder  present,  in  most 
cases,  a  combination  of  mechanical 
and  inflammatory  conditions.  As 
this  paper  merely  concerns  the  im- 
mediate conditions,  the  usual  mani- 
festations of  stone  and  new  growth, 
do  not  come  within  its  scope.  The 
presence  of  any  inflammation  in 
the  gall-bladder  itself,  or  its  immedi- 
ate connections,  calls  for  operation  in 
the  same  way  that  any  peritoneum 
covered  viscus  calls  for  attention  when 
inflamed.  The  signs,  in  general,  are 
those  mentioned  under  the  general 
conditions.  With  the  localizing  phe- 
nomena situated  in  the  gall-bladder 
region,  a  tumor  often  palpable  and  a 
marked  disturbance  of  the  intestinal 
processes ;  while  a  formerly  healthy 
gall-bladder  is  capable  of  immense 
distension,  one  which  has  been  dis- 
tended and  deformed  by  calculous  and 
other  diseases  may  not  reach  even  the 
size  of  a  normal  gall-bladder,  though 
it  be  the  seat  of  a  virulent  inflamma- 
tion. 

Stomach  and  Duodenum.  The 
conditions  arising  from  the  stomach 
and  duodenum  calling  for  imme- 
diate operation  are  peptic  ulcer  and 
its  sequelae  in  the  vast  majority 
of  cases.  It  is  not  the  purpose  of  this 
paper  to  treat  of  the  rarer  conditions, 
such  as  phlegmonous  gastritis  and 
duodenal  perforations  from  biliary 
stone.  The  peptic  ulcer  may  present 
itself  in  any  portion  of  the  stomach, 
principally,  however,  along  the  lesser 
curvature  and  toward  the  pylorus 
and  in  any  part  of  the  duodenum, 
above  the  entrance  of  the  common  bile 
and  pancreatic  ducts.    W  hile  the  gas 

trie  nicer  is  more  frequent  to  a  high 

degree  in  women,  and  less  likely  to 
perforate,  the  duodenal  ulcer  shows 
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a  marked  tendency  to  perforation  and 
is  more  commonly  present  in  the 
male.  With  the  non-perforating  gas- 
tric ulcer,  it  is  not  the  purpose  of  this 
paper  to  deal ;  I  shall  merely  mention 
the  principal  indications  for  operation 
when  this  condition  is  suspected.  The 
presence  of  pain,  marked  tenderness, 
localized  in  the  epigastrium,  or  right 
hypochondrium,  and  marked  in  de- 
gree with  strong  rigidity  of  the  upper 
portion  of  the  right  rectus  muscle, 
coming  on  suddenly,  symptoms  of  in- 
ternal hemorrhage,  and  a  rapidly 
spreading  peritonitis  of  the  upper 
zone,  there  is  no  question  as  to  the 
advisability  of  immediate  operation. 
These  signs  may,  however,  be  present 
to  a  lesser  degree,  or  may  in  part 
be  absent,  without,  however,  altering 
the  conditions,  as  the  ulcer  may  have 
perforated  into  the  lesser  sac,  and  the 
leak  being  small  and  the  spread  slow, 
the  symptoms  may  be  less  marked,  the 
actual  nature  of  the  difficulty  not  be- 
ing made  out  until  a  suphrenic  abscess 
develops. 

Perforation  of  Typhoid  Ulcer. 
The  perforation  of  a  typhoid  ulcer 
presents  itself  as  one  of  the  most  im- 
perative of  conditions  and  one  in 
which  the  more  speedy  the  diagnosis 
and  operation,  the  greater  the  chance 
for  the  patient.  The  imperative  char- 
acter of  the  condition  needs  no  men- 
tion, as  there  is  but  one  conclusion  in 
the  absence  of  the  operative  closure  of 
the  rent  in  the  intestinal  wall.  The 
difficulty  of  diagnosis  has  been  less- 
ened by  the  information  given  by  the 
leucocyte  differential  count.  The 
change  in  this  is  marked,  the  charac- 
teristic blood-picture  of  typhoid  fever 
being  a  low  leucocyte  count  accom- 
panied by  a  relative  lymphocytosis. 
With  the  advent  of  the  peritoneal  in- 
flammation there  should  be  a  rise  in 
the  total  number  of  leucocytes  and 
marked  increase  of  the  polymorpho- 
nuclear leucocytes,  this  increase  tend- 
ing to  become  greater  as  the  perito- 
neal inflammation  advances.  The 
sudden  change  in  the  patient's  condi- 
tion, the  hard,  weak  pulse,  the  change 
in  the  facies  and  the  local  symptoms 


make  up,  with  the  blood  findings,  a 
picture  which  cannot  fail  of  recogni- 
tion. 

Pancreatitis.  Pancreatitis  is  one  of 
those  notoriously  uncertain  conditions 
which  calls  for  immediate  operation, 
generally,  when  the  diagnosis  is  uncer- 
tain, the  operation  being  frequently 
undertaken  with  the  expectation  of 
finding  gastric,  or  gall-bladder  dis- 
ease, or  when  no  seat  may  be  deter- 
mined. Its  very  uncertainty  renders 
operation  a  necessity,  and  its  symp- 
toms which  advise  operation,  may  be 
summed  up  as  appendicitis  of  the  epi- 
gastrium. There  is  generally  an 
acute  onset,  the  pain  is  severe,  there 
are  the  signs  of  a  peritonitis  in  the 
upper  abdominal  zone  in  the  middle 
line  and  from  there  on  a  diagnosis 
must  be  made  from  what  is  found  at 
operation,  and  even  then,  in  many 
cases,  the  viscus  was  uncertain  until 
the  microscope  had  determined  that 
the  bleeding,  inflammatory  mass  con- 
tained pancreatic  tissue. 

Intestinal  Obstruction.  Intestinal 
obstruction  offers  so  well  defined  a 
picture  in  the  acute  form  with 
its  marked  intestinal  symptoms,  the 
abdominal  distention  and,  in  most 
cases,  the  absence  of  constitutional 
symptoms,  other  than  those  de- 
pendent on  the  unbalancing  of  the  di- 
gestion, that  the  indications  are  those 
symptoms  so  well  known  which  point 
to  this  condition.  Its  comparative 
rarity  in  abdomens  which  have  never 
been  the  seat  of  any  former  disease 
leads  one  to  regard  the  attack  of  in- 
testinal obstruction  as  due  to  some 
other  condition  than  mere  mechanical 
obstruction,  and  to  assume  an  inflam- 
mation either  present  at  the  time  of 
the  attack,  or  antecedent  to  it,  at  any 
length  of  time.  The  localization  of 
the  obstruction  has  been  often  ac- 
complished, prior  to  operation,  with  a 
certain  degree  of  success,  but  in  a 
condition  so  immediate  as  this  and 
calling  for  such  instant  relief,  the  lo- 
calization seems  almost  an  unneces- 
sary refinement. 

Intussusception.  Intussusception 
may    be    proprely    regarded    as  a 
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rare  form  of  acute  intestinal  ob- 
struction, occurring  generally  after 
an  inflammatory  condition  of  the 
small  bowel  has  been  present  and 
showing  itself  in  a  typical  attack  of 
intestinal  obstruction,  with  pain  of 
marked  severity,  the  passage  of  mu- 
cus, or  more  frequently  bloody  mu- 
cus at  frequent  intervals,  tenesmus  of 
the  lower  bowel  and  a  palpable  tumor. 
This  tumor,  often  crescentric,  or 
sausage-shaped,  may  be  found  in  any 
part  of  the  abdomen,  and  while  tender 
itself,  there  is  not  present  the  peri- 
toneal tenderness,  and  its  palpation  is 
rendered  of  greater  ease  as,  in  such 
cases,  there  is  no  abdominal  rigidity. 
Its  definition  renders  operation  im- 
perative. 

Of  rarer  causes  of  conditions, 
which  call  for  operation,  it  is  not  the 
purpose  of  this  paper  to  deal,  but  a 
consideration  of  those  general  indica- 
tions mentioned  in  the  first  part  of 
the  discussion  are  sufficient  to  deter- 
mine the  advisability  in  those  condi- 
tions where  diagnosis  is  problemati- 
cal and  where  there  are  merely  the 
general  operative  signs.  It  may  be 
worthy  of  mention,  in  this  connection, 
that  many  of  the  rarer  and  less  ob- 
vious conditions  confronting  the  sur- 
ge m  before  operation,  resolve  them- 
selves into  appendicitis  when  the  ab- 
domen is  open. 

Of  the  abdominal  condition  calling 
for  operation  and  not  due  to  inflam- 
mation, the  only  ones  which  this  paper 
assumes  to  treat  of  arc  rupture  of  an 
abdominal  viscus  including  under  this 
head  the  condition  of  ruptured  extra- 
uterine pregnancy. 

Trauma  of  hirer .  Trauma  of 
the  liver  is  generally  dependent 
on  direct  violence,  and  to  rupture 
this  viscus  there  is  generally  re- 
quired enough  force  to  fracture  the 
overlying  costal  cage.  The  presence 
of  such  an  injury,  with  the  signs  of 
internal  hemorrhage,  which  need  not 
be  detailed,  is  sufficient  warrant  for 
exploration  of  the  hepatic  region  and 

it-  adnexa.  There  are  no  other  lo- 
calizing signs. 

Trauma     of    Spleen.      Many  of 


the  same  indications  are  applicable 
to  the  spleen,  but  this  organ  has 
been  ruptured  by  indirect  trauma 
without  injury  to  the  overlying  parts, 
and  the  localizing  signs,  other  than 
pain,  are  often  lacking.  The  bleed- 
ing is  more  rapid  than  from  a  wound 
in  any  other  viscus,  and  the  friability 
of  the  organ,  particularly  when  it  has 
been  diseased,  renders  it  always  the 
object  of  grave  surgical  suspicion, 
when  after  trifling  injury  to  the  ab- 
domen, the  signs  of  internal  bleeding 
present  themselves. 

Trauma  Kidneys.  The  kidney 
situated  retro-peritoneally  gives  no 
signs  referable  to  the  peritoneum 
when  the  subject  of  trauma,  but 
the  effusion  may  take  place  into 
that  cavity.  The  signs  of  violence 
in  the  neighborhood  of  this  vis- 
cus, with  the  usual  symptoms  of 
internal  hemorrhage  point  to  the  sit- 
uation and,  in  nearly  all  cases,  blood- 
stained urine  may  be  obtained  either 
by  natural  means  or  by  the  introduc- 
tion of  a  catheter,  a  positive  sign  in 
the  absence  of  injury  to  any  lower 
portion  of  the  genito-urinary  tract. 
Bleeding  from  the  kidney  may  be 
slow,  the  effusion  making  its  way  into 
the  retro-peritoneal  space  or  between 
the  planes  of  the  lumbar  fascia,  but 
the  necessity  of  drainage  is  evident, 
even  though  the  signs  of  hemorrhage 
are  but  slight,  on  account  of  the 
dangers  of  infection. 

Rupture  of  Urinary  Bladder.  Rup- 
ture, or  perforation  of  the  urinary 
bladder  presents  the  necessity  of 
the  most  immediate  action,  as  except 
in  cases  of  great  violence  the  healthy 
bladder  is  seldom  ruptured  unless  a 
high  degree  of  over-distension  is  pres- 
ent. The  urine  of  bladders  which  are 
commonly  the  seat  of  this  accident 
is  always  to  be  regarded  as  an  irri- 
tating fluid  and,  in  most  cases,  as 
actively  infectious,  containing  those 
agents  which,  while  they  may  cause 
hut  a  chronic  inflammation  of  the 
toughened  vesical  mucosa  are  most 
dangerous  to  the  delicate  peritoneum. 
W  hen  rupture  of  the  bladder  has  oc- 
curred, the  first  symptom  after  that 
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of  shock  may  be  the  failure  to  urinate 
or  the  passage  of  a  small  quantity  of 
bloody  urine,  no  urine  being  obtained 
by  catheter;  the  signs  of  a  rapidly 
spreading  peritonitis  first  manifesting 
itself  in  the  pelvis  and  showing  a  ten- 
dency to  spread,  constitutes  the  most 
urgent  class  of  cases  which  the  sur- 
geon is  called  upon  to  treat.  Occa- 
sionally when  the  catheter  passed  into 
the  bladder  reveals  but  a  small  quan- 
tity of  bloody  urine,  or  none  at  all, 
manipulation  may  guide  the  instru- 
ment through  the  rent  and  withdraw 
a  considerable  amount,  expelled  from 
the  contracted  viscus  which  has  col- 
lected in  the  recto-vesical  cul-de-sac. 
The  outcome  in  the  absence  of  speedy 
and  difficult  drainage  is  only  too  ob- 
vious. 

Rupture  of  Extra-Uterine  Preg- 
nancy. In  treating  the  rupture  of  an 
extra-uterine  pregnancy,  as  the  rupture 
of  a  retro-abdominal  viscus,  I  shall  not 
dwell  on  the  diagnosis  of  this  condi- 
tion, but  state  merely  the  most  salient 
of  the  features  calling  for  immediate 
surgical  interference.  Given  the 
signs  of  early  pregnancy,  with  possi- 
bly some  menstrual  abnormality,  any 
attack  of  pain  in  the  pelvis  presents 
ground  for  a  grave  apprehension,  and 
if  any  of  the  signs  of  internal  hemor- 
rhage are  present,  the  indication  is 


plain.  It  may,  however,  be  only  after 
many  prodromal  irregularities,  not 
characteristic  of  a  normal  early  preg- 
nancy that  the  terminal  hemorrhage 
takes  place,  but  if  the  diagnosis  is  sus- 
pected, and  may  not  be  confirmed,  the 
most  radical  measures  should  be 
adopted,  as  the  ordinarily  skilfully 
conducted  laparotomy  presents  so  few 
aspects  of  danger  in  the  present  stage 
of  aseptic  technique,  while  the  danger 
is  very  great  in  any  hemorrhage  which 
has  progressed  beyond  the  earliest 
stages. 

I  have  endeavored  to  point  out  the 
imperative  symptoms  of  a  spreading 
inflammation  of  the  peritoneum  and 
injury  to,  and  hemorrhages  from,  a 
ruptured  viscus,  and  to  urge  prompt 
surgical  interference,  when  these 
symptoms  are  present.  Every  case 
cannot  be  saved,  even  though  the  op- 
eration were  timely,  but  that  death 
from  these  conditions,  which  is  la- 
mentably common,  could  by  a  keen 
appreciation  of  these  imperative 
symptoms,  become  a  rarity,  I  think  is 
no  exaggeration.  Even  complicated 
by  heart  or  arterial  disease,  cirrhosis 
of  the  liver,  tuberculosis,  or  disease 
of  the  kidney,  unless  well  advanced, 
the  chances  are  better  with  than  with- 
out operation,  and  as  with  the 
uncomplicated  cases,  the  earlier  the 
better. 


INDICATIONS  FOR  IMMEDIATE  OPERATION  IN  DISEASES  OF 
THE  UPPER  ABDOMEN. 
By  RUSSELL  S.  FOWLER,  M.D. 


TAKING  the  word  immediate  to 
mean  on  the  instant,  there  are 
very  few  abdominal  conditions 
necessitating  an  immediate  operation. 
Our  understanding  of  the  word  im- 
mediate in  this  connection,  however, 
is  that  of  an  operation  to  be  per- 
formed at  the  earliest  possible  mo- 
ment, following  fairly  adequate  prep- 
aration for  the  initial  purpose  of 
saving  life. 

Limiting  his  remarks  to  the  upper 
abdomen,  it  might  be  well,  he  said, 


to  emphasize  the  fact  that  there  is  a 
great  difference  in  the  word  immedi- 
ate as  applied  to  operation  upon  the 
upper  abdomen  and  the  same  word 
applied  to  the  lower  abdomen.  Op- 
eration for  obstruction  or  septic  con- 
ditions occurring  in  the  upper  abdo- 
men are  immediately  imperative, 
while  the  same  condition  occurring  in 
the  lower  abdomen  may  be  delayed 
a  few  hours  under  proper  conditions ; 
such  conditions  being  absolute  rest 
of  the  patient  and  an  absolutely  empty 
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stomach — in  a  word  the  inhibition  of 
peristalsis.  To  digress  for  a  moment 
it  is  proven  that  if  the  stomach  be  kept 
empty  peristalsis  is  practically  nil, 
consequently  the  patient  is  placed 
under  conditions  under  which  locali- 
zation can  occur. 

To  explain  the  difference  between 
the  upper  and  lower  abdomen  it  is 
only  necessary  to  recall  the  anatomy 
of  the  peritoneum.  The  peritoneum 
is  an  enormous  lymph  sac,  and  inflam- 
mation of  this  membrane  is,  therefore, 
a  lymphangitis.  The  peritoneal  ab- 
sorbents are  represented  by  lymphat- 
ics in  the  structure  of  the  peritoneum. 
These  lymph  channels  are  large  and 
numerous  in  the  region  of  the  dia- 
phragm with  comparatively  large 
openings  or  stomata ;  in  the  intestinal 
area  the  lymph  trunks  and  stomata 
are  less  numerous,  while  in  the  pelvic 
area  the  larger  lymph  channels  and 
stomata  are  absent.  Inflammation  of 
the  peritoneum  is  exclusively  of  sep- 
tic origin  and  may  be  due  to  direct 
infection,  e.  g.,  contact  of  the  germ 
with  the  peritoneum ;  or  to  indirect 
infection  from  the  presence  of  toxins 
which  invade  the  peritoneum  through 
the  circulation.  Inflammation  of  the 
peritoneum  in  the  diaphragmatic  area, 
other  things  being  equal,  is  far  more 
dangerous  than  that  in  the  intestinal 
area,  on  account  of  the  presence  of 
the  large  absorbent  trunks  and  the 
slowness  with  which  they  are  sealed 
by  infection  and  thrombophlebitis. 

The  next  most  dangerous  area  is 
the  intestinal  area  where  the  lymph 
channels,  though  neither  so  large  nor 
so  numerous  as  in  the  region  of  the 
diaphragm,  are  still  sufficient  in  size 
t<>  permit  of  absorption  of  septic  ma- 
terial and  its  rapid  dissemination  in 
the  system  at  large.  Tn  the  pelvis 
the  peritoneum  is  rich  in  capillary 
lymphatics,  but  the  large  lymph  chan- 
nel- and  stomata  arc  absent.  TTcnce 
infection  and  inflammation  of  the 
lymphatics  of  the  pelvic  peritoneum 
quickly  occlude  the  capillary  lymphat- 
ic-  and  ab-nrption  through  them  is 

prevented;    thereafter    the  process 

remaining   more   distinctly  localized. 


The  peritoneum  of  the  intestinal  area 
on  the  other  hand,  with  its  large  and 
less  easily  occluded  lymph  channels, 
when  inflamed,  furnishes  septic  prod- 
ucts, which  are  quickly  spread  to  the 
system  at  large  with  the  effect  of  pro- 
ducing death  in  many  instances.  A 
like  result  follows  infection  and  in- 
flammation of  the  diaphragmatic  area, 
only  with  more  deadly  rapidity.  Im- 
mediate operations  for  sepsis  in  this 
neighborhood  are,  therefore,  impera- 
tive. 

What  then  are  the  indications  for 
such  operations?  First,  hemorrhage. 
Laparotomy  is  always  indicated  in 
intra-abdominal  hemorrhage,  what- 
ever its  source,  provided  only  the  pa- 
tient's condition  will  permit  it.  Among 
cases  presenting  the  symptoms  of 
intra-abdominal  hemorrhage  there  are 
few  indeed  to  whom  we  can  consci- 
entiously refuse  operative  aid.  This 
is  becoming  more  and  more  true  as 
time  goes  on.  Already  with  the  Crile 
method  of  transfusing  blood  a  greater 
percentage  of  hemorrhage  patients 
are  saved  than  formerly.  Bain- 
bridge's  method  of  administration  of 
oxygen  by  the  abdominal  route  is 
another  important  step,  and  no  doubt 
in  the  near  future  such  methods  will 
be  further  amplified  so  as  to  extend 
their  field  of  usefulness.  Really,  the 
speaker  said,  when  we  review  the 
means  at  hand  it  seems  hard  to  be- 
lieve that  any,  except  those  at  the  last 
gasp,  or  so  hopelessly  diseased  as  not 
to  admit  of  adequate  operative  technic 
should  die  of  intra-abdominal  hemor- 
rhage. 

The  speaker  believed  the  time  not 
far  distant  when  hemorrhage  from 
ulcer  of  the  stomach  and  duodenum 
will  be  treated  logically,  that  is,  by 
excision  of  the  ulcerated  area.  The 
logic  of  the  procedure  is  incontrovert- 
ible. Over  one-half  (54  per  cent. 
Mayo)  of  the  cases  of  carcinoma  of 
the  stomach  submitted  to  operation 
have  been  shown  bv  their  clinical  his- 
torv  and  the  careful  pathological  ex- 
amination of  the  specimen  to  have 
had  their  origin  in  nicer.  This  proves 
an  unanswerable  reason  for  their  im- 
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mediate  excision,  save  in  those  few 
cases  where  the  hemorrhage  is  so 
severe,  that  taken  in  connection  with 
the  chronic  anemia  of  long-  standing 
ulcer,  the  condition  of  the  patient  is 
such  as  to  preclude  the  possibility  of 
any  successful  immediate  operative 
procedure.  Already  immediate  ex- 
cision of  the  ulcer  has  been  employed 
in  cases  in  which  hemorrhage  has 
been  an  important  symptom  (Mayo, 
Bristow,  etc.).  To  digress  for  one 
moment,  the  treatment  of  ulcer  of 
the  stomach  by  gastro-enterostomy, 
whether  with  or  without  a  loop, 
whether  anterior  or  posterior,  except 
in  cases  where  complications  such  as 
extensive  adhesions  prevent  excision, 
is  about  as  logical  as  doing  an  entero- 
anastomosis  for  a  removable  carci- 
noma of  the  bowel.  The  operation 
of  gastro-enterostomy  is  at  best  a 
makeshift,  and  while  the  immediate 
result  may  be  and  generally  is  bril- 
liant, the  later  results  are  far  from 
satisfying. 

The  second  indication  for  immedi- 
ate laparotomy  is  perforation.  Im- 
mediate laparotomy  is  always  indi- 
cated in  perforation,  except  in  pa- 
tients actually  moribund,  and  except 
in  those  in  which  the  perforation  is 
minute,  and  the  leakage  so  slow  that 
time  may  be  allowed  for  limiting  ad- 
hesions to  form,  the  time  of  operation 
depending  upon  the  formation  of  such 
adhesions.  Even  in  these  slow  cases 
it  is  questionable  whether  much  is 
gained  by  delay.  The  clinical  picture 
is  quite  distinct  between  the  rapid  and 
the  slow  form  of  perforation.  How- 
ever much  one's  opinion  may  differ 
as  to  the  advisability  of  immediate 
operation  in  the  slow  form  there  can 
be  no  two  opinions  as  to  the  proper 
course  to  pursue  when  the  leakage 
has  assumed  the  characteristics,  of  an 
abscess  (the  third  indication  for  im- 
mediate interference).  Such  should 
always  be  opened  at  the  earliest  pos- 
sible moment.  He  had  purposely 
omitted  any  reference  to  perforation 
of  the  intestines  in  typhoid  fever,  as 
this  is  usually  only  in  the  lower  ab- 


domen. The  best  results  in  typhoid 
perforation  have  been  obtained  by 
operation  done  in  the  second  twelve 
hours  following  the  perforation 
(Keen). 

The  fourth  indication  for  immedi- 
ate interference  is  impending  gan- 
grene. Such  conditions  are  found  in 
the  gall-bladder,  spleen  and  pancreas. 
It  will  not  be  many  years  before  the 
medical  public  will  recognize  the  ad- 
visability of  early  operation  in  gall- 
bladder disease ;  operation  before 
these  complications  have  occurred, 
adhesions,  perforation,  inflammation 
of  the  liver  ducts,  and  gangrene, 
which,  if  present,  renders  operation 
under  these  conditions  so  defective. 

The  technic  of  the  surgery  of  the 
gall-bladder  and  ducts  has  been  im- 
proved so  markedly  in  the  last  few 
years  that  the  mechanics  of  such  op- 
erations can  be  demonstrated  to  the 
physician  attending  the  operation  with 
about  as  much  satisfaction  as  the  re- 
moval of  the  vermiform  appendix. 

Acute  hemorrhagic  pancreatitis  is 
at  present  included  in  the  list  of  dis- 
eases of  the  upper  abdomen  for  which 
immediate  operation  is  done.  The 
condition  varies  greatly.  In  the  most 
severe  form  of  hemorrhagic  pancrea- 
titis the  result  is  almost  uniformly 
fatal.  In  the  less  severe  form  opera- 
tion is  moderately  successful.  From 
lii s  own  observation  of  these  cases  he 
believed  that  the  less  severe  form  of 
pancreatitis  may  be  benefited  by  ab- 
solute starvation  without  operation,  as 
in  a  few  days  either  resolution  is  be- 
gun or  limiting  adhesions  have  sur- 
rounded the  area  of  inflammation.  It 
is  without  doubt  true  that  if  a  patient 
is  kept  without  food  or  drink,  both 
sight  and  smell,  the  pancreas  ceases 
to  functionate. 

The  fifth  indication  for  immediate 
interference  is  obstruction,  whatever 
its  cause,  cancer  of  the  pylorus,  pres- 
sure on  the  duodenum  from  an  in- 
flamed pancreas  (in  a  certain  propo- 
sition of  subjects  the  head  of  the  pan- 
creas surrounds  the  duodenum),  and 
duodeno-jejunal  obstruction. 


INDICATIONS  FOR  IMMEDIATE  OPERATION  FOLLOWING 

TRAUMATISMS. 
By  ARTHUR  H.  BOGART,  M.D. 


THE  question  of  immediate  opera- 
tion for  traumatic  conditions  of 
the  abdomen  is  one  which  we 
are  frequently  called  upon  to  decide. 
Every  one  with  an  active  hospital  ser- 
vice sees  a  number  of  these  cases  in 
a  year ;  and  he  thought  it  is  the  ex- 
perience of  most  men  that  a  positive 
diagnosis  is  difficult  in  many  of  them. 
Of  course,  it  goes  without  saying-  that 
there  are  certain  traumatisms  of  the 
abdomen,  in  which  (with  the  proper 
facilities  at  hand)  an  immediate  op- 
eration is  imperative,  such  as  bullet 
and  other  penetrating  wounds.  Here 
the  diagnosis  and  indications  are  plain. 
The  abdomen  must  be  opened,  the 
damage  repaired  and  drainage  pro- 
vided for  when  indicated,  all  of  which 
should  be  done  as  soon  as  possible  if 
we  expect  the  best  results.  There  is 
another  class  of  cases,  however,  the 
speaker  said,  in  which  there  may  be 
no  evidence  of  external  violence  and 
these  are  not  at  all  infrequent.  They 
are  brought  in  with  a  history  of  hav- 
ing received  a  blow  on  the  abdomen, 
or  of  having  fallen  from  a  height,  or 
of  having  been  run  over  by  a  truck, 
etc.  Upon  admission  they  are  usually 
found  in  a  condition  of  profound 
shock,  perhaps  complaining  of  local- 
ized or  general  pain  and  tenderness 
all  over  the  abdomen;  if  to  these  we 
add  vomiting  we  have  the  picture  of 
a  severe  intra-abdominal  lesion,  the 
exact  nature  of  which,  however,  will 
besl  he  settled  by  an  abdominal  in- 
cision, which  is  indicated  and  may  re- 
veal one  or  more  of  the  following 
conditions:  a  ruptured  spleen,  liver, 
bladder,  kidney  or  mesentery,  or  as 
he  had  recently  found  in  the  follow- 
ing ca^e,  an  intestinal  obstruction  due 
to  a  lor,])  of  intestine  being  strangu- 
lated in  a  rent  in  the  mesentery: 

Mrs.  C.  M  years  of  ;i«c     Three  days 

before  admission  was  kicked  in  the  abdo- 
men by  her  husband.  For  two  daya  she 
complained  only  of  soreness,  but  on  the 


third  day  she  began  to  suffer  from  colicy 
pains  and  vomiting.  On  admission  the 
temperature  and  pulse  were  normal.  She 
was  still  vomiting,  however,  and  examina- 
tion showed  tenderness  and  rigidity  all  over 
the  abdomen.  Exploratory  incision  in  this 
case  revealed  the  condition  as  above  de- 
scribed, and  resection  of  the  gangrenous 
loop  with  end  to  end  anastomosis  resulted 
in  this  patient's  recover}-.  In  this  case 
there  was  absolutely  no  signs  of  external 
violence  and  practically  no  symptoms  for 
two  days. 

Dr.  Bogart  said  this  point  might  be 
still  further  illustrated  by  the  follow- 
ing case: 

A  man,  26  years  of  age,  while  in  a 
drunken  stupor  fell  from  a  two-story  win- 
dow, a  distance  of  eight  feet.  The  ambu- 
lance surgeon  who  saw  him  was  not  able 
to  find  any  injury  and  left  the  patient  as  a 
case  of  alcoholism.  About  six  hours  later, 
in  response  to  another  call,  the  same  pa- 
tient was  found  in  a  condition  of  collapse. 
1  le  was  then  removed  to  the  hospital  and 
a  catheter  passed  into  the  bladder  brought 
away  only  a  little  bloody  urine.  Abdominal 
section  at  this  time  showed  an  intra-peri- 
toneal  rupture  of  the  bladder  with  a  begin- 
ning peritonitis,  from  which  this  patient 
died. 

In  other  cases  the  symptoms  of 
hemorrhage  may  be  so  pronounced 
as  to  mask  all  other  symptoms.  With- 
out discussing  in  detail  the  symptoms 
of  abdominal  injury,  he  would  say 
that  in  all  cases  in  which  there  is  any 
doubt,  an  exploratory  incision  is  in- 
dicated, for  in  no  other  way  can  the 
question  be  settled,  and  in  many  in- 
stances the  life  of  the  patient  be 
spared.  He  would  add.  however,  that 
these  cases  come  under  the  head  of 
major  surgery,  and  one  should  be  gov- 
erned to  some  extent  by  the  surround- 
ing- and  the  equipment  al  hand,  for 
one  must  be  prepared  to  do  anything 
from  a  simple  intestinal  suture  to  the 
removal  of  the  spleen  or  an  intestinal 
resection. 

Tn  conclusion,  the  speaker  said,  he 
recognized  the  fact  that  he  had  not 
enumerated  all  the  conditions  requir- 
ing immediate  operation,  nor  had  he 
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attempted  to  describe  their  symptoms  an  exploratory  incision,  under  proper 

in  detail.     To  do  so  would  occupy  conditions,  can  do  but  little  harm,  and 

too  much  valuable  time.    He  wished,  would,  he  was  sure,  save  many  lives 

however,  to  emphasize  the  point  that  if  judiciously  employed. 


CHANGES  IN  THE  BLOOD  IN  ABDOMINAL  CASES  REQUIRING 
IMMEDIATE  OPERATION. 

By  ARCHIBALD  MURRAY,  M.D. 


IN  discussing  the  changes  in  the 
blood  in  abdominal  cases  requiring 
immediate  operation  I  shall  speak 
only  of  the  changes  occurring  in  the 
leucocytes.  Many  things  have  to  be 
taken  into  consideration  in  the  inter- 
pretation of  a  leucocyte  count.  In 
the  first  place,  the  normal  number  of 
leucocytes  for  each  particular  person 
is  not  known ;  it  depends  on  the  con- 
dition of  the  person,  but  the  average 
normal  number  has  been  placed  at 
10,000  leucocytes  per  cubic  millimeter 
of  blood. 

In  the  second  place,  the  amount  of 
leucocytosis  seems  to  depend  on  two 
factors : 

(1)  The  severity  of  the  infection. 

(2)  The  resisting  power  of  the  in- 
dividual. 

These  may  interact  in  various  ways, 
as  follows : 

(1)  Infection  mild,  resistance  good, 
small  leucocytosis. 

(2)  Infection  less  mild,  resistance 
less  good,  moderate  leucocytosis. 

(3)  Infection  severe,  resistance 
good,  marked  leucocytosis. 

(4)  Infection  severe,  resistance 
poor,  no  leucocytosis. 

The  increase  in  the  relative  number 
of  the  polymorphonuclear  leucocytes 
is  an  indication  of  the  severity  of  the 
toxic  absorption  and  the  number  of 
leucocytes  is  an  evidence  of  the  body 
resistance  towards  this  absorption. 
Pus  is  seldom  present  with  a  low  poly- 
morphonuclear percentage,  irrespect- 
ive of  the  height  of  the  leucocyte 
count,  while  a  very  high  polymorpho- 
nuclear percentage  almost  invariably 
indicates  the  presence  of  pus,  even  if 
the  leucocyte  count  is  low.   When  pus 


is  confined  so  that  no  toxic  absorption 
occurs,  or,  when  a  purulent  exudate  is 
the  result  of  a  tubercular  or  typhoid 
infection  alone,  there  is  no  leucocyto- 
sis and  no  polymorphonuclear  in- 
crease. The  value  of  the  differential 
count  does  not  depend  on  the  abso- 
lute percentage  of  the  polymorpho- 
nuclears, but  on  the  relative  propor- 
tion of  the  polymorphonuclears  to  the 
total  leucocytosis. 

Gibson  (from  whom  most  of  these 
remarks  are  taken)  has  devised  a 
very  ingenious  chart  which  shows  at 
a  glance  the  relations  between  the 
total  number  of  leucocytes  and  the 
percentage  of  the  polymorphonu- 
clears. 

He  has  set  the  normal  number  of 
polymorphonuclears  at  75  per  cent, 
and  has  calculated  that  they  increase 
1  per  cent,  for  every  1,000  of  the  to- 
tal leucocytosis  above  10,000.  When 
the  resistance  and  the  amount  of  toxic 
absorption  are  evenly  balanced,  the 
line  connecting  the  two  rows  of  fig- 
ures is  straight.  When  the  resistance 
falls  behind  the  amount  of  toxic  ab- 
sorption, the  line  ascends  in  the  di- 
rection of  the  polymorphonuclear 
percentage.  The  greater  the  angle  in 
tl  is  line,  or,  in  other  words,  the  great- 
er the  disproportion  between  the  total 
leucocytosis  and  the  polymorphonu- 
clear percentage,  the  surer  are  the 
'findings. 

In  acute  appendicitis  a  normal  leu- 
cocyte count  means  nothing,  the  lesion 
may  be  mild,  severe  or  a  walled-off* 
abscess  may  be  present.  In  chronic 
appendicitis  with  abscess  the  leuco- 
cytes may  number  12,000.  With  a 
perforated  appendix  and  general  per- 
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itonitis  there  is  generally  a  marked 
leucocytosis  early,  but  as  the  disease 
progresses  and  the  patient's  resistance 
falls  the  leucocytes  also  fall.  In  ca- 
tarrhal appendicitis  there  may  be  no 
leucocytosis.  In  partial  intestinal  ob- 
struction the  count  may  be  16,000, 
and  if  complete,  20,000  or  more.  The 
higher  the  count  and  the  shorter  the 
duration,  the  greater  the  probability 
of  gangrene. 

The  leucocytosis  following  hemor- 
rhage begins  in  about  fifteen  minutes 
and  in  one  hour  may  reach  16,000  to 
18,000. 

In  typhoid  perforation  there  is 
generally  a  marked  leucocytosis,  but 
negative  counts  are  misleading  and 
should  be  disregarded. 

In  tubercular  peritonitis  there  is 
no  leucocytosis. 

A  moderate  leucocytosis  of  about 
15,000  is  generally  seen  in  cases  of 
gall-stones  during  the  colic.  If  more 
severe,  with  fever  and  chills  the 
count  may  be  as  high  as  24,000. 


If  a  cholecystitis  is  present  the 
count  is  always  high,  20,000  to  27,000. 
In  suppurative  salpingitis  the  count 
may  be  misleading  as  the  pus  is  often 
sterile  in  these  cases. 

It  can  be  seen,  even  in  this  short  list, 
that  there  is  a  large  chance  for  error 
in  the  interpretation  of  the  leucocyte 
count.  As  to  the  value  of  the  leuco- 
cyte count  the  opinions  of  surgeons 
differ.  As  a  rule  I  think  they  expect 
too  much  from  the  count,  for  it  is 
only  rarely  that  it  can  decide  the 
question  entirely  whether  to  operate 
or  not.  Another  point  is  that  counts 
are  not  made  often  enough  on  a 
doubtful  case.  Twelve  or  twenty- 
four  hours  will  often  change  a  nega- 
tive count  into  a  positive. 

In  closing  I  would  say  that,  in  spite 
of  occasional  failures,  I  consider  a 
carefully  made  leucocyte  and  differ- 
ential count  a  very  valuable  aid  to  the- 
surgeon  in  the  diagnosis  of  certain 
diseases. 


THE  TREATMENT  OF  THE  DEFORMITIES  OF  INFANTILE 

PARALYSIS* 

By  WALTER  TRUSLOW,  M.D. 

Orthopedic  Surgeon-in-Chief,   Samaritan   Hospital;   Assistant  Orthopedic   Surgeon,   Kings   County  and 
Methodist  Hospitals;  Instructor  in  Orthopedic  Surgery  at  Brooklyn  Post-Graduate  Medical  School 

and  Long  Island  College. 


RENEWED  interest  has  recent- 
ly been  aroused  in  anterior 
poliomyelitis,  or  infantile  pa- 
ralysis, since  the  notable  epidemic 
of  the  summer  and  early  autumn  of 
1907,  in  New  York  City  and  in  neigh- 
boring towns  and  villages.  Dispen- 
sary, hospital  and  private-patient 
study  of  that  epidemic  has  thrown 
some  light  on  the  obscure  etiology, 
and  much  on  the  treatment,  with 
great  improvement  in  the  prognosis, 
especially  as  to  the  prevention  and 
cure  of  the  motor  inefficiencies  and 
SCO  »ndarv  deformities. 

The  immediate  origin  of  the  disease 
[9  -till  unsettled,  but  that  it  is  infec- 

K<  id  it  the  regular  meeting  of  the  Associated 
Physicians  of  Long  Island,  June  20,  1908. 


tious  (Holt  and  Bartlett:  The  Epi- 
demiology of  Acute  Poliomyelitis. 
Am.  Jul.  Med.  Sciences,  May,  1908), 
and  that  there  exists  a  micro-organ- 
ism which  is  specifically  responsible 
for  the  disease,  is  to-day  believed  by 
many.  The  lesion  is  always  in  the 
central  nervous  system,  usually  in  the 
anterior  columns  of  the  spinal  cord, 
and  most  frequently  in  the  region  of 
the  lumbar  enlargement ;  although 
other  regions  of  the  cord,  or  less  fre- 
quently still,  the  sensory  side,  or  even 
the  lower  centers  of  the  brain  may  be 
involved.  As  the  child  recovers  from 
the  acute  symptoms  of  the  febrile 
Stage  and  tries  to  move  about,  there 
is  noted  a  greater  or  less  degree  of 
paralysis.     Careful  observation  now 
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will  elicit  the  particular  peripheral 
part  affected,  and  will  point  to  the 
central  tract  involved. 

According  to  Collins  and  Romisier 
("An  Analysis  of  500  Cases  of  Spinal 
Infantile  Paralysis,"  Journal  of  the 
American  Medical  Association,  May 
30,  1908),  who  have  reported  the  re- 
sults of  clinical  observation  of  cases 
in  several  New  York  dispensaries  for 
the  years  1906  and  1907,  "the  follow- 
ing order  indicates  the  frequency  of 
parts  paralyzed :  first,  leg ;  second, 
legs  only ;  third,  arm ;  fourth,  quad- 
riplegia;  fifth,  triplegia;  sixth,  hemi- 
plegia ;  seventh,  contralateral ;  eighth, 
both  arms  only."  The  author's  obser- 
vation, further  dividing  the  leg  cases, 
noted  most  frequently  the  involvement 
of  the  peronei  group  of  leg  muscles. 

To  understand  the  principles  of  the 
correction,  we  will  more  carefully  de- 
fine the  paralyses  and  study  the  mech- 
anism of  the  deformities.  From  the 
standpoint  of  mechanical  efficiency, 
paralyses  should  be  classified,  first,  as 
to  degree,  into  partial  and  complete, 
and,  second,  as  to  functional  activity 
on  a  given  joint,  into  balanced  and  un- 
balanced. Thus,  if  the  galvanic  or 
faradic  current,  applied  directly  over 
the  muscle  area,  elicits  no  evidence  of 
contraction  response,  this  should  be 
considered  complete,  or  at  least  tem- 
porarily complete,  paralysis.  Should 
there  be  any  response  to  electrical 
stimulation,  or  especially,  should  the 
child  show  any  voluntary  action  of  the 
muscle,  this  is  an  incomplete  paralysis 
of  the  muscle,  and  mechanically  pre- 
sents entirely  another  problem.  As  to 
the  functional  effect  on  a  given  joint, 
we  recognize  that  all  joints  have  com- 
plemental  muscle  groups.  If  the  par- 
alysis involves  both  sets  of  muscles 
which  move  the  distal  segment  of  a 
joint  in  opposite  directions,  the  par- 
alysis may  be  considered  balanced,  and 
the  limb  beyond  that  joint  will  have 
only  a  flail-like  passive  mobility.  But 
more  commonly  the  muscle  or  group 
affecting  one  side  of  this  comple- 
mental  action  is  involved,  either  par- 
tially or  completely,  and  we  have  un- 
balanced paralysis,  and  a  greater  ten- 


dency to  deformity.  For  instance,  as 
regards  action  on  the  ankle  joint,  the 
plantar  flexors  (the  tendo- Achilles 
group),  or  the  dorsi-flexors  on  the  ab- 
ductor side  (the  tibialis  anticus  and 
allied  muscles)  may  be  alone  involved, 
causing  unbalanced  action ;  or  all  of 
these  groups  may  be  involved  and  we 
will  have  balanced  paralysis,  just  as 
when  all  of  these  groups  are  normally 
strong  we  have  balanced  muscular 
action. 

The  result  of  a  balanced  condition, 
or  paralysis  of  all  of  the  muscles  act- 
ng  on  a  given  joint,  is  flaccidity,  and 
if  the  joint  is  involved  in  carrying 
body  weight,  there  is  insecurity  in 
standing  and  walking — sometimes 
making  these  functions  absolutely  im- 
possible. 

If,  however,  through  the  ingenious 
supplementing  of  the  mechanism  of 
the  sound  side  and  the  curiously- 
trained  hitchings  of  the  trunk  to  avoid 
excessive  weight-bearing  on  the  un- 
stable member,  standing  and  walking- 
are  possible,  these  very  activities  will 
cause  strains  and  pressures  on  the 
weak  tendons,  on  the  ligaments  and 
finally  on  the  articular  surfaces  of  the 
bones,  and  the  strains  and  pressures 
becoming  habitual  in  given  directions, 
there  will  be  resulting  deformity.  It 
is  to  be  noted  that  these  deformities 
are  adynamic  and  easily  corrected  as 
compared  with  the  deformities  of  un- 
balanced paralysis,  although  the  resto- 
ration of  or  compensation  for  the  loss 
of  function  is  usually  a  greater  prob- 
lem than  in  the  unbalanced  cases. 

The  result  of  the  unbalanced  paraly- 
ses is,  first,  greatly  lessened  efficiency 
in  a  joint,  though  not  so  great  as  in 
the  entire  paralysis ;  and,  second,  a 
tendency  to  and  (if  uncorrected)  a 
real  deformity,  due  to  the  normal 
functional  use  of  the  unaffected 
muscles,  antagonistic  to  the  paralyzed 
or  partially  paralyzed  ones,  and  the 
tendons  serving  the  strong  muscle  or 
group  of  muscles  become  permanently 
shortened.  When  the  joint  action  is 
thus  limited,  the  deformity  begins  to 
present  itself  to  which  we  give  char- 
acteristic orthopedic  names,  e.  g.,  par- 
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alytic  talipes  calcaneus,  equino-varus, 
and  equino-valgus  or  paralytic  flat- 
foot.  This  is  the  first  stage  of  defor- 
mity— the  antagonistic  muscles  only 
are  involved,  with  contraction  on  the 
one  hand  and  relaxation  and  atony  on 
the  other.  Meanwhile,  ligaments  and 
fascial  bands  on  the  side  which  has 
been  receiving  the  strongest  pull  have 
held  somewhat,  but  they,  too,  finally 
"give,"  and  become  stretched,  and  will 
require  a  period  of  retained  relaxation 
to  recover  their  tone.  According  to 
Wolff's  law,  that  bone  or  portions  of 
bone  which  are  unduly  compressed 
will  be  compensated  for  by  extra  en- 
largement where  pressure  is  released, 
the  joint  surfaces  of  the  bones  in- 
volved become  misshapen,  and  we 
have  the  second  stage  of  deformity, 
structural  changes.  During  both 
stages  the  weight-bearing  factors, 
noted  in  the  cases  of  balanced  par- 
alysis, are  operative  and  may  modify 
the  character  of  the  deformity.  The 
correction  of  the  deformities  of  un- 
balanced paralysis  presents  more 
points  of  difficulty  than  do  those  of 
balanced  paralysis,  but  the  compensa- 
tions for  the  loss  of  function  are  less 
difficult,  because  the  surgeon  has  more 
active  factors  at  his  disposal. 

Treatment. — This  paper  will  not 
deal  with  the  treatment  of  the 
acute  stage  of  infantile  paralysis,  ex- 
cept in  regard  to  those  measures 
which  are  taken  to  prevent  deformity. 
In  the  subacute  stage  and  before  con- 
traction deformity  is  present,  the 
technique  of  mechanical  treatment  to 
prevent  contractions  and  to  support 
the  weak  and  perhaps  recovering  mus- 
cles, while  the  latter  are  being  de- 
veloped by  massage  and  electricity, 
will  be  discussed.  And  in  the  chronic 
stage  we  will  deal  first  with  the  means 
used  to  overcome  the  deformity  exist- 
ing; then  the  mechanical  support  nec- 
essary t<>  prevent  recurrence  of  de- 
formity <>r  to  support  any  weakened 

parts,  adapting  them  to  their  normal 
use,  and.  lastly,  the  developing  and 
training  of  long  unused  and  partially 
paralyzed  muscles  and  of  compen- 
sating muscles. 


During-  the  few  days  of  high  tem- 
perature and  general  lassitude  at  the 
outset  of  the  attack,  the  child  lies  in  a 
relaxed  state,  with  little  indication  of 
the  part  or  parts  paralyzed.  And  he 
should  be  disturbed  as  little  as  pos- 
sible. But  with  the  first  indication  of 
involvement  in  any  given  direction 
(and  the  physician  should  be  keen 
to  detect  this)  the  weakened  muscles 
should  be  protected  from  stretching 
strains.  These  will  be  best  illus- 
trated by  considering  the  common 
type  of  paralysis  of  the  anterior  leg 
(peronei)  group  of  muscles.  While 
the  patient  lies  in  bed,  the  mere  weight 
of  the  foot  will  favor  "foot-drop." 
Add  to  this  the  weight  of  the  bed- 
clothes and  their  binding  effect, 
and  we  have  a  considerable  factor  in 
the  stretching  of  the  muscles  of  the 
front  of  the  leg.  That  this  stretching 
is  of  itself  important  in  increa>ing 
the  atonic  condition  of  the  weak 
muscles  is  now  agreed  by  many  neu- 
rologists and  orthopedic  surgeons.  The 
indications,  therefore,  are  to  support 
and  to  prevent  foot-drop.  A  simple 
well-padded  Volkmann  splint  will  meet 
this  and  the  further  indication  of  re- 
taining the  local  heat  of  the  part.  The 
first  removal  from  the  bed  will  be  to 
sit  upon  the  nurse's  lap.  In  the  type 
of  paralysis  under  discussion,  the  ef- 
fect of  this  will  be  that  the  feet 
will  dangle.  To  support  this,  the 
Volkmann  splint  would  be  awkward 
and  needlessly  heavy,  so  we  substitute 
a  light  plastcr-of-paris  dressing,  ex- 
tending from  the  roots  of  the  toes  to 
the  knee,  the  foot  being  first  placed  in 
a  position  of  slight  dorsi-flexion  with 
abduction.  This,  it  will  be  seen,  holds 
the  limb  in  the  best  position  to  prevent 
stretching  of  the  peronei  muscles  and 
at  the  same  time  insures  against  the 
contraction  of  the  unaffected  calf 
muscles,  thereby  preventing  contrac- 
tion deformity.  At  this  stage,  or  very 
soon  thereafter,  the  attending  physi- 
cian will  wish  to  commence  the  sys- 
tematic use  of  electricity  or  massage, 
or  both,  on  the  weak  muscles,  and  will 
not  welcome  this  locking  in  of  the  limb. 
T<  >  meel  this,  \\  e  cut  a  window  in  our 
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plaster-of-paris  dressing  over  the  site 
of  the  bellies  of  the  peronei  muscles 
(or  whatever  group  is  involved),  just 
big  enough  to  allow  the  proper  appli- 
cation of  the  electrodes,  the  vibrator, 
or  the  massaging  thumb  and  fingers, 
and  yet  not  sufficient  to  disturb  the 
fixation  of  the  foot  in  the  position  so 
desirable.  If  one  feels  sure  of  his 
plaster-of-paris  technique,  such  dress- 
ings need  not  be  changed  oftener  than 
at  intervals  of  three  weeks,  and  the 
daily  or  tri-weekly  stimulation  of  the 
muscle  may  go  on  uninterrupted.  That 
this  combination  of  stimulating  and 
supporting  treatment  is  more  efficient 
in  the  development  of  the  weak  mus- 
cles than  either  procedure  carried  on 
alone,  has  been  very  clearly  demon- 
strated to  the  author's  satisfaction 
after  many  cases  tried  in  all  three 
ways — concerted  action  of  the  neuro- 
logical, pediatric  and  orthopedic  clin- 
ics at  Polhemus  Dispensary  in  Brook- 
lyn has  been  carried  on  during  the  last 
year  to  test  this  very  point.  That 
the  mechanical  support  prevents  de- 
formity is  evident. 

After  a  few  weeks,  and  when  the 
patient  begins  to  walk,  a  light  brace 
may  be  substituted  for  the  plaster-of- 
paris  dressing.  This  has  the  advan- 
tage (and  disadvantage  in  the  hands 
of  ignorant  parents)  of  being  remov- 
able daily.  Such  a  brace  should  be 
supplied  with  a  stop- joint,  which 
should  prevent  motion  in  the  direction 
of  the  strong  muscles,  while  allowing 
movement  toward  the  weak  side.  This 
brace  or  its  successors,  which  meet  the 
changes  in  the  growing  member, 
should  be  worn  so  long  as  there  are 
weak  muscles  to  be  supported.  This 
may  be  for  months,  or  even  years  and 
I  would  emphasize  that  instead  of 
weakening  the  muscles  it  relieves  them 
of  undue  strain  and  allows  them  to  be 
strengthened  in  the  best  manner  pos- 
sible in  the  performance  of  their 
physiological  function.  But  it  will 
readily  be  seen  that  much  care 
must  be  exercised  in  the  proper 
fitting  of  the  brace  and  in  later 
oversight  by  the  surgeon  and  not 
by     the     instrument     maker,  who 


should  be  skilled  in  making  a  good 
working  apparatus  under  the  sur- 
geon's careful  direction,  but  who  has 
no  training  to  see  the  relation  it  bears 
to  the  mechanism  of  the  human  body 
and  the  subtle  distinctions  between 
the  parts  involved  or  the  changes 
in  a  given  case  due  to  improvement  or 
otherwise  and  to  normal  growth. 
This  statement  regarding  the  instru- 
ment maker,  which  is  his  relation  to 
all  orthopedic  cases,  records  particu- 
larly my  experience  as  to  his  knowl- 
edge of  apparatus  for  the  correction 
of  paralytic  conditions. 

So  much  for  the  prevention  of  de- 
formity and  the  support  of  weak 
parts.  //  deformity  exists,  whether 
contraction  merely  or  contraction  and 
bony  changes,  it  must  first  be  entirely 
overcome  and  the  part  made  passively 
to  go  through  its  normal  motions,  or 
as  near  a  simulation  of  these  condi- 
tions as  the  case  warrants,  before  the 
development  of  physiological  function 
is  possible.  If  tendon  contraction  of 
the  strong  muscles  is  slight,  it  may  be 
corrected  manually  without  anesthetic, 
or,  if  too  resistant,  simple  tenotomy  of 
all  tendons  and  restricting  bands  must 
be  resorted  to.  This  may  require  gen- 
eral or  may  be  accomplished  by  local 
anesthesia,  but  I  would  insist  that  all 
restriction  to  passive  motion  must  be 
overcome.  The  limb  is  then  put  up 
in  plaster-of-paris  dressings  in  the  po- 
sition which  gives  relief  to  the  strained 
muscles  and  stretching  to  the  contract- 
ed ones.  But  now  the  retention  of 
the  corrected  position  is  maintained 
longer  to  insure,  first,  against  recur- 
rence of  contraction,  and,  second,  that 
there  may  be  firm  union  of  the  length- 
ened tendon,  if  this  has  been  cut.  That 
this  filling  in  of  tendon  material  is 
usual  is  my  experience.  I  have  seen 
non-union  only  in  two  dispensary  cases 
in  which  ignorant  parents  removed  the 
support  too  soon.  Such  support  should 
be  continued  ten  weeks  to  three 
months.  The  windows  for  massage 
and  electricity  may  here  be  used  as  in 
the  simple  retention  cases.  Muscles 
thus  treated  will  often  rapidly  recover 
tone  which  has  been  lost  only  because 
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the  constant  state  of  atonic  stretching, 
in  which  the  weak  muscle  has  been 
placed,  has  prevented  recovery. 

Where  there  is  complete  balanced 
paralysis  (a  state  of  passive  relaxa- 
tion of  the  distal  part,  as  of  the  foot), 
and  where  this  has  continued  for  at 
least  a  year,  with  but  little  indication 
that  there  will  be  any  improvement  in 
the  power  of  the  muscles  involved,  we 
must  look  for  a  more  stable  support, 
and  we  find  it  in  the  use  of  arthrode- 
sis, or  the  operation  for  bony  fixation 
of  the  joint,  reinforced  by  a  brace 
mechanically  fixed  at  the  joint.  This 
operation  must  be  complete,  so  far  as 
the  denuding  of  articular  cartilage  and 
periosteum  is  concerned.  The  tech- 
nique of  the  operation,  as  applied  to 
the  various  joints,  could  scarcely  be 
included  in  the  limits  of  this  paper. 
It  must  be  followed  by  absolute 
plaster-of-paris  fixation  for  three 
months  or  more,  until  bony  union 
takes  place.  After  this,  we  use  the 
brace  just  mentioned,  for  a  greater  or 
less  period  according  as  we  find  we 
have  accomplished  partial  or  complete 
fixation  of  the  bony  part  involved. 
Even  if  this  fixation  be  not  complete, 
great  improvement  in  mechanical 
function  is  likely  to  follow  its  attempt. 
The  systematic  shortening  of  all  ten- 
dons which  should  act  upon  the  joint 
is  of  further  advantage  in  insuring 
fixation.  By  the  use  of  this,  I  have 
seen  older  cases,  which  have  been  in- 
capacitated from  walking,  get  about 
and  be  much  more  efficient. 

In  some  of  the  cases  of  unbalanced 
paralysis,  it  is  wise  to  use  tendon 
transplantation — that  is,  the  normal 
muscle  or  muscles  are  so  much 
stronger  than  those  of  the  weak  side, 
and  their  situation  is  such  that  the 
balance  is  much  more  readily  main- 
tained by  transferring  some  of  them 
into  the  insertions  of  the  weak  side. 
In  the  more  recent  use  of  tendon 
transplantation,  we  find  it  wise  to  add 
arthrodesis.  As  an  instance,  in  par- 
alytic flat-foot  (paralysis  of  tibialis 
anticus  muscle),  where  the  strong 
tendon  of  the  extensor  of  the  great 
toe  is  shortened  and  inserted  in  the 


scaphoid  bone,  it  is  also  advisable  to 
bring  about  fixation  between  the  head 
of  the  astragalus  and  the  contiguous 
surface  of  the  scaphoid,  thus  prevent- 
ing the  weight  of  the  body  from  press- 
ing down  the  arch.  Any  tendon 
transplanting  procedure  should  also  be 
followed  by  plaster-of-paris  fixation 
for  two  or  three  months,  and  this  by 
the  limited-action  brace  mentioned 
above. 

But  what  of  the  old  chronic  cases  in 
which  paralysis  and  the  deformity 
problem  are  supposed  to  be  thor- 
oughly established — that  is,  the  cells 
of  a  definite  region  in  the  spinal 
cord  seem  apparently  to  be  with- 
out function  if  we  judge  by  the 
great  atrophy  of  certain  muscle 
regions  and  the  lack  of  tone  in  the 
muscles  themselves?  And  how  are  we 
to  develop  muscles  about  whose  func- 
tional condition  we  are  uncertain,  but 
in  which  we  hope  for  distinct  im- 
provement? This  rests  upon  the 
greater  question,  as  yet  undecided,  I 
think,  as  to  whether  there  ever  may  be 
regeneration  of  motor  cells  in  the 
spinal  cord  centers,  or  whether,  when 
some  cell  power  is  gone,  compensation 
may  be  found  in  the  further  develop- 
ment of  other  cells.  I  am  inclined  to 
think  the  latter,  because  I  have  seen 
remarkable  instances  of  the  systematic 
development  of  muscles  which,  to  all 
appearance,  were  dead  as  far  as  cen- 
tral motor  stimulation  was  concerned, 
and  in  which  there  was  a  history  of 
this  condition  for  a  number  of  years. 
At  any  rate,  I  feel  it  our  duty  to  en- 
deavor to  develop  such  muscle  power. 
My  method  has  been  to  take  muscles 
group  by  group,  and  first,  by  assisted 
movements,  and  then  with  active  effort 
by  the  patient,  make  the  member  nor- 
mally acted  upon  by  the  muscle  go 
through  its  full  range  of  motion,  and 
would  keep  this  training  up  daily  for 
weeks  and  months.  Thus,  I  would  cite 
the  case  of  a  young  man  of  eighteen 
years  of  age,  whose  history  of  pa- 
ralysis dated  from  his  second  year  of 
life,  and  who  when  I  saw  him  first 
in  January,  M)o6,  was  bedridden,  with 
marked  contraction  deformities  at  both 
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hips  and  both  knees,  and  a  general 
paralysis  of  the  left  ankle  muscles, 
with  unbalanced  paralysis  of  the  right 
ankle,  and  who  after  tenotomies  for 
the  hip  and  knee  contractions  and 
arthrodesis  of  the  right  ankle  joint 
and  secondary  operations  for  trans- 
plantation of  the  right  sartorius  and 
biceps  femoris  into  the  quadriceps  ex- 
tensor muscles,  presented  then  a  con- 
dition of  no  restriction  to  normal  joint 
mobility,  and  indeed  showed  greatly 
improved  power  of  various  muscles, 
but  who  still  required  two  crutches 
and  a  brace  to  get  about.  Commen- 
cing with  early  January  of  the  present 
year,  he  was  given  special  exercises, 
mostly  taken  in  prone  lying  or  supine 
lying  positions  on  the  floor.  Thus,  in 
lying  prone,  he  had  the  right  and  left 
thighs  passively  lifted  upward  (ex- 
tension of  the  thigh,  glutei  muscles). 
This  at  first  had  to  be  done  entirely 
by  myself  or  by  an  assistant.  He  was 
always  encouraged  to  think  of  the 
muscles  and  of  the  action,  and  to 
make  what  effort  he  could.  And  by 
degrees  it  was  found  that  he  could  for 
an  instant  sustain  the  lifted  weight  of 
the  limb.  After  a  few  weeks,  he  was 
put  half  prone  lying  at  the  end  of  a 
table,  head,  arms  and  trunk  sup- 
ported on  the  table  and  the  lower  ex- 
tremities hanging.  It  was  found  in 
this  position  that  he  could  extend  the 
thigh  backward  a  trifle  himself ;  then 
he  was  encouraged  to  make  a  swinging 
movement  of  the  thighs  and  always  to 
add  a  positive  effort  to  the  backward 
swing,  until  he  could  get  the  thighs 
to  swing  further  backward  himself. 
Overlapping  this  work  on  the  glutei 
muscles,  I  early  started  the  develop- 
ment of  the  leg  extensors  (quadriceps 
extensor,  reinforced  by  sartorius  and 
biceps).  This  was  best  taken  in  a 
position  of  sitting  on  a  high  table, 
legs  and  feet  hanging  from  the 
support.  Again  it  was  at  first  found 
necessary  to  lift  his  leg  for  him.  As 
effort  was  put  into  this  work,  he  was 
able  to  do  much  himself,  and  finally 
could  extend  and  hold  the  leg  for 
several  minutes.  The  foot  problem 
is  still  a  question  with  this  boy ;  I  do 
not  yet  see  much  outcome  for  active 


mobility.  He  now  walks  about  a  half 
mile  daily  to  and  from  the  business 
school  he  attends,  with  an  efficient 
brace  and  only  one  cane.  I  have  taken 
as  illustration  one  of  the  weakest  and 
most  complicated  cases  I  have  had  to 
deal  with. 

To  sum  up  this  developing  treat- 
ment, I  would  say  that  it  should  be 
undertaken  by  the  surgeon  with  a 
clear  understanding  of  what  his  prob- 
lem is  in  regard  to  the  muscles  or 
groups  to  be  developed ;  he  should 
plan  for  daily  exercises  by  the  patient, 
developing  the  muscles  group  by 
group,  this  developing  to  be  at  first 
passive,  as  far  as  the  pateint  is  con- 
cerned, then  assisted,  by  the  patient 
and  an  attendant,  third,  active  work, 
by  the  patient  alone,  and  fourth,  re- 
sistive work,  by  the  patient  and  at- 
tendant. This  should  be  undertaken 
at  first  by  the  surgeon  himself,  and 
later,  if  he  feels  that  he  can  get 
proper  co-operation  from  a  trained 
teacher  of  gymnastics,  he  may  entrust 
this  stage  to  such  a  one  or  to  an  in- 
telligent relative  or  friend.  I  think 
that,  without  finding  myself  in  a  po- 
sition to  state  what  happens  in  the 
central  nervous  system  by  such  treat- 
ment, we  may  feel  much  encouraged 
by  the  outlook;  personally,  I  am  un- 
willing to  put  any  limit  on  the  time  of 
possible  recovery  of  an  apparently 
completely  paralyzed  muscle. 

Summary. 

1.  The  epidemic  of  1907  was  a 
notable  one  as  to  the  number  of  cases, 
and  has  done  much  to  brinp"  about  a 
better  knowledge  of  the  prevention 
and  cure  of  the  secondary  deformities 
of  infantile  paralysis. 

2.  These  deformities  are  due  to  the 
effect  of  gravity  upon  the  weakened 
member  and  to  the  normal  muscle 
pulls,  unopposed  by  the  weakened 
complemental  muscles  or  groups. 

3.  The  prevention  of  deformity 
consists  largely  in  the  application  of 
an  outside  factor,  counteracting  this 
pull  against  the  affected  muscles. 

4.  The  relief  from  stretching  strain 
on  the  weakened  muscles  is  a  factor 
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in  the  regeneration  of  such  muscles, 
and,  therefore,  in  the  restitution  to 
normal  function. 

5.  "When  contraction  deformity  is 
present,  it  must  first  be  completely 
overcome,  allowing  normal  passive 
movements  in  the  joint  involved,  be- 
fore restitution  of  power  is  possible. 
This  is  accomplished  by  mere  stretch- 
ing or  by  tenotomy  of  the  affected 
muscle,  and  the  member  held  in  the 
corrected  position  by  plaster-of-paris 
dressings  and  braces  until  readjust- 
ment is  completed. 

6.  A  better  outcome  as  to  balance 
of  muscle  power  at  a  given  joint  is 
sometimes  accomplished  by  the  trans- 
plantation of  strong  tendons  into  the 
insertion  of  weak  ones.  Arthrodesis 
is  used  where  there  is  complete  par- 
alysis. All  such  transplantation  and 
arthrodesis  must  be  supported  for  a 
considerable  time. 

7.  Systematic  physical  training  of 
weakened  muscles  is  essential  and  ap- 
parently completely  paralyzed  muscles 
present  a  hopeful  field  for  this  work. 
As  much  improvement  has  already 
been  noted  in  cases  formerly  consid- 
ered incurable,  we  are  not  without 
grounds  for  this  hopeful  outlook. 

494  Washington  Avenue. 
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EARLY  DIAGNOSIS  OF  CARCINOMA  OF  THE  UTERUS  * 
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Hospital  and  the  Samaritan  Hospital;  Obstetrician  to  the  Kings  County  Hospital. 


THE  grave  nature  of  cancer  of  the 
uterus,  and  the  frequency  of  its 
occurrence  forces  this  subject 
upon  the  attention  of  every  practi- 
tioner. To  show  the  prevalence  of 
this  disease,  it  is  only  necessary  to 
point  out  that  the  reports  of  life  in- 
surance companies  give  an  average 
mortality  of  5.5  per  cent,  from  cancer 
of  the  uterus  in  women. 

Although  this  subject  has  been 
called  to  tlie  attention  of  the  profes- 
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sion  very  frequently  during  the  last 
decade,  my  experience  has  taught  me 
that  the  question  of  an  early  diag- 
nosis cannot  be  too  frequently 
brought  to  the  notice  of  the  general 
practitioner,  for  Upon  him  rests  the 
onus  of  having  many  cases  reach  op- 
erative hands  when  the  question  of  a 
complete  operation  can  no  longer  he 
considered  tenable,  when  only  pallia- 
tive measures  can  be  applied  and  we 
see  our  patient  go  from  bad  to  worse 
with  tlie  recto-vaginal  and  recto 
vesical  fistuhe  that  so  often  complicate 
the  symptoms  which  are  per  se  the 
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characteristic  symptom  of  cancer  of 
the  uterus  as  laid  down  in  our  text- 
books. 

It  has  in  the  past  been  customary 
for  the  practitioner  to  say  that  the 
diagnosis  of  cancer,  in  operative 
cases,  was  proven  when  the  disease 
recurred,  and  disproved  when  it  did 
not  rectir.  Happily  such  a  position 
can  no  longer  be  tenable.  So  many 
series  of  cases  of  cancer  of  the  uterus 
have  been  reported  by  our  wisest  and 
most  respected  surgeons  in  which  a 
large  percentage  of  cures  have  been 
effected,  that  a  less  serious  view  of 
the  disease  must  be  entertained.  I 
will  venture  to  say  there  are  probably 
many  here  this  evening  who  person- 
ally know  of  complete  cures  following" 
operative  removal.  By  complete  cure 
I  mean  with  no  recurrence  after  five 
years. 

Our  operative  treatment  of  cancer 
took  a  long  step  forward  when  the 
modern  theory,  that  it  begins  as  a 
local  disease,  was  established.  The 
present  tendency  is  to  regard  cancer 
as  a  microbic  disease,  and  it  is  to  be 
hoped  that  further  investigation  will 
find  some  definite  cause  and  simplify 
the  therapeutics. 

Results  from  operative  treatment 
have  taught  me  clinically  that  there 
are  different  types  of  the  disease 
which  run  a  distinctly  different 
course;  this  applies  particularly  to 
carcinoma  of  the  cervix.  I  shall  not 
go  into  the  pathology  of  the  different 
varieties  of  carcinoma  as  epithelioma, 
adeno-carcinoma,  etc.,  as  that  only 
makes  confusion  in  a  paper  of  this 
kind  and  defeats  the  purpose  for 
which  it  is  being  read.  I  mean  by  the 
above  statement  that  there  are  certain 
types  of  the  disease  which  run  a  more 
malignant  course  than  do  certain 
others.  These  types  are  well  exem- 
plified by  the  two  following  cases : 

Case  I. — September  26,  1901.  Mrs.  J., 
widow,  aged  48  years.  Menstrual  history 
normal;  obstetric  history — one  miscarriage 
at  two  months  twelve  years  ago. 

History  of  present  trouble :  For  past 
six  months  has  had  a  rather  profuse 
leucorrhoea  which  has  during  the  past 
month  been  blood  stained  and  of  a  strong 
odor ;   may  have   lost  slightly  in  weight. 


Vaginal  examination  shows  the  vaginal  por- 
tion of  the  cervix  the  seat  of  probably  car- 
cinoma in  about  two-thirds  of  its  extent. 
Uterus  in  normal  position  and  movable. 

November  1,  1901.  Combined  vaginal 
and  abdominal  hysterectomy  done.  Good 
recovery  following  operation.  Improved  in 
appearance  and  gained  in  flesh.  On  March 
2,  1902,  a  small  nodule  was  removed  from 
the  vault  of  the  vagina,  but  in  June,  1902, 
an  extensive  growth  appeared  in  the  groin 
which  resulted  in  the  patient's  death  in 
October,  1902. 

Case  II. — September,  1906.  A  patient,  48 
years  of  age,  with  practically  the  same  his- 
tory as  above  was  referred  to  me  for 
operation  at  the  Long  Island  College  Hos- 
pital. The  physical  findings  were  as  fol- 
lows :  Entire  vaginal  portion  of  cervix, 
seat  of  cauliflower-like  growth  which  bleeds 
easily  when  touched.  The  tissues  of  the 
left  vaginal  fornix  were  involved  in  the 
growth.  Uterus  in  normal  position.  Move- 
ments slightly  restricted.  Did  a  vaginal 
hysterectomy  because  of  the  insistance  of 
the  family  physician,  as  I  felt  myself  that 
such  an  operation  was  useless.  This  patient 
I  saw  ten  days  ago  and  find  a  soft  elastic 
scar  and  the  patient  looks  well. 

Pathological  report  in  both  cases,  carci- 
noma. 

The  author  cannot  differentiate  be- 
tween them  except  by  results,  and  to 
the  pathologist  we  must  look  for  aid 
and  assistance,  for  by  future  studies 
I  have  no  doubt  that  even  during  the 
era  of  operative  therapeutics  he  will 
be  able  to  say  about  a  given  case  that 
the  prognosis  will  be  good  and  in 
others  bad.  In  the  second  case  re- 
cited above,  the  time  limit  for  think- 
ing there  is  no  further  danger  of  a  re- 
currence has  not,  by  any  means,  yet 
expired.  This  was  the  case  which 
clinically  presented  the  worst  fea- 
tures. In  fact,  in  this  case  I  did  a 
vaginal  hysterectomy  only  because  of 
great  pressure  on  the  part  of  the  at- 
tending physician. 

The  classical  symptoms  of  cancer 
of  the  uterus  are  hemorrhage,  offen- 
sive discharge  and  pain.  Unfortun- 
ately when  these  are  all  present  too 
often  the  disease  is  no  longer  local- 
ized in  the  uterine  tissue. 

When  the  symptoms  of  cancer  are 
analyzed  it  is  seen  that  the  early  diag- 
nosis must  depend  upon  other  than 
the  classical  symptoms. 

Very  often  women  will  complain 
of  pelvic  symptoms  common  to  sev- 
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eral  diseases  and  the  diagnosis  be 
made  by  the  physical  findings  aided, 
if  necessary,  by  a  microscopical  study 
of  a  portion  of  the  suspected  tissue. 

The  writer's  feelings  on  the  subject 
are  that  all  cases,  whether  one  is  in 
doubt  or  sure  of  his  diagnosis,  a 
portion  of  tissue  should  be  submitted 
to  a  competent  microscopist. 

A  few  years  ago  a  marked  thicken- 
ing of  the  broad  ligaments  and  inter- 
ference with  the  mobility  of  the 
uterus  contra-indicated  its  removal, 
but  we  now  know  that  such  a  condi- 
tion is  frequently  inflammatory  and 
not  necessarily  a  cancerous  infiltra- 
tion. In  some  cases  with  just  such 
physical  findings  I  have  seen  remark- 
able results  follow  operation.  I  know 
of  one  such  case  where  the  combined 
vaginal  and  abdominal  operation  was 
performed  two  years  ago  and  the  pa- 
tient is  perfectly  free  of  symptoms  of 
the  disease  up  to  the  present  writing. 

I  feel  that  one  should  not  say  that 
a  given  case  is  inoperable  until  the  pa- 
tient is  examined  under  an  anesthetic, 
the  uterus  drawn  down  by  a  vol- 
sella  and  a  thorough  curetting  done, 
unless — and  this  is  very  important — 
there  is  unmistakable  evidence  of  the 
existence  of  secondary  cancerous 
growths  in  other  portions  of  the  body. 
In  many  cases  you  will  find  greater 
mobility  under  the  anesthetic  than 
without,  and  the  preliminary  curetting 
is,  in  cases  where  the  removal  is 
contra-indicated  the  proper  therapeu- 
tic measure,  supplemented,  in  many 
cases  by  the  use  of  the  cautery. 

The  ordinary  appearance  of  the 
symptoms  of  carcinoma  of  the  uterus 
arc  in  the  following  order:  Ichorous 
leucorrhoea,  pelvic  pain,  fetid  dis- 
charges, and  general  cachexia.  But, 
while  these-  symptoms  are  characteris- 
tic, some  of  them  may  be  absent,  or 
their  sequence  may  be  variable.  Thus, 
pain  may  not  be  present.  At  other 
tinier  hemorrhage  will  be  the  first 
symptom  and  again  loss  of  weight  and 
general  cachexia,  which  should  be  the 
final  symptoms,  will  be  the  first  to  at- 
tract the  attention.  In  the  majority 
of  cases  of  carcinoma  of  the  cervix, 


pain  is  usually  absent  in  the  earlier 
stages,  not  appearing  until  the  disease 
has  attacked  either  the  uterine  cavity 
and  body  or  the  adnexa.  Other  cases, 
particularly  those  where  the  body  of 
the  uterus  is  the  part  attacked,  will 
not  complain  of  any  symptom  except 
backache;  vaginal  discharges  are 
often  not  characteristic.  At  the  be- 
ginning the  discharges  are  not  fetid, 
in  fact,  they  cannot  be  distinguished 
from  an  ordinary  leucorrhcea ;  later 
on  they  may  become  tinged  with  blood, 
but  even  then  they  may  be  free  from 
any  putrid  odor.  As  a  matter  of  fact, 
the  early  stages  present  no  tell-tale 
symptoms  that  would  alarm  a  patient. 

A  digital  examination  supplemented 
by  the  microscope  is  the  only  method 
of  arriving  at  any  conclusion.  This 
should  never  be  neglected  in  any  case 
of  painful  coition,  stubborn  pelvic 
pain  or  backache,  leucorrhcea,  and 
especially  metrorrhagia  or  menorr- 
hagia. 

A  show  of  blood,  however  slight, 
following  sexual  intercourse,  should 
awaken  suspicion',  for  it  means  that 
the  male  organ  hits  an  open  sore. 
Graver  symptoms  are  metrorrhagia  or 
menorrhagia,  and  still  of  more  im- 
port is  the  counterfeited  renewal  of 
menstruation  after  its  cessation.  In 
women  who  have  borne  children  the 
cervix  is  usually  the  point  of  attack. 
Undoubtedly  cervical  tears  are  a 
causative  factor.  Old  maids  and 
sterile  wives  are  usually  the  victims 
of  supra-cervical  carcinoma.  This  is 
only  a  general  statement.  Always  be 
suspicious  of  a  case  of  senile  endo- 
metritis. 

I  will  add  a  word  or  two  to  the 
technique  in  obtaining  a  specimen  for 
examination.  From  the  vaginal  cer- 
vix a  section  should  be  excised,  pref- 
erably including  a  portion  of  normal 
mucous  membrane  for  comparison. 
In  curetting,  whether  from  the  cer- 
vical canal,  body  or  fundus,  the  scrap- 
ings should  be  received  in  a  sterile 
receptacle  (the  best  receiver  I  think 
is  an  ordinary  tablespoon)  held  be- 
neath the  posterior  lip.  everything 
from  the  uterus  being  at  once  poured 
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into  a  wide-mouthed  bottle  containing 
either  4%  formaline  solution  or  80% 
alcohol. 

Later,  blood  clots  can  readily  be 
separated  from  uterine  tissue.  All 
the  latter  should  be  blocked,  entirely 
sectioned,  mounted  and  examined,  in 
order  that  a  small  malignant  deposit 
be  not  overlooked. 

The  localization  of  the  epithelium, 
squammous  covering  the  vaginal  cer- 
vix, partly  squammous  and  partly 
recemose  glands,  lined  with  ciliated 
cylindrical  epithelium  in  the  cervical 
canal  and  tubular  glands  lined  with 
cylindrical  epithelium  in  the  body  and 
fundus  determines  the  origin  of  your 
findings ;  squammous  cell  carcinoma 
from  the  vaginal  cervix,  squammous 
cell  or  adeno-carcinoma  from  the 
cervical  canal  and  adeno-carcinoma 
from  the  body  or  fundus. 

I  will  not  go  into  the  differential 
diagnosis  by  means  of  the  microscope, 
as  that  responsibility  must  be  placed 
upon  our  pathologist. 

One  condition  which  the  general 
practitioner  sees  and  treats  1  think 
should  be  brought  to  your  notice  in 
this  connection.  Erosions  or  ulcer- 
ations of  the  cervix,  as  they  are  gen- 
erally called.  An  erosion  is  never  a 
disease ;  it  is  only  a  symptom.  Gen- 
erally speaking  it  is  caused  by  some 
irritating  discharges  from  the  cervix 
or  uterus.  This  latter  may  be  pro- 
duced by  some  inflammatory  change 
in  the  mucosa  of  the  cervix  or  body 
of  the  uterus  or  may  be  an  expression 
of  some  constitutional  trouble.  It 
seems  but  logical  that  the  cure  of  an 
erosion  is  only  to  be  accomplished  by 
cure  of  the  cause  of  the  erosion,  but 
we  still  see  many  cases  in  our  work 
that  have  been  treated  by  local  appli- 
cations to  the  erosion  itself.  The 
protracted  course  of  such  treatment 
leads  to  unavoidable  delay  in  diag- 
nosis, and  delays  are  sometimes  fatal 
to  the  patient.  Many  of  these  cases 
can  be  cured  by  office  treatment.  I 


do  not  hesitate  in  a  case  of  so-called 
endo-cervicitis  to  curette  the  cervix  at 
my  office,  but  cases  where  the  dis- 
charge comes  from  higher  up  must  be 
curetted  and  thoroughly  so  under  an 
anesthetic.  Constitutional  causes  must 
be  treated  constitutionally. 

To  sum  up :  In  order  to  make  an 
early  diagnosis  of  carcinoma  of  the 
uterus,  the  physician,  wholly  ignoring 
the  climacteric  as  an  entity  must  in- 
sist upon  a  digital  and  a  speculum 
examination  whenever  his  patient 
complains  of  any  untoward  or  any  un- 
wonted pelvic  symptom.  More  is 
learned  by  the  finger  than  by  the 
speculum,  for  in  these  cases  one  can 
find  more  than  one  can  see.  If  the 
cervix  is  sound,  and  the  discharges, 
whether  bloody  or  leucorrhceal,  come 
from  the  uterine  cavity,  the  curet  must 
be  used  as  an  aid  to  diagnosis. 

///  (7//  cases  use  the  microscope. 

W  hen  the  diagnosis  has  been  made, 
only  one  course  is  left  to  the  con- 
scientious physician — operative — re- 
moval, if  possible,  if  not  curettage  or 
cauterization. 

The  writer  is  well  aware  that  he  has 
not  brought  forth  anything  new  or 
original,  but  the  subject  does  not 
suffer  by  repetition. 

FOUR      CASES      OF  PERFORATING 
ULCERS    OF    THE  ALIMEN- 
TARY CANAL. 

H.  Beeckman  Delatour  of  Brook- 
lyn, New  York,  reports  four  cases  of 
ulceration  of  different  portions  of  the 
alimentary  canal  to  emphasize  the  fre- 
quency of  this  accident.  All  the 
patients  recovered  under  timely  opera- 
tion. The  distinguishing"  feature  of 
this  accident  is  the  sudden  sharp  onset 
of  pain,  with  collapse.  Following  this 
is  a  period  of  apparent  improvement, 
and  the  formation  of  protective  ad- 
hesions, which  may  be  ruptured  by 
movements,  resulting  in  general  peri- 
tonitis.— Medical  Record,  August  29, 
1908. 
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THE  SHELL-FISH  INDUSTRY 
OF  LONG  ISLAND. 

DURING  the  past  year  the 
Associated  Physicians  of  Long 
Island  have  undertaken  an  in- 
vestigation of  the  shell-fish  industry 
of  the  Island,  through  its  committee 
appointed  for  that  purpose.  So  much 
had  been  written  concerning  the  dan- 
gers of  contamination  of  the  oyster 
and  of  the  irregularities  of  its  culture, 
that  it  was  deemed  necessary  to  inves- 
tigate the  matter,  not  only  to  safe- 
guard the  health  of  the  consumer  but 
also  to  regulate  the  production  of  the 
oyster.  The  rapidly  increasing  pollu- 
tion of  the  waters  in  the  vicinity  of 
Long  Island  has  aroused  the  gravest 
concern  and  many  representative 
bodies  have  shown  an  active  interest 
in  the  situation.  In  the  report  of  the 
committee  they  have  quoted  exten- 
sively from  various  sources,  and  the 
quotation  from  the  report  of  the  Xew 
^  ork  Bay  Pollution  Commission  of 
1906  is  of  special  interest: 

'The  almost  universal  custom  in 
this  vicinity  of  'drinking.'  that  is. 
bleaching  and  bloating  <>y-tei-s  in  pol- 
luted streams  of  fresh  water,  places 

all  ^hell-fish  under  suspicion  of  being 


contaminated.  .  .  .  The  increasing 
amount  of  pollution  to  which  the 
waters  of  Xew  York  Bay  are  subject 
makes  it  seem  only  a  question  of  time 
when  oyster  culture  will  be  driven 
from  this  locality." 

Recently  the  Xew  York  Board  of 
Health  issued  this  edict : 

"No  oyster  shall  be  held,  kept  or 
offered  for  sale  anywhere  in  the  City 
of  Xew  York  without  a  permit  in 
writing  from  the  Board  of  Health 
and  subject  to  the  rules  and  regu- 
lations of  said   Board."     The  new 
law  provides  for  the  inspection  of  all 
oyster  beds,  examination  of  the  waters 
in  which  they  are  grown,  and  the 
issuing  of  certificates  to  owners  of 
oyster  beds  which  come  up  to  the  sani- 
tary requirements.    Those  who  sell  or 
cause  to  be  sold  oysters  or  other  shell- 
fish from  beds  or  other  places  which 
have  not  been  certified  to  be  in  good 
sanitary  condition,  are  judged  to  be 
guilty  of  a  misdemeanor  punishable 
under  the  law.    The  report  also  tells 
us  that  a  biological  laboratory  is  to  be 
established  in  Jamaica  Bay  by  the 
Department  of  Health,  the  sole  pur- 
pose of  which  will  be  to  make  an 
exhaustive    scientific    study    of  the 
oyster,  the  effect  upon  it  of  its  culti- 
vation in  sewage  and  polluted  water, 
with  special  reference  to  its  becoming 
infected    with,    and    a   conveyor  of, 
typhoid    fever   germs.     The  report 
fails  to  tell  us  the  present  condition 
<>f  the  indutsry,  and  does  not  instruct 
us  where  we  may  obtain  oysters  and 
shell-fish  with  reasonable  certainty  of 

their  being  free  from  pollution.  It 
is  to  be  regretted  that  the  committee 
has  been  discharged  without  more 
fully  reporting  upon  this  phase  of  the 
w<  >rk. 
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COMMERCIALLY  PASTEUR- 
IZED MILK. 

IN  the  paper  which  Dr.  Harris 
Moak,  Bacteriologist  and  Chemist 
to  the  Milk  Commission  of  the 
Medical  Society  of  the  County  of 
Kings,  read  before  the  Brooklyn  Med- 
ical Society  on  June  19,  1908,  he 
explained  that  the  "commercial  pas- 
teurization of  milk"  may  mean  heating 
to  various  degrees  of  temperature  up 
to  the  boiling  point  for  various  pe- 
riods of  time  from  a  fraction  of  a 
minute  to  an  hour.  There  are  two 
distinct  kinds  of  pasteurization,  home 
pasteurization  and  commercial  pas- 
teurization. It  is  unnecessary  to  de- 
fine the  former,  and  the  latter  is 
applied  to  the  dealers  handling  milk 
in  our  city,  and  is  so  original  in  its 
conception  that  it  needs  defining. 
Dr.  Moak  tells  us  that,  so  far  as  he 
knows,  with  but  one  exception,  com- 
mercial pasteurization  in  the  City  of 
Xew  York  is  done  by  the  instan- 
taneous or  flash  method :  "This  means 
that  the  milk  runs  in  a  very  thin 
sheet  over  a  surface  that  is  heated  to 
a  much  higher  degree,  or  from  70  to 
90  degrees  Centigrade,  and  that  the 
milk  remains  in  contact  with  this 
heated  surface  but  a  fraction  of  a 
minute."  This  is  done  in  order  to 
save  time  and  expense. 

It  will  be  seen  that  such  pasteur- 
ization can  do  but  little  good,  and 
when  we  realize  'that  proper  pasteur- 
ization is  supposed  to  remove  any- 
where from  90  to  98  per  cent,  of 
the  bacteria  from  milk,  and  that  the 
results  of  bacterial  examination  of 
the  so-called  pasteurized  milk,  as  set 
down  to  consumers,  shows  no  differ- 
ence in  the  number  of  bacteria  be- 
tween the  ordinary  bottle  of  milk  and 


the  bottle  of  pasteurized  milk,  it  is 
very  plain  that  something  is  radically 
wrong. 

Another  phase  of  this  same  ques- 
tion is  pointed  out  by  Dr.  Moak, 
showing  that  since  the  milk  has  been 
pasteurized,  the  companies  and  rep- 
resentatives of  different  firms  have 
become  more  careless  in  the  produc- 
tion and  the  mode  of  handling  their 
milk  in  the  country,  relying  upon 
pasteurization  to  correct  the  faults  of 
production.  In  tracing  the  milk  from 
its  source,  Dr.  Moak  shows  that  the 
milk  is  delivered  in  the  city  during 
the  night,  and  that  it  is  pasteurized 
that  night  or  the  following  day; 
twenty-four  hours  later  it  is  delivered 
to  the  consumer.  Only  one  concern 
that  he  knows  of  pasteurizes  the  milk 
the  same  night  that  it  is  received ;  that 
is  to  say  that  most  of  our  pasteurized 
milk  is  twenty- four  hours  older  than 
the  unpasteurized  milk.  In  making 
his  weekly  examination  of  certified 
milk  a  wagon  was  stopped  and  a  bot- 
tle of  ordinary  unpasteurized  milk 
purchased  and  examined ;  it  was 
found  to  contain  281,000  bacteria  per 
cubic  centimetre.  He  also  examined 
a  bottle  of  pasteurized  milk  from 
another  wagon,  and  this  contained 
292,000  bacteria  per  cubic  centimetre ; 
a  few  more  than  the  bottle  of  ordinary 
milk! 

Dr.  Moak  asks  the  question :  If  pas- 
teurizing had  already  removed  95  per 
cent,  of  the  bacteria  in  this  milk,  what 
did  the  milk  originally  contain?  This 
bottle  of  pasteurized  milk  was  from 
that  which  was  received  in  the  even- 
ing, pasteurized  at  once,  and  delivered 
to  the  consumer  the  following  morn- 
ing. In  other  words,  it  was  no  older 
than  the  bottle  of  unpasteurized  milk. 
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He  also  states  that  this  examination 
is  a  fair  index  of  all  of  the  previous 
examinations  of  such  milk  made  dur- 
ing the  last  two  years,  and  he  has 
found  as  high  as  119,000,000  bacteria 
per  cubic  centimetre  in  pasteurized 
milk. 


To  the  writer  it  is  evident  that  there 
is  some  great  fault  in  our  system, 
especially  as  he  personally  has  had  a 
bottle  of  pasteurized  milk  delivered  to 
him  already  sour,  which  was  a  very 
convincing  argument  as  to  the  falla- 
cies of  the  system ! 


MEDICAL  NEWS. 


New  Hospital  in  Brookyln — The 

Scotch  physicians  of  Brooklyn  have 
organized  a  society  for  building  and 
maintaining  a  Scotch  Hospital  in  this 
Borough.  A  notice  of  the  first  meet- 
ing, to  be  held  September  10th,  is  as 
follows : 

"An  open  meeting  of  the  Caledon- 
ian Hospital  Society  is  to  be  held  on 
Thursday,  September  10th,  at  8.30 
P.  M.,  at  Hart's  Hall,  1028-30  Gates 
Avenue,  near  Broadway,  Brooklyn, 
N.  Y. 

"The  object  of  this  meeting  is  to 
enlarge  the  Society  and  elect  perma- 
nent officers. 

"This  Society  has  been  organized 
for  the  purpose  of  building  and  main- 
taining a  Scotch  Hospital  in  the  Bor- 
ough of  Brooklyn,  and  a  cordial  in- 
vitation is  hereby  extended  to  all 
interested  in  such  a  project  to  attend." 

The  Samuel  D.  Gross  Prize;  Fif- 
teen Hundred  Dollars — The  condi- 
tions annexed  by  the  testator  are  that 
the  prize  "Shall  be  awarded  every  five 
years  to  the  writer  of  the  best  original 
essay,  not  exceeding  one  hundred  and 
fifty  printed  pages,  octavo,  in  length, 
illustrative  of  some  subject  in  Surgical 
Pathology  or  Surgical  Practice, 
founded  upon  original  investigations, 
the  candidates  for  the  prize  to  be 
American  citizens." 

It  is  expressly  stipulated  that  the 
competitor  who  receives  the  prize, 
shall  publish  his  essay  in  book  form, 
and  thai  he  shall  deposit  one  copy  of 
the  work  in  the  Samuel  D.  dross  Li- 
brary of  the  Philadelphia  Academy  of 
Surgery,  and  that  on  the  title  page,  it 


shall  be  stated  that  to  the  essay  was 
awarded  the  Samuel  D.  Gross  Prize 
of  the  Philadelphia  Academy  of  Sur- 
gery. 

The  essays,  which  must  be  written 
by  a  single  author  in  the  English 
language,  should  be  sent  to  the  "Trus- 
tees of  the  Samuel  D.  Gross  Prize  of 
the  Philadelphia  Academy  of  Surgery, 
care  of  the  College  of  Physicians,  219 
South  13th  Street,  Philadelphia,"  on 
or  before  January  1,  19 10. 

Each  essay  must  be  typewritten,  dis- 
tinguished by  a  motto,  and  accompan- 
ied by  a  sealed  envelope  bearing  the 
same  motto  containing  the  name  and 
address  of  the  writer.  No  envelope 
will  be  opened  except  that  which  ac- 
companies the  successful  essay. 

The  Committee  will  return  the  un- 
successful essays  if  reclaimed  by  their 
respective  writers,  or  their  agents, 
within  one  year. 

The  Committee  reserves  the  right  to 
make  no  award  if  the  essays  sub- 
mitted are  not  considered  worthy  of 
the  prize. 

William  J.  Taylor,  M.D. 
Richard  II.  Harte,  M.D. 
DeForest  Willakd,  M.D. 

Trusteed. 
Philadelphia,  June  15,  1908. 

The  Tuberculosis  Congress — Much 
interest  centres  in  the  International 
Congress  on  Tuberculosis  which  is  to 
meel  in  Washington  next  month. 
There  will  be  representatives  from  all 
over  the  world,  and  the  list  of  dele- 
gates from  France  contains  the  names 
of  some  of  their  most  distinguished 
scientists. 
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Hospital  Changes — The  Hospital 
Commission  which  has  been  appointed 
to  reorganize  and  co-ordinate  an  ad- 
ministration of  the  Hospital  Service 
of  the  Department  of  Health,  etc.,  has, 
after  two  years  investigation,  made  its 
report  to  the  Mayor.  The  recommen- 
dations provide  for  a  Commissioner 
of  Public  Hospitals  to  take  charge  of 
all  the  institutions  under  the  present 
jurisdiction  of  the  three  departments. 
It  recommends  the  appointment  of  a 
board  of  seven  to  run  the  new  de- 
partment to  be  known  as  the  Depart- 
ment of  Public  Hospitals.  These 
changes  are  further  recommended  to 
include  the  Borough  of  Brooklyn. 

Druggists  Fight  the  Pharmacy 
Board — The  Eastern  Board  of  Phar- 
macy has  been  attacked  by  the  local 
druggists,  and  they  have  forwarded 
the  following  complaint  to  the  Comp- 
troller and  Governor  Hughes : 

"In  regard  to  the  present  system  of 
inspecting  drugs,  there  have  been  not 
infrequent  cases  where  the  chemist  for 


the  board  has  reported  a  certain  drug 
below  standard  and  the  board  has 
thereupon  imposed  the  usual  fine. 
The  druggist,  however,  has  also  em- 
ployed a  chemist  to  analyze  his  drug. 
The  latter  has  reported  to  him  that 
the  drug  is  up  to  all  legal  require- 
ments. Upon  receiving  this  report  the 
druggist  has  refused  to  pay  the  fine 
imposed  by  the  board.  The  result  of 
such  refusal  is  that  litigation  follows, 
the  cost  of  which  is  easily  several 
times  more  than  the  amount  of  the 
fine  itself.  The  pernicious  tendencies 
of  such  a  system  are  easily  discern- 
ible." 

Queens-Nassau  Medical  Society — - 

In  May  this  Society  held  its  Annual 
Meeting  at  the  Town  Hall,  Jamaica ; 
the  President,  Dr.  John  H.  Barry,  was 
in  the  chair.  The  Scientific  Session 
consisted  of  a  Symposium  on  Mid- 
wifery, and  a  paper  by  Dr.  Crothers 
on  Home  and  Office  Treatment  of 
Spirit  and  Drug  Takers.  The  meet- 
ing was  well  attended  and  the  papers 
were  of  high  standard. 
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Thirty-first  Stated  Meeting,  held 
at  Bay  Shore,  L.  I.,  Saturday,  June 
20,  1908.  The  meeting  was  called  to 
order  and  the  minutes  of  the  previous 
meeting  read  and  approved. 

The  President,  Dr.  H.  Beeckman 
Delatour,  then  read  his  annual  ad- 
dress, which,  on  motion,  duly  second- 
ed and  carried,  was  referred  to  Drs. 
Browning,  Lanehart  and  Ross  as  a 
Committee  on  the  President's  address. 

The  following  were  proposed  and 
elected  members  of  the  Association : 

New  Members  from  Kings  County. 

Donald  McNaughton,  479  Clinton 
Avenue,  L.  I.  C.  H.,  1903. 

Michele  Lanza,  97  Schenck  Avenue, 
Naples,  1903. 

Robert  B.  Anderson,  703  Nostrand 
Avenue,  Cornell,  1899. 


Philip  T.  Genthner,  384  Court 
Street,  N.  Y.  U.,  1886. 

Adolph  F.  Konther,  184  Ridgewood 
Avenue,  L.  I.  C.  H.,  1902. 

John  H.  Reb,  328  Jay  Street,  P.  and 
S.,  1894. 

Jonathan  S.  Prout,  26  Schermer- 
horn  Street,  National  Washington, 
1856. 

A.  I.  Dower,  500  Ocean  Avenue, 
Belleyue,  1878. 

Augustus  A.  Hussey,  295  Hancock 
Street,  P.  and  S.,  1896. 

John  C.  Medd,  210  Garfield  Place, 
L.  I.  C.  H.,  1896. 

J.  W.  Stevens,  835  Hancock  Street, 
L.  I.  C.  H.,  1905. 

Elliott  I.  Dorn,  4  Broome  Street, 
L.  I.  C.  H.,  1904. 
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Cranford  D.  Beasley,  702  Greene 
Avenue,  L.  I.  C.  H.,  1879. 

George  E.  Henderson,  61  Taylor 
Street. 

S.  R.  Blatteis,  596  Willoughby  Ave- 
nue, Bellevue,  1898. 

J.  L.  Baker,  199  Putnam  Avenue, 
L.  I.  C.  H.,  1905. 

Eliot  Bishop,  455  Classon  Avenue, 
Dartmouth,  1904. 

Charles  A.  Gordon,  596  Hancock 
Street,  Cornell,  1905. 

New  Members  from  Queens,  Nassau, 
and  Suffolk  Counties. 

Andrew  T.  Anderson,  28  Stevens 
Street,  L.  I.  City,  P.  and  S.,  1890. 

A.  Francis  Briggs,  139  Fifth  Street, 
L.  I.  City,  L.  I.  C.  H.,  1904. 

A.  E.  Dietrich,  Bav  Shore,  L.  I. 
C.  H.,  1893. 

Toseph  A.  Kerrigan,  Hempstead, 
N.  Y.  U.,  1893. 

Elliott  W.  Shipman,  Richmond  Hill, 
Univ.  Vermont,  1895. 

David  R.  Rodger,  88  Union  Place, 
Richmond  Hill,  P.  and  S.,  1888. 

William  L.  Mulcahy,  Far  Rock- 
away,  Albany,  1903. 

The  following  Standing  Committees 
were,  on  motion,  duly  seconded  and 
carried,  discharged:  Committee  to 
Investigate  Tuberculosis,  Anopheles 
Mosquito,  Tetanus,  Water  Supply. 

It  was  moved  and  seconded  that  the 
matter  of  securing  better  news  items 
for  the  Long  Island  Medical  Jour- 
nal be  referred  to  the  Publication 
Committee.  Carried. 

Dr.  J.  C.  Hancock  gave  notice  of  his 
intention  to  move  at  the  next  meeting 
</f  the  Association  an  amendment  to 
Article  T,  Section  2,  of  the  By-laws, 
so  that  it  shall  read  as  follows: 

Eligibility  to  membership  shall  be 
limited  to  regular  practitioners  who 
hare  the  endorsement  of  the  Member- 
ship Committee  of  the  Society. 

Also  that  Section  1  of  Article  VIII 
be  expunged. 

Also  such  changes  in  Article  V,  Scc- 
tions  1  ;md  2.  a^  may  be  deemed  nec- 
<  -sary,  if  any  arc-,  by  the  adoption  of 
the  above  amendments. 


Report  of  Committees. 

The  report  of  the  committee  ap- 
pointed on  the  President's  address 
was  as  follows: 

With  regard  to  the  general  remarks 
of  the  President  the  Committee  of 
course  needs  only  to  express  its  ap- 
preciation and  approval. 

With  regard  to  the  journal  pub- 
lished under  the  auspices  of  the  So- 
ciety it  may  not  be  amiss  to  raise  the 
question  whether  the  books  and  peri- 
odicals received  in  exchange  are  sys- 
tematically listed  and  indexed  and 
whether  the  Society  is  duly  supplied 
with  such  a  record  of  its  ownings? 

With  regard  to  the  Health  Boards 
of  the  Island.  In  view  of  the  present 
status  of  the  Health  Boards  of  the 
Island  the  Society  is  hardly  warranted 
in  assuming  any  responsibility  for 
their  condition.  Its  office  should  at 
the  most  be  that  of  adviser  and  re- 
viewer rather  than  sponsor. 

In  the  matter  of  a  proposed  perma- 
nent home  and  rendezvous  for  the 
Society,  we  indorse  the  suggestions 
of  the  President  and  recommend  the 
appointment  of  a  committee  of  three 
to  act  with  him  as  chairman  and  re- 
port at  the  fall  meeting. 

The  above  report  was  accepted  and 
approved  by  the  Society  with  the 
exception  of  the  part  treating  of 
Boards  of  Health  of  the  Island,  which 
part  was  referred  by  the  vote  of  the 
Society  to  the  Board  of  Directors 
with  power,  together  with  the  recom- 
mendation contained  in  the  report  of 
the  Shell  Fish  Committee  upon  the 
subject  of  Health  Officers  of  the 
Island. 

The  Committee  on  Shell  Fish,  com- 
posed of  Drs.  E.  H.  Bartley,  G.  H. 
Donahue,  F.  Overton,  C.  C.  Miles  and 
W.  A.  Baker,  made  its  report  and 
submitted  the  following  recommenda- 
tion, viz.:  That  there  he  created  in 
the  Society  a  permanent  Committee 
on  Public  Health  to  take  die  place 
of  the  present  annually  appointed 
Committee.  That  this  Committee  be 
composed  of  all  the  Health  Officers 
of   the    Island    who   are   eligible  to 
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membership  in  the  Society.  That  all 
matters  affecting  public  health  on  the 
Island  be  referred  to  this  Committee 
and  that  it  be  requested  to  report  to 
the  Society  upon  all  matters  so  re- 
ferred and  upon  any  other  matters 
relating  to  public  health  which  they 
may  deem  wise  and  expedient.  That 
the  By-laws  be  so  amended  as  to  make 
this  change  possible  and  that  this 
recommendation  act  as  a  notification 
of  the  proposal  to  make  such  change 
at  the  next  meeting. 

The  above  report  was  accepted  and 


its  recommendation  referred  to  the 
Board  of  Directors  with  power. 

Scientific  Session. 

1.  Paper:  What  Are  the  Indica- 
tions for  Immediate  Operation  in  Ab- 
dominal Conditions?  By  Louis  Nott 
Lanehart,  M.D.,  Hempstead. 

Discussed  by  Drs.  Fowler,  Bogart 
and  Murray. 

2.  Paper:  Treatment  of  the  De- 
formities of  Infantile  Paralysis.  By 
Walter  Truslow,  M.D.,  Brooklyn. 


TRANSACTIONS 

OF  THE 

BROOKLYN  GYNECOLOGICAL  SOCIETY 

Stated  Meeting,  March  6,  1908. 
The  President,  F.  J.  Shoop,  M.D.,  in  the  Chair. 


EMBOLUS  OF  ANTERIOR  TIBIAL 
ARTERY. 

Dr.  J.  O.  Polak  reporting  this 
case  said  that  he  did  a  ventral  sus- 
pension on  this  patient  three  years 
ago.  In  her  first  labor  she  was 
eclamptic;  delivery  was  instrumental 
and  sepsis  followed.  After  several 
weeks  she  was  transferred  to  the 
hospital ;  at  that  time  she  had  a  retro- 
displacement  with  a  bad  laceration. 
The  uterus  was  suspended  and  one 
ovary  removed.  She  became  preg- 
nant again  and  entered  the  hospital 
with  the  desire  to  have  a  child  with 
an  easy  labor  at  full  term.  The  head 
was  engaged  in  the  pelvis,  the  cervix 
was  dilated,  and  she  had  arrived  at 
full  term,  so  he  felt  justified  in 
starting  labor.  This  was  done ;  a  bag 
was  introduced  at  four  o'clock  in  the 
afternoon,  the  vagina  was  packed, 
and  the  following  morning  as  some 
few  pains  had  taken  place  the  bag  was 
removed.  The  membranes  were 
freely  stripped  out  and  the  vagina 
again  packed.  Two  hours  after  she 
started  in  with  regular  labor  pains, 
and  had  an  easy  uncomplicated  labor 
with  a  laceration,  not  as  in  the  pre- 


vious case  through  the  sphincter,  but 
through  a  portion  of  the  perineal 
body.  She  was  confined  36  hours 
from  the  introduction  of  the  bag. 
Within  six  hours  of  her  confinement 
her  temperature  went  to  102°.  Three 
hours  before  the  delivery  was  com- 
pleted, the  temperature  rose  to  1010 
and  she  had  a  chilly  sensation.  In 
the  evening  the  temperature  was 
1040.  The  blood  count  showed  no 
polymorphonuclear  increase,  but  a 
leucocytosis  of  13,000. 

The  first  night  after  the  confine- 
ment she  was  seized  with  pain  in  the 
leg",  and  in  the  morning  she  developed 
two  tender  spots  in  the  anterior  tibial 
region.  In  the  afternoon  she  had  a 
well  marked  ecchymosis  which  re- 
sulted in  a  gangrene  of  the  entire 
leg  and  metastatic  abscesses  of  the 
anterior  tibial  blood  supply.  Here 
was  an  embolus  which  went  through 
the  artery,  said  the  speaker,  and  evi- 
dently lodged  in  the  vessels  of  the 
foot  on  the  anterior  tibial  side ;  the 
posterior  tibial  was  not  involved. 
The  patient  now  is  making  a  recov- 
ery. Dr.  Polak  said  he  could  not 
find  any  record  in  the  literature  of 
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emboli  which  have  started  in  this 
peculiar  way.  Most  phlebitis  starts 
in  the  saphenous  vein  or  femorals, 
and  not  in  a  terminal  artery  ascend- 
ing. 

Dr.  Jewett  stated  that  he  had  had 
a  case  of  thrombosis  in  the  posterior 
popliteal  artery  after  an  operation  on 
the  appendix.  Gangrene  resulted 
and  amputation  was  necessary. 

POST-PARTEM    SEPSIS    DUE  TO 
PYOSALPINX. 

Dr.  A.  M.  Judd  said  that  this 
patient  entered  his  service  at  the 
Jewish  Hospital  January  18th  with 
post  partem  sepsis.  At  that  time 
there  was  a  mass  to  the  right  of  the 
uterus  measuring  23/2x13/2  inches. 
He  did  not  know  whether  it  was  a 
salpingitis  or  a  fibroid  tumor.  The 
leucocyte  count  was  17,400  white, 
polymorphonuclear  79  per  cent.  He 
did'  not  feel  like  operating  at  that 
time.  She  also  had  some  trouble 
with  the  nipples  and  breasts.  She 
was  placed  in  bed  and  examined 
every  two  or  three  days.  The  tem- 
perature ranged  from  normal  to  104 : 
F.  February  226.  the  blood  count 
showed  12,200  white,  polymorphonu- 
clear 65  per  cent.  Her  general  condi- 
tion became  worse,  and  on  February 
24th  he  did  a  laparotomy.  The  day 
before  operation  he  had  found  the 
mass  on  the  right  side  of  the  uterus 
had  increased  in  size ;  it  was  as  large 
as  his  fist  and  the  movements  of  the 
uterus  were  restricted.  There  was  a 
thickening  of  the  wall  of  the  tube, 
but  no  pus  in  the  tube  and  a  cystic 
condition  of  the  right  ovary.  The 
appendages  were  removed  with  con- 
siderable hemorrhage,  and  embeded 
in  the  inflammatory  tissue  was  the 
appendix.  This  appendix  according 
to  the  pathologist,  was  a  suppurative 
inflammation.  The  speaker  believed 
the  infection  occured  through  the 
uterus  to  the  tube,  and  that  the  ap- 
pendix was  secondary  to  the  tubal 
condition. 

Dr.  C.  Jewett  thought  the  doctor 
was  right  about  the  origin  of  the 
trouble. 


With  reference  to  the  density  of 
the  tube  as  bearing  on  the  possibility 
of  mistake  in  diagnosis,  he  had 
operated  for  pus-tube  the  day  before 
in  a  case  which  had  been  diagnosti- 
cated by  a  gynecologist  in  Manhattan 
as  uterine  fibroid. 

A  like  mistake  was  reported  by  one 
of  the  most  experienced  operators  in 
Xew  York.  Operating  for  supposed 
fibroid  he  put  a  corkscrew  into  the 
tumor  when  pus  leaked  out  alongside 
the  corkscrew.  The  tumor  was  a 
thick  walled  pyosalpinx. 

THE   APPENDIX   AND    RIGHT  TUBE. 

A  paper  with  the  above  title  was 
read  by  Clarexce  R.  Hyde,  M.D. 

Discussion. 

Dr.  C.  Jewett  said  there  was  no 
doubt  that  a  diseased  appendix  may 
infect  the  uterine  tube  and  vice  versa. 
This  may  result  from  adhesions.  It 
may  occur  without  adhesions.  Yet 
the  ligament  of  Clado,  he  thought, 
could  not  be  considered  a  factor  in 
the  reciprocal  infections  of  appendix 
and  ovary.  There  are  several  folds 
of  peritoneum  in  the  region  of  the 
iliac  fossa  running  in  various  direc- 
tions. Most  of  them  according  to 
Huntington  contain  some  vessels. 
An  appendiculo-ovarian  ligament  can 
be  demonstrated  only  in  occasional 
instances.  When  present  it  does  not 
always  run  from  the  appendix  but 
may  go  from  the  adjacent  iliac  or 
cecal  peritoneal  coat. 

That  this  ligament  when  it  exists 
establishes  direct  lymphatic  com- 
munication between  appendix  and 
ovary  seems  to  have  been  disproved 
by  the  experiments  of  Kelly  and 
Hurdon.  Injection  of  the  lymphat- 
ics of  the  appendix  from  the  periph- 
ery toward  the  center  showed  that 
not  a  single  lymph  channel  passed  in 
the  peritoneum  toward  the  ovary. 

Any  considerable  lymphatic  or 
vascular  communication  between  ap- 
pendix and  ovary  is  entirely  improb- 
able too  from  the  standpoint  of 
embryology. 
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It  must  be  granted  that  the  ap- 
pendix is  diseased  in  a  very  consider- 
able proportion  of  cases  of  pelvic 
suppuration.  This  was  shown  by  the 
experience  of  Peterson  in  which  the 
appendix  was  removed  for  histologic 
examination  in  a  series  of  cases 
whether  or  not,  to  the  naked  eye,  it 
seemed  to  be  normal.  In  a  large 
number  of  instances  an  appendix 
which  appeared  to  be  sound  proved 
to  be  diseased  when  examined  by  the 
pathologist.  This  experience  is  a 
sufficient  reason  for  removing  the 
appendix  in  at  least  every  case  of 
pelvic  suppuration.  In  any  case  it 
is  a  useless  and  potentially  dangerous 
organ  and  should  be  taken  out  when 
the  opportunity  offers  in  course  of  an 
abdominal  operation. 

With  reference  to  the  technic,  Dr. 
Hyde  has  alluded  to  infolding  of 
the  appendix  as  the  best.  For  a  con- 
siderable time  the  speaker  has  tied 
off  with  a  Pagenstecker  linen  liga- 
ture. The  ligature  is  passed  through 
the  peritoneum  on  one  side  of  the 
appendix  to  make  sure  it  can  not 
slip.  He  did  not  expose  the  perito- 
neum to  infection ;  he  divided  the 
appendix  with  a  cautery  knife,  and 
sterilized  the  lumen  of  the  stump 
with  the  cautery.  In  this  way  the 
operation  is  as  clean  as  it  can  be 
made  and  there  can  be  no  bleeding 
into  the  bowel.  The  recovery  of  these 
patients  seemed  to  him  smoother  and 
easier  than  under  other  methods. 

Dr.  J.  O.  Polak  said  that  years 
ago  he  read  a  paper  on  this  subject 
advising  the  removal  of  the  appendix 
when  the  abdomen  was  opened,  and 
he  was  criticized  severely.  He  was 
glad  to  hear  Dr.  Hyde's  paper,  be- 
cause it  had  brought  out  what  we  see 
every  day,  and  that  is  the  difficulty 
of  making  a  differential  diagnosis 
between  disease  of  the  appendix  and 
the  right  adnexa. 

One  point  not  spoken  of  by  Dr. 
Hyde  was  the  value  of  the  blood 
count  in  appendicitis  over  its  value  in 
tubal  inflammation.  We  have  a  very 
much  higher  polymorphonuclear  per- 
centage in  every  case  of  acute  append- 


icitis than  we  do  in  these  tubal  condi- 
tions.   The  protection  is  not  as  great. 

In  regard  to  removing  the  appendix 
in  every  case,  he  has  modified  his 
views  to  this  degree.  He  believed  it 
injudicious,  if  we  remove  a  pus  tube 
on  the  right  or  left  side,  if  the  ap- 
pendix does  not  come  in  sight  to  break 
through  our  wall  of  gauze  and  hunt 
for  the  appendix  below.  If  the  ap- 
pendix comes  in  view  through  the 
walling  off,  he  has  no  hesitancy  in 
taking  it  out,  but  does  not  hunt  for 
it  in  infected  cases.  There  is  no 
better  way  of  disseminating  infection 
through  the  abdomen  than  to  get  a 
soiled  peritoneum  mixed  up  with  coils 
of  intestine. 

In  regard  to  technic  he  thought 
Selig's  article  in  the  Annals  of  Sur- 
gery, with  the  pathological  reports 
of  subsequent  abdominal  sections  and 
autopsy  reports  as  to  the  condition 
of  the  appendix  and  cecum  at  the 
point  of  amputation  was  sufficient 
to  justify  us  to  adopt  that  technic, 
and  unless  he  has  plenty  of  time  on 
his  hands,  he  almost  invariably  ties 
off  the  appendix  with  a  simple  liga- 
ture and  the  meso-appendix  with 
another,  and  after  cauterizing  the  tip 
of  the  appendix,  ties  two  ligatures 
together.  It  practically  seals  over 
and  buries  the  stump  in  the  mass. 

Dr.  A.  M.  Judd  agreed  with  Dr. 
Hyde  in  regard  to  what  he  said  as 
to  feeling  tubes  and  ovaries. 

As  to  Dr.  Polak's  statement  in 
regard  to  the  blood  count  in  append- 
icitis, he  observed  a  case  where 
that  did  not  help  him  out  much. 
There  was  pain  in  the  region  of  the 
appendix  for  a  week.  A  blood  count 
was  made  the  day  previously ;  the 
leucocytes  were  13,000,  polymorphon- 
uclear 76  per  cent.  As  the  man  had 
four  previous  attacks  of  probable  ap- 
pendicitis he  advised  removal,  and  the 
day  following  he  removed  a  large 
appendix  full  of  pus.  The  appendix 
was  adherent  to  the  anterior  abdom- 
inal wall  and  adhesions  had  taken  place 
around  it.  Possibly  that  had  some 
influence  on  the  blood  count. 

The   relation  between   right  tubal 
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disease  and  appendicitis,  the  speaker 
said,  is  a  complicated  thing,  and  in 
posterior  sections  where  there  was  pus 
in  the  pelvis  which  he  thought  came 
from  the  right  tube,  he  subsequently 
thought  it  might  be  an  appendical 
trouble. 

Formerly,  the  speaker  said,  that  he 
used  silk  in  tying  off  the  meso-ap- 
pendix.  He  made  a  loop  around  the 
appendix  where  the  meso-appendix 
was  attached  at  the  base  and  tied  that 
loop,  and  then  again  around  the 
appendix  underneath  the  peritoneal 
coat  for  inversion.  During  the  last 
few  months  he  had  departed  from 
that  and  had  used  Pagenstecker 
linen.  He  ties  off  the  meso-appendix 
with  No.  2  catgut,  puts  a  clamp  on 
the  appendix,  separates  everything  by 
the  cautery  and  subsequently  cauter- 
izes the  stump. 

Dr.  G.  McNaughton  said  that  he 
was  inclined  to  believe  that  occasion- 
ally Dr.  Polak  will  overlook  an  ap- 
pendix in  such  a  mass  as  he  describes. 
It  is  possible  he  will  save  more  cases 
by  his  method,  but  he  thought  every 
once  in  a  while  he  will  overlook  a 
dangerous  inflammation  of  the  ap- 
pendix. 

In  most  cases,  the  speaker  said,  we 
ought  to  be  able  to  determine  between 
pelvic  disease  and  disease  of  the  ap- 
pendix in  women.  In  some  cases  it 
will  be  impossible,  because  it  will  be 
represented  by  one  mass,  but  ordi- 
narily there  is  a  dividing  line.  Within 
a  week  he  had  seen  one  or  two 
interesting  cases  of  that  sort ;  one  was 
a  post-operative  sepsis.  She  was  in 
the  hands  of  the  family  physician,  who 
was  prepared  to  operate  before  she 
was  sent  in  to  the  Long  Island  Col- 
lege Hospital  and  operated  on.  The 
physician  told  him  he  had  made  a 
diagnosis  of  appendicitis  in  that  case. 
The  speaker  diagnosed  tubal  disease. 
There  was  present  a  right  and  left 
salpingitis  and  a  cystic  ovary  on  the 
right  side.  There  was  a  distinct  ap- 
pendicitis and  the  tip  of  the  appendix 
was  attached  to  the  right  tube.  The 
history  of  the  case  and  the  mass  on 
the    left    side    would    lead    one  to 


operate  on  that  case  anyway,  and  it 
was  less  distinct  on  the  other  side 
because  of  the  general  inflammatory 
mass  in  the  tissues. 

Dr.  McNaughton  saw  a  case  of 
tubal  pregnancy  on  the  right  side  in 
a  young  woman.  The  diagnosis  was 
made,  but  for  some  reason  she  was 
not  operated  on.  Finally  her  symp- 
toms became  worse  and  operation  was 
consented  to,  and  the  diagnosis  con- 
firmed by  operation.  He  made  a 
search  for  the  appendix,  and  found 
she  was  suffering  from  an  acute 
suppurative  appendicitis,  so  that  the 
symptoms  which  determined  the 
operation  came  from  the  appendix, 
although  that  was  not  diagnosed  nor 
suspected. 

He  had  seen  only  one  case  of  sup- 
posed appendicitis,  in  which  there 
was  some  communication  with  one  of 
the  ureters  with  constant  appearance 
of  gas  and  fecal  matter  in  the  bladder. 

In  a  vaginal  section  for  a  supposed 
foreign  body  in  a  woman  who  had 
attempted  an  abortion,  he  thought  he 
could  feel  it  posterior  to  the  cervix. 
A  concretion  was  taken  out  in  the 
neighborhood  of  the  right  ureter. 
She  afterwards  developed  the  pass- 
ing of  gas  and  some  fecal  matter 
through  the  bladder.  This  cleared  up 
and  she  became  well.  She  came  back 
a  few  weeks  ago  and  he  found  some- 
thing behind  the  cervix.  On  opera- 
tion he  found  it  was  a  fibroid  in  the 
fundus  of  the  uterus,  tipped  directly 
over  and  occupying  a  space  in  the 
pelvis  behind  the  cervix.  He  could 
find  no  connection  between  the  ink  s- 
tine  and  the  water  passage. 

Dr.  W.  P.  Pool  said  that  the 
matter  of  infolding  the  stum])  of  the 
appendix  appealed  to  him  as  being 
a  dangerous  and  unsafe  procedure. 
The  appendix  is  fed  by  the  small 
arteries  of  the  meso-appendix,  which 
may  be  one  to  three  in  number.  Thcir 
destruction  is  intended,  but  it  some- 
times happens  that  a  branch  enters  the 
appendix  not  from  the  meso-appendix 
directly,  but  from  under  the  peritoneal 
covering  of  the  bowel  itself,  so  that 
in  applying  the  usual  purse  string  and 
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inverting-  the  stump,  it  is  possible  to 
have  this  one  small  branch  entirely 
unprotected  by  ligature. 

A  case  he  would  mention  was  one 
in  which  a  right  tubal  and  ovarian 
trouble  was  operated  on  and  the 
appendix  removed,  the  stump  in- 
verted, the  peritoneum  being  caught 
in  a  purse-string  suture.  A  few  hours 
after,  it  was  noticed  that  the  patient 
was  in  bad  state.  Her  symptoms  sug- 
gested hemorrhage ;  there  was  some 
bleeding  from  the  rectum.  She  was 
put  on  the  table  almost  comatose,  the 
wound  reopened,  the  ligature  cut,  the 
stump  everted,  and  this  little  vessel 
was  bleeding  profusely.  The  stump 
w  as  tied  off  and  the  wound  reclosed. 
She  fortunately  recovered.  She 
afterwards  evacuated  a  large  quantity 
of  blood  from  the  bowel. 

If  the  infolding  operation  is  prac- 
ticed, the  speaker  said,  we  can  not  tell 
whether  we  have  every  artery  or  not. 
A  good  and  quick  method  which 
seems  safe  is  the  carrying  of  a  figure 
of  eight  suture  around  the  meso-ap- 
pendix  and  appendix,  tying  firmly,  and 
cutting  off  above  it.  If  one  wishes  to 
infold  the  stump,  the  junction  of  the 
appendix  and  vessels  should  first  be 
ligated. 

Dr.  H.  C.  Keenan  said  that  he 
thought  Dr.  MacEvitt  was  one  of 
the  first  to  call  attention  to  the  asso- 
ciation of  appendicitis  and  right  tubo- 
ovarian  disease.  In  a  paper  read 
before  the  Kings  County  Society 
twelve  years  ago  he  used  the  title 
"Diagnosis  between  Appendicitis  and 
Tubo-ovarian  Disease."  It  was  pub- 
lished, but  the  subject  did  not  come 
into  any  prominence  until  five  or  six 
years  later. 

He  thought  we  had  all  met  cases 
such  as  Dr.  Hyde  had  described.  In 
the  last  month  he  had  had  two  ectopic 
cases  with  the  appendix  involved  in 
the  mass.  He  did  not  believe  there 
was  any  special  significance  except  the 
anatomical  position  of  the  appendix  ; 
there  was  no  infection  whatever. 

The  worst  class  of  cases  from  the 
standpoint  of  the  practitioner,  the 
speaker  said,  is  when  the  appendicitis 


follows  labor  or  abortion.  Within  the 
last  two  months  in  St.  Aiary's  Hos- 
pital they  had  had  two  such  cases, 
and  the  diagnosis  was  much  in  doubt 
for  several  days.  A  rise  of  tempera- 
ture on  the  third  or  fourth  day  after 
labor,  with  complaint  of  pain  in  the 
abdomen,  is  very  likely  to  be  diag- 
nosed as  pueperal  infection.  These 
cases  ran  along  for  two  or  three  days, 
the  women  growing  worse,  and  it  was 
only  after  a  careful  consideation  that 
a  tentative  diagnosis  was  made  and 
the  abdomen  opened  and  an  appendi- 
citis found. 

Dr.  O.  P.  Humpstone  said  that  the 
area  of  hyperesthesia  of  the  right 
groin  below  Poupart's  ligament,  which 
is  most  striking  in  appendicitis  is  lack- 
ing in  cases  of  tubo-ovarian  disease 
had  been  demonstrated  on  several 
occasions  to  his  satisfaction.  Also  in 
a  recent  case  of  differential  diagnosis 
between  appendicitis  and  sepsis  in  the 
tubes  on  the  right  side  after  labor,  in 
which  a  definite  mass  was  made  out 
in  the  right  iliac  fossa,  and  the  general 
surgeons  said  it  was  a  mass  of  inflam- 
matory tissue  in  the  right  broad  liga- 
ment and  the  gynecologists  said  it  was 
an  appendicitis.  The  abdomen  was 
opened,  and  they  found  a  right  sal- 
pingitis and  a  tremendously  engorged 
ovary,  which  did  not  have  any  pus  in 
it. 

Dr.  C.  R.  Hyde  said  the  reason  he 
did  not  allude  to  the  blood  count  was 
that  he  simply  intended  to  describe 
the  relation  which  may  exist  between 
the  appendix  and  the  right  adnexa. 
Deaver  in  his  Anatomy  has  four  or 
five  plates  describing  this  condition. 

As  regards  the  lymphatic  connec- 
tion, that  point  was  elaborated  some- 
what by  Battle  and  Cornier.  Whether 
other  anatomists  say  so  or  not  he  did 
not  know. 

Dr.  Pool's  case  of  hemorrhage  fol- 
lowing inversion  of  the  stump  was 
interesting.  At  the  meeting  of  the 
American  Medical  Association  in 
Atlantic  City,  Wyeth  reported  22  fatal 
cases  following  the  inversion  of  the 
stump. 
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The  speaker  said  that  he  does  not 
invert  the  stumps  of  as  many  append- 
ices as  formerly,  but  simply  ties  off 
the  meso-appendix  and  then  ampu- 
tates the  appendix  and  gets  as  good 
a  result.  Really  the  only  case  that  he 
thought  showed  a  distinct  connection 
between  the  appendix  and  the  tube 
w  as  the  case  he  mentioned  where  the 
patient  was  seized  with  the  symptoms 
of  appendicitis.  She  complained  of  a 
good  deal  of  pain  in  the  lower  pelvis, 
developed  a  slight  menorrhagia,  and 
vaginal  examination  showed  a  mass 
on  that  side.  This  was  an  unmarried 
girl.  Me  was  absolutely  positive  she 
was  a  virgin.  The  hymen  was  intact, 
and  yet  there  was  a  large  pyosalpinx; 
it  was  an  acute  pus  tube  with  the 
appendix  glued  to  the  tube.   That  was 


the  only  case  he  ever  saw  of  that 
kind. 

Dr.  W.  B.  Chase  said  that  in  the 
average  obstetric  practice  of  to-day 
there  are  many  factors  of  carelessness 
which  should  not  exist.  We  should 
know  something  about  the  diameters 
of  the  head  and  pelvis,  and  these 
should  be  accepted  and  considered  by 
the  medical  profession.  Every  case 
must  be  a  law  to  itself.  The  speaker 
said  that  we  usually  get  some  hint  in 
these  border  line  cases  as  to  which  is 
the  better  method,  the  application  of 
forceps  or  version.  From  his  obser- 
vation he  was  inclined  to  the  views 
expressed  by  Dr.  Polak,  that  we  have 
a  series  of  cases  in  which  we  get 
better  and  more  satisfactory  results 
by  version  than  by  use  of  forceps. 
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THE  PATHOLOGY  AND  DIAGNOSIS  OF 
PANCREATIC  DISEASE. 

A  paper  with  the  above  title  was 
read  before  the  Society  by  Dr.  Henry 
Goodwin  Webster,  of  Brooklyn. 

Discussion. 

Dr.  Dudley  Roberts  in  discussion 
said  that  the  most  interesting  and  per- 
plexing problem  regarding  pancreatic 
disease  of  the  acute  or  chronic  variety 
was  the  possibility  of  its  being  caused 
by  other  conditions  than  gall  stones; 
the  involvement  of  this  gland  in  the 
Course  of   certain   of   the  infectious 

diseases  has  been  well  established; 
whether  and  how  the  gland  is  affected 
by  the  infections  and  inflammations 
of    the    upper   bowel,   arc    still  open 

quesl  j< I ! i ^  experience  has  led  him 
to  believe  thai  inflammation  <>f  the  bil- 


iary system  and  stone  lodged  in  the 
common  duct  are  the  usual  direct 
causes  of  symptoms  in  the  case  of 
pancreatitis  now  recognized  ;  but  there 
are  certain  cases  of  chronic  or  sub- 
acute pancreatitis,  possibly  only 
suggested  by  mild  digestive  com- 
plaints and  study  of  the  stools,  con- 
cerning the  etiology  of  which  we  know 
comparatively  little;  such  cases  do  nol 
come  to  the  operating  table,  and  post- 
mortem findings  have  as  yet  not  been 
carefully  compared  with  elaborate 
clinical  studies. 

Relating  to  the  possibility  of  small 
intestinal  catarrh  being  responsible  for 
certain  cases  of  pancreatitis,  the  doctor 
related  briefly  the  history  of  a  woman 
afflicted  with  attacks  of  pain  in  the 
right  hypochondrium  occasionally 
for  several  years,  and  almost  daily  for 
a  period  of  six  months,  before  first 
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coming  under  his  observation.  The 
tenderness  in  the  gall-bladder  region, 
the  decidedly  positive  Cammidge  re- 
action, the  fatty  stools  containing  bile 
in  fair  amount  made  pancreatic  disease 
the  almost  positive  diagnosis.  There 
was  also  observed  a  considerable 
amount  of  finely  divided  mucus  in  the 
stools  distinctly  bile  stained,  showing 
its  proper  upper  intestinal  origin. 
This  suggested  to  the  speaker  that 
there  was  a  catarrh  of  the  upper  intes- 
tine involving  the  pancreatic  duct. 
For  a  period  of  six  weeks  the  stools 
were  watched  daily;  the  same  char- 
acter was  shown  in  each  and  every 
examination.  Meanwhile  there  was 
little  pain  but  slight  tenderness.  The 
patient  was  treated  with  bland  diet, 
considerable  amounts  of  saline  waters, 
small  doses  of  castor  oil  and  pank- 
renn.  Operation  was  suggested  but 
objected  to  for  the  time;  after  about 
six  weeks  there  was  a  fairly  sharp 
attack  of  pain  lasting  a  few  hours  and 
the  next  day  conditions  were  much 
improved ;  the  stools  became  normal 
and  have  continued  so  for  the  past 
two  months ;  no  pain  or  tenderness 
has  been  felt  during  this  time.  The 
stools  were  searched  in  vain  for 
stones.  Such  an  accidental  cure,  al- 
though possibly  of  a  temporary  na- 
ture, is  interesting  but  not  as  instruct- 
ive as  we  might  wish.  This  is  apt 
to  be  the  case  with  medical  treatment 
of  such  intra-abdominal  conditions  but 
the  patient  is  far  less  interested  in  the 
scientific  aspect  of  the  condition  than 
in  the  chance  of  recovery;  while  such 
an  experience  should  not  give  us  an 
excuse  for  temporizing  with  condi- 
tions which  do  not  give  a  good  pros- 
pect of  cure  by  nonoperative  medicine, 
it  does  teach  us  to  be  guarded  in 
prognosis  and  to  remember  that  we 
are  far  from  understanding  the  etiol- 
ogy of  pancreatitis. 

Regarding  the  Cammidge  reaction 
mentioned  by  Dr.  Webster,  it  was 
said  by  the  speaker  that  the  tribasic 
lead  acetate  was  a  substance  not  at 
all  known  or  used  in  this  country;  it 
differed  from  our  subacetate  of  lead 
in  that  an  extra  amount  of  litharge 


was  added  in  the  course  of  prepara- 
tion. Squibb  and  Co.  had  kindly  made 
up  a  small  amount  of  this  tribasic  lead 
acetate  and  in  using  it  in  comparison 
with  the  ordinary  subacetate,  the 
speaker  could  find  no  difference  in 
results. 

There  is  but  one  step  in  the  pro- 
cedure which  is  particularly  liable  to 
be  incorrectly  performed,  that  being 
the  filtration  of  the  liquid  after  the 
addition  of  the  phenylhydrazin,  etc., 
if  the  filter  paper  be  not  hot,  precipita- 
tion of  the  crystals  is  apt  to  take  place. 
The  greatest  care  should  be  taken  to 
find  traces  of  sugar  in  the  urine  before 
beginning  this  test;  the  phenylhydra- 
zin test  should  always  be  performed 
before  the  urine  is  boiled  with  hydro- 
chloric acid. 

As  yet  the  value  of  this  test,  the 
nature  of  the  body  or  bodies  giving 
the  reaction  and  the  best  technique 
are  still  open  questions ;  in  the  opinion 
of  the  doctor  there  is  great  possibility 
that  pentose  is  the  chemical  body 
causing  the  reaction,  and,  although  as 
yet,  he  has  not  found  the  reaction  posi- 
tive in  other  than  pancreatic  abnor- 
mality, he  would  not  care  to  place  too 
much  reliance  on  either  its  presence 
or  absence. 

Dr.  R.  S.  Fowler  related  the  his- 
tory of  a  man  33  years  of  age  who 
had  suffered  from  indigestion  for 
several  years,  a  hard  worker  of  slight 
physique.  He  was  seized  two  days 
before  the  speaker  saw  him  with  a 
sudden  pain  in  the  upper  abdomen, 
which  was  followed  by  diarrhea  and 
distention  of  the  upper  abdomen  with 
rigidity.  His  physician  took  the  case 
to  be  one  of  appendicitis.  On  opening 
the  abdomen  there  was  found  a  large 
tumor  at  the  head  of  the  pancreas. 
There  were  four  points  of  fat  ne- 
crosis, two  in  the  mesentery  of  the 
small  intestine  distant  from  the  pan- 
creas and  near  the  right  iliac  fossa, 
one  in  the  mesentery  of  the  ascending 
colon  and  one  at  the  outer  side  of 
the  base  of  the  second  portion  of  the 
duodenum ;  the  head  of  the  pancreas 
was  enlarged  notably.  The  color  was 
brick  red  with  here  and  there  spots 
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of  darker  mottling.  He  intended  to 
explore  the  pancreas  through  an  in- 
cision by  dissecting  the  second  portion 
of  the  duodenum.  In  this  case  he 
determined  to  get  the  pancreas  from 
behind  the  peritoneum  by  dissecting 
upward.  In  doing  that  he  found 
larger  areas  of  fat  necrosis,  but  the 
man's  condition  was  such  that  he  did 
not  deem  it  advisable  to  go  ahead  and 
do  anything  further  for  him,  except 
what  was  necessary  to  save  his  life. 
There  was  probably  a  local  cause  for 
trouble  in  the  head  of  the  gland.  He 
stitched  the  peritoneum  over  the  duo- 
denum to  the  abdominal  wound  and 
drained  it. 

In  patients  suffering  from  disease 
of  the  pancreas  and  also  in  animals 
the  subject  of  experimentation,  it  has 
been  found  that  if  the  normal  animal 
is  deprived  of  all  food  and  the  smell 
and  sight  of  food,  and  nothing  is  put 
under  the  skin  or  into  the  rectum  to 
excite  secretions,  the  animal  does  not 
secrete  any  pancreatic  juice;  that  if 
on  the  other  hand  the  animal  or  pa- 
tient is  fed  by  rectum  or  stomach 
or  under  the  skin  or  the  olfactory 
nerve  is  stimulated  by  food,  the  pan- 
creatic juice  flows.  Therefore,  the 
few  cases  he  has  had  of  pancreatic 
disease,  after  operation  he  has  always 
put  the  patients  in  a  room  where  they 
could  not  see  or  smell  or  have  any- 
thing to  do  with  food.  That  was  done 
in  this  case.  After  the  operation  the 
pancreas  shrank  rapidly,  so  that  from 
day  to  day  through  the  wound  he 
could  see  the  pancreas  shrink  down 
until  it  finally  disappeared  out  of 
sight.  That  man's  wound  subse- 
quently healed  up  and  he  went  home. 
A  few  months  after  he  was  reported 


well.  There  was  never  any  jaundice 
in  this  case.  No  examination  was 
made  as  to  the  Cammidge  reaction. 

This  man  has  since  had  symptoms 
of  indigestion,  attacks  of  pain  which 
last  for  a  few  days.  These  attacks 
come  on  after  indulging  in  a  heavy 
meat  meal  or  after  drinking  consider- 
ably. The  speaker  put  him  on  a  heavy 
meat  diet  and  had  the  urine  examined, 
and  found  the  crystals  which  showed 
a  typical  Cammidge  reaction. 

After  considering  these  things  in 
this  case,  the  speaker  thought  pos- 
sibly the  local  cause  might  be  a  stone 
in  the  pancreatic  ducts  themselves. 
In  looking  up  the  subject  he  found 
Cammidge  in  his  book  states,  that 
stones  of  the  duct  of  Wirsung  show 
a  very  sharp  outline  with  the  X-ray. 
That  is  in  contradistinction  to  gall 
stones,  which  are  not  sharply  outlined, 
rje  asked  Dr.  Eastman  to  take  a  pic- 
ture of  the  case,  and  he  reported  a 
shadow  on  several  plates  in  the  region 
of  the  pancreas. 

Specimens  presented. 

i  Malignant  Growth  of  the  Chor- 
oid :  Microscopic  section  and  ab- 
stracted history  were  presented  by  Dr. 
J.  B.  Thomas. 

2.  Multiple  Fibromata  of  the 
Uterus,  gestation  at  the  third  month  : 
Specimen  and  case  history  were  pre- 
sented by  Dr.  C.  A.  Anderson. 

3.  Large  Fibroid  of  the  Uterus, 
gestation  at  the  fourth  month :  Speci- 
men and  case  history  were  presented 
by  Dr.  T.  H.  Dexter. 

4.  Large  Double  Pyosalpinx : 
Unruptured  specimen  and  case  his- 
tory presented  by  Dr.  Archibald 
Murray. 


484///  Regular  Ma 

RENAL     CALCULUS     WITH  PYONE- 
PHROSIS. 

Dr.  E.  T.  D.  Howell  presented  the 
specimen  with  the  following  history: 
Patient,  male,  age  30,  driver.  Family 
history  negative. 

Previous  history:  Had  Scarlet 
Fever  at  ten  years  of  age.    Denies  use 


mgt   April  9,  1908. 

of  alcohol  and  also  all  venereal  disease. 
Has  been  treated  for  about  ten  years 
For  what  he  was  told  was  "cystitis." 
Has  passed  "mucus"  in  urine  during 
this  time.  Was  operated  on  about 
four    years    ago    for    stone    in  the 

bladder. 

History  for  few  months  prior  to  the 
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first  operation  was  as  follows :  About 
four  months  ago  his  "cystitis"  became 
much  worse,  he  passed  large  quanti- 
ties of  ''mucus"  streaked  with  blood, 
and  suffered  severe  pain  in  the  bladder 
region  before  urination  but  this  was 
relieved  after  the  act  of  urination. 
About  two  months  ago  he  began  to 
have  dull  aching  pains  in  the  left 
lumbar  region,  radiating  down  into 
the  left  thigh  and  severe  night  sweats, 
all  of  which  lasted  until  three  weeks 
ago,  that  is  three  weeks  prior  to  the 
first  operation.  The  pain  was  more 
severe  and  constant  when  passing 
clear  urine  than  when  passing  large 
amounts  of  heavy  urine  mixed  with 
"mucus;''  For  some  time  prior  to  the 
first  operation  the  patient  had  fre- 
quent urination,  O.I.H.  during  the 
day  and  three  of  four  times  at  night. 
He  also  noticed  during  urination  that 
the  stream  would  stop  for  a  time. 
He  never  noticed  any  sand  or  gravel 
in  the  urine.  Patient  never  had  any 
typical  attacks  of  renal  colic.  Loss 
in  weight  was  about  twenty  pounds  in 
last  four  months.  The  appetite  was 
good  and  the  bowels  regular.  Has 
had  headache.    Xo  edema. 

Physical  examination  before  the 
first  operation :  A  mass  was  palpable 
in  the  left  lumbar  region  which 
seemed  to  be  an  enlarged  kidney. 
Slight  tenderness  of  the  mass  was 
found.  The  rest  of  the  abdomen  was 
negative.  Urine  examination  showed 
before  operation:  acid,  1020,  albumen 
large  amount,  no  white  blood  cells, 
no  blood,  considerable  sediment.  Post- 
operative showed,  alkaline,  1022, 
moderate  amount  albumen,  no  white 
blood  cells,  no  blood.  The  blood 
examination  showed,  12,800  Whites, 
60  per  cent.  Poly.,  40  per  cent.  Lym. 


While  at  the  hospital  an  unsuccess- 
ful attempt  was  made  to  catheterize 
the  ureters,  one  ureter  only  being 
catheterized.  During  this  operation 
a  stone  was  removed  from  the  bladder 
for  which  purpose  the  operation  was 
performed  although  the  diagnosis  of 
stone  in  the  kidney  had  been  made. 
The  bladder  symptoms  were  in  pre- 
ponderance and  the  operation  was 
confined  to  the  bladder  in  the  hope 
that  the  patient  would  get  complete 
relief.  The  stone  was  about  the  size 
of  a  small  marble. 

About  four  months  after  leaving  the 
hospital  the  patient  came  to  me  with 
practically  the  same  group  of  symp- 
toms as  before  the  first  operation. 
The  patient  repeatedly  said  to  me. 
"Isn't  it  strange  that  when  the  urine 
has  the  most  "mucus"  in  it  I  feel 
the  best."  After  several  examina- 
tions of  the  urine,  during  a  course 
of  treatment  with  urinary  antisep- 
tics, I  advised  him  to  have  another 
operation.  The  urine  at  this  time 
showed  an  acid  reaction,  sp.  gr. 
1 020- 1030,  varying  amount  of  sedi- 
ment, many  pus  cells  and  a  few  white 
blood  cells.  Physical  examination 
showed  a  mass  in  the  left  lumbar 
region  which  was  slightly  tender. 
The  patient  went  to  the  hospital  and 
Dr.  Russell  S.  Fowler  removed  the 
left  kidney.  The  kidney  contained 
at  least  a  pint  of  pus  and  a  number 
of  calculi.  It  is  now  one  month  after 
the  operation  and  the  urine  shows  an 
acid  reaction,  clear,  sp.  gr.  1018,  no 
albumen,  no  pus  cells,  and  no  sedi- 
ment. The  patient  is  absolutely  well 
and  attending  to  his  usual  vocation. 


TRANSACTIONS 


OF  THE 

BROOKLYN  SURGICAL  SOCIETY. 

Regular  Meeting,  March  10,  1908. 
The  President,  A.  H.  Bogart,  M.  D.,  in  the  Chair. 


TRAUMATISM  AS  AN  ETIOLOGI- 
CAL FACTOR  IN  APPEN- 
DICITIS* 

By  JAMES  P.  WARBASSE,  M.D. 

Surgeon    to    the    German    Hospital    and    to  the 
Seney  M.  E.  Hospital,  Brooklyn,  N.  Y. 

I AM  able  to  report  a  number  of 
cases  which  have  come  under  my 
care  in  which  appendicitis  fol- 
lowed so  closely  upon  traumatism  to 
the  right  iliac  region  or  to  the  right 
side  of  the  abdomen  as  to  prompt  a 
reasonable  supposition  that  the  injury 
was  the  cause  of  the  disease.  How- 
ever, these  cases  cannot  be  cited  as 
examples  of  traumatism  producing 
appendicitis,  for  in  none  of  them  can 
we  say  positively  that  the  traumatism 
was  the  etiological  factor.  It  is  pos- 
sible that  each  would  have  developed 
the  disease  had  there  been  no  such 
previous  history.  They  do  come  as 
close  as  we  could  hope  to  answering 
the  question,  Can  traumatism  cause 
appendicitis? 

While  these  cases  may  be  presented 
as  bearing  upon  the  matter,  it  is  my 
own  belief  that  the  answer  will  best 
be  found,  not  in  discovering  here  and 
there  a  case  which  has  followed  an 
injury  to  the  abdomen,  but  in  the  gen- 
eral  consideration  of  the  pathology  of 
this  disease,  for  in  comparison  to  the 
total  number  of  cases,  such  an  etio- 
logical factor  plays  so  small  a  role  that 
it  must  be  regarded  practically  as  in- 
considerable. The  report  of  these 
cases,  T  am  willing,  therefore,  to  con- 
cede, proves  nothing. 

Many  of  the  modern  writers  con- 
tend that  injury  has  no  relation  to 
this  disease.  Deavcr  insists  that  it  is 
problematical  how  a  blo#w  or  fall 
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upon  the  abdomen  can  cause  appendi- 
citis, stating  that  he  has  never  seen 
a  case  of  acute  appendicitis  occur  as 
the  result  of  such  an  injury. 

It  is  my  judgment  that  this  view 
must  be  modified.  If  it  is  possible  to 
palpate  the  appendix,  it  is  possible  to 
inflict  traumatism  upon  it.  An  organ 
which  can  be  pressed  between  the  an- 
terior abdominal  wall  and  the  pelvis 
or  the  firm  psoas  muscle  can  be  trau- 
matised.  Traumatism  lowers  cellular 
vitality,  and  renders  the  organ  more 
susceptible  to  the  invasion  of  bacteria. 
There  is  no  ground  for  assuming  that 
the  appendix  is  not  susceptible  to  the 
same  surgical  principles  as  apply  to 
other  organs.  The  decision  as  to 
whether  traumatism  can  cause  appen- 
dicitis must  be  reached  upon  two 
grounds :  the  association  of  the  two 
conditions  (appendicitis  following 
traumatism),  and  the  well-known  and 
accepted  principle  of  surgical  path- 
ology that  traumatism  in  any  tissue 
predisposes  and  conduces  to  inflam- 
mation. The  appendix,  by  virtue  of 
its  position  and  structure  and  the  his- 
tory of  its  inflammation,  falls  under 
both  of  these  stipulations.  It  is  sus- 
ceptible to  traumatism  ;  it  sometimes 
is  traumatised;  and  its  inflammation 
sometimes  follows  such  injury.  There 
is  every  reason,  therefore,  to  regard 
traumatism  as  an  etiological  factor  in 
appedicitis. 

Discussion. 
Dr.  A.  T.  Bristow  had  seen  two 
cases  in  which  attacks  of  appendicitis 
followed  traumatism.  His  impression 
was  the  traumatism  bore  some  rela- 
tion to  the  attack  of  appendicitis. 
Both  were  in  children  twelve  years  o\ 
age;  one  boy  fell  from  some  height 
and  struck  his  abdomen  on  a  piece  of 
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lumber,  and  in  the  other  case  the  boy 
was  kicked.  One  was  operated  on 
at  St.  John's  Hospital  and  the  other 
at  the  County  Hospital;  both  were 
suppurative  cases.  There  was  no  his- 
tory of  previous  attacks  of  appendici- 
tis. Immediately  after  traumatism 
the  inflammatory  reaction  followed, 
and  it  bore  the  relation  the  writer  of 
the  paper  stated. 

It  is  perfectly  possible,  the  speaker 
said,  to  injure  other  parts  of  the  in- 
testinal canal  and  yet  have  no  sign 
of  injury  on  the  abdominal  parietes. 
Early  in  November  a  boy  was  brought 
to  the  hospital  who  had  been  run  over 
by  a  wagon.  There  was  no  mark  on 
his  abdomen,  but  it  was  rigid,  and  on 
section  he  found  that  more  than  three 
feet  of  intestine  had  been  torn  from 
the  mesentery,  so  it  had  no  vascular 
supply.  Other  portions  of  the  intes- 
tinal tube  may  be  traumatised  by  acci- 
dents, which  leave  no  evidence  on  the 
abdominal  wall,  and  he  thought  simi- 
lar traumatisms  might  be  inflicted  on 
the  appendix.  As  we  have  a  poor 
blood  supply  in  the  appendix,  he  sup- 
posed it  reasonable  to  regard  injury 
as  an  etiological  factor,  and  perhaps 
more  important  than  frequently  sup- 
posed. 

Dr.  L.  S.  Pilcher  said  the  conclu- 
sions arrived  at  by  Dr.  Bristow  were 
entirely  in  accordance  with  his  own 
observation  and  experience  and  with 
what  he  believed  to  be  sound  reason 
and  good  judgment.  There  had  been 
cases  under  his  observation  in  which 
there  was  every  reason  to  suppose 
that  such  a  causative  relation  of  trau- 
matism had  existed.  It  is  a  matter  of 
general  knowledge  that  injury  to  the 
abdominal  contents  is  frequently 
caused  by  traumatic  influences,  and 
that  the  appendix  should  escape  this 
general  liability  to  injury  is  not  to  be 
expected.  On  the  contrary,  the  fact 
that  it  is  restricted  by  its  mesentery, 
that  it  is  somewhat  fixed,  that  it  rests 
in  a  considerable  proportion  of  cases 
on  a  hard  wall  behind  it,  the  fact  that 
it  is  overlaid  by  an  elastic  cover  that 
yields  readily  to  pressure  from  with- 
out, so  that  a  compressing  force  may 
press  this  organ  against  that  firm  sur- 


face behind  is  so  unquestionable,  that 
he  thought  there  could  be  no  two  con- 
clusions as  to  the  possibilities  of  trau- 
matism being  a  not  infrequent 
occasion  of  affections  of  the  appendix. 

Dr.  Paul  Pilcher  said  that 
trauma,  whether  it  be  a  direct  blow  or 
by  pressure,  causes  practically  the 
same  changes  in  any  tissue — con- 
gestion, stasis,  infection,  and  if  ap- 
pendix— appendicitis.  As  an  example 
of  this  condition  in  the  appendix,  he 
had  a  case  four  months  ago,  a  man  of 
seventy-four  years  brought  to  the  hos- 
pital with  the  symptoms  of  strangu- 
lated inguinal  hernia.  He  presented 
at  the  time  a  large  mass  in  the  scro- 
tum, as  large  as  a  cocoanut.  On  mak- 
ing incision  low  down  over  the  scro- 
tum, he  came  upon  first  some  sero- 
purulent  material ;  the  cecum  was 
much  thickened,  congested  and  in- 
flamed. At  the  end  of  the  cecum  at 
the  lower  portion  of  the  scrotum,  cer- 
tainly ten  inches  from  the  original  site 
of  the  appendix,  he  found  the  appen- 
dix, which  was  three  times  its  natural 
size,  intensely  congested  and  inflamed. 
He  removed  the  appendix,  buried  the 
stump,  sutured  the  abdominal  wall 
and  the  man  made  a  perfect  recovery. 
That  case  proved  to  him  that  trauma- 
tism could  cause  appendicitis. 

Dr.  G.  I.  Miller  stated  that  a  year 
ago  he  reported  a  case  of  appendicitis 
in  a  man  of  forty-two,  previously 
well,  who,  while  in  a  car,  fell  against 
the  edge  of  a  seat  in  front  of  him. 
He  soon  after  developed  pain  in  the 
right  side,  remained  in  bed  ten  davs, 
and  on  operation  he  found  the  entire 
cecum  and  appendix  congested  and 
thickened.  This  convinced  him  that 
his  case  was  the  result  of  traumatism. 
He  had  no  previous  attack. 

Dr.  J.  P.  Warbasse,  in  conclusion, 
said  that  many  of  us  have  seen  ap- 
pendicitis in  the  hernial  sac.  He  re- 
ported a  case  in  a  child  six  months 
old,  and  thought  that  a  very  fair 
example  of  traumatism  causing  ap- 
pendicitis. The  appendix  becoming 
involved  in  the  hernial  sac  is  subjected 
to  traumatism,  and  if  any  appendix 
would  become  inflamed  it  is  an  ap- 
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pendix  in  that  position.  If  an  appen- 
dix gets  in  an  hernial  sac,  there  is  a 
strong  probability  of  the  hernial  con- 
dition causing  appendicitis. 

GALL-STONE  CHOLECYSTITIS  AT 
FIFTEEN  YEARS  OF  AGE. 

Dr.  R.  S.  Fowler — The  patient, 
aged  fifteen,  female,  was  seen  in  con- 
sultation with  Dr.  Le  Grand  Kerr, 
February  22,  1908.  During  the  first 
two  years  the  child  had  suffered 
numerous  attacks  of  epigastric  pain 
of  a  few  hours'  duration,  at  times  ac- 
companied by  slight  nausea  and  vomit- 
ing. The  present  attack  began  six 
days  (Sunday)  before  our  visit,  when 
she  had  one  of  her  usual  attacks.  She 
worked  on  Monday  and  Tuesday  suf- 
fering slight  pain.  On  Wednesday 
the  pain  became  more  severe,  and  she 
remained  in  bed  Thursday,  Friday 
and  Saturday,  having  epigastric  pain 
with  some  fever.  There  was  an  attack 
of  vomiting  of  stomach  contents  on 
Wednesday,  on  which  day  the  bowels 
had  last  moved,  and  she  had  general 
abdominal  cramps.  Dr.  Kerr  had 
seen  her  for  the  first  time  a  few  hours 
before  I  was  called  in.  Our  examina- 
tion showed  a  well-nourished  Jewish 
girl  of  fifteen  ;  heart  and  lungs  nor- 
mal, temperature  10 1  degrees  F., 
pulse  120,  respiration  18.  All  the 
symptoms  were  abdominal ;  the  right 
rectus  rigid  throughout  its  entire 
length,  and  also  the  external  oblique, 
the  entire  right  side  tender  to  pres- 
sure, with  two  maximum  points  of 
tenderness,  one  directly  over  the  usual 
site  of  the  appendix,  the  other  in  the 
epigastrium.  The  left  side  was  nor- 
mal. The  tenderness  and  consequent 
rigidity  were  so  marked,  however,  that 
it  was  impossible  to  make  out  any 
tumor.  There  was  some  distension. 
The  tenderness  was  so  exquisite  that 
satisfactory  palpation  could  not  be 
made.  A  tentative  diagnosis  of  ap- 
pendicitis with  a  spreading  peritonitis 
was  made  and  the  child  sent  to  the 
hospital.  The  blood  examination 
showed  T 2,000  leucocytes  with  a  polv- 

morphonuclear    percentage    of  81. 

Examination    before    the  operation 


showed  dullness  on  the  right  side 
extending  downward  from  the  liver 
to  the  umbilicus  and  irregularly 
into  the  right  iliac  region.  Un- 
der anesthesia  the  dull  area  was 
made  out  to  be  an  enlarged  liver, 
with  an  enlarged  gall  bladder  extend- 
ing into  the  right  iliac  forsa.  A  right 
rectus  incision,  with  its  centre  at  the 
level  of  the  umbilicus,  was  made,  and 
the  gall  bladder  readily  brought  out- 
side the  abdomen.  Two  silk  stay 
sutures  were  introduced,  and  the  gall 
bladder  (seven  inches  long,  with  a 
diameter  of  four  inches)  incised.  The 
walls  were  one-quarter  inch  thick  and 
intensely  congested.  The  mucous 
membrane  smooth  and  bled  easily. 
The  contents  consisted  of  muco-puru- 
lent  material  rather  thick  in  consist- 
ency. A  culture  was  taken,  which 
later  showed  colon  bacillus.  The  cav- 
ity was  washed  with  saline,  the 
contained  material  becoming  thicker 
as  the  neck  of  the  gall  bladder  was 
reached.  Two  stones  were  removed 
of  nearly  equal  size,  one  from  the  neck 
of  the  gall  bladder,  and  the  second, 
somewhat  smaller,  from  the  cystic 
duct.  Both  were  removed  through  the 
gall  bladder.  The  larger  stone  was 
one  inch  in  its  long  diameter  by  three- 
quarter  inch  in  its  short  diameter ; 
the  second  stone  somewhat  smaller. 
Both  were  fairly  smooth.  The  gall 
bladder  was  again  irrigated  and  its 
cavity  packed  lightly  with  gauze  after 
passing  a  flexible  probe  into  the  com- 
mon duct.  A  digital  exploration  of 
the  outer  surface  of  the  ducts  failed 
to  reveal  any  further  stone  or  abnor- 
mality. The  appendix  was  removed, 
as  it  showed  past  attack's  in  the  shape 
of  adhesions,  though  there  was  no 
active  process  present.  A  rubber 
tube,  si/o  30  F.,  was  attached  to 
the  gall  bladder  incision  and  the  fun- 
dus of  the  gall  bladder  inverted  with 
a  chromic  gut  purse-string  suture,  ac- 
cording to  the  method  which  T  have 
employed  since  [898  and  which  T  at 
that  time  thought  original  with  my- 
self, but  which  have  later  found  to 
have  originated  with  Jones,  of  Ne- 
vada, according  to   McBurney,  and 
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which  Mayo  gives  credit  to  J.  E. 
Summers  as  an  adaptation  of  Daw- 
barn's  method.  The  gall  bladder  was 
held  in  apposition  with  the  upper  end 
of  the  wound  by  one  peritoneal  stitch 
of  catgut  and  the  rest  of  the  incision 
closed  except  for  the  point  of  emer- 
gence of  the  rubber  drainage  tube. 
Final  recovery  was  uninterrupted. 
This  case  is  chiefly  of  interest  on  ac- 
count of  the  youth  of  the  patient. 
Schroeder  (in  Aug.  Diss.,  Strasburg, 
1893)  gives  the  percentage  of  gall 
stones  occurring  below  the  age  of 
twenty  years  as  2.4.  G.  F.  Still  (Brit. 
Med.  Journal,  April  8,  1899)  reports 
three  cases  in  infants  and  was  able  to 
collect  in  all  twenty  cases,  ten  of  which 
occurred  in  infants. 

GALL-STONE  DISEASE 
FOLLOWING   GASTRIC  ULCER. 

Dr.  A.  T.  Bristow  stated  that  this 
patient,  a  sexton,  aged  fifty-three,  had 
typhoid  fever  when  twenty-one  years 
of  age.  Immediately  after  this  he  be- 
gan to  have  trouble  with  his  stomach, 
belched  gas,  but  never  vomited.  In 
March,  1888,  patient  entered  the 
Cumberland  Street  Hospital  because 
of  hemorrhage  from  the  stomach. 
This  occurred  three  or  four  times. 
Afterward  this  patient  was  better,  but 
continued  to  have  distress  in  stomach, 
which  was  severe.  This  came  on  two 
or  three  hours  after  eating  food ;  pa- 
tient continually  passed  black  stools. 

On  January  8,  1907,  he  came  to 
St.  John's  Hospital  for  treatment. 
For  three  weeks  previous  he  had  been 
vomiting  everything  taken  by  mouth; 
could  retain  nothing.  There  was  a 
dull,  aching  pain  over  the  epigastrium. 
Shortly  before  entering  hospital  pa- 
tient vomited  blood — "a  good,  big 
basin  full."  Previous  to  operation 
patient  had  been  passing  black  stools. 
From  the  8th  to  15th  of  January  he 
vomited  constantly  and  was  fed  by 
rectum.    The  pain  was  not  severe. 

Operation. — Anterior  gastroenter- 
ostomy. The  anterior  operation  was 
chosen  because  patient  had  a  stomach 
which  was  contracted  and  did  not  ad- 
mit of  the  posterior  operation.  No 


hard  or  cicatricial  mass  could  be 
found  on  palpation,  but  the  region  of 
the  pylorus  was  reddened.  Recovery 
from  operation  was  prompt  and  at- 
tended by  absolute  relief  of  all  symp- 
toms until  August  of  same  year,  when 
patient  had  first  attack  of  gall  stone 
colic. 

Patient  says  positively  that  there 
was  not  the  slightest  resemblance  be- 
tween the  attacks  of  pain  which  com- 
menced in  August  and  were  always 
violent,  and  the  dull  aching  of  the 
older  trouble.  These  attacks  con- 
tinued almost  weekly,  were  never  fol- 
lowed by  black  stools,  but  always  by 
clay-colored  stools  and  bile-stained 
urine.  Patient  would  vomit  within 
an  hour  after  each  attack,  and  that 
would  practically  end  the  attack  for 
that  time.  He  again  entered  the  hos- 
pital. Cammidge's  reaction  was  posi- 
tive. 

On  operation,  the  gall  bladder  was 
exposed  and  found  to  contain  two 
large  facetted  gall  stones.  The  com- 
mon duct  was  explored,  and  a  large 
gall  stone,  also  facetted,  was  found  in 
the  ampulla  of  Vater.  This  was  ex- 
tracted and  drainage  instituted,  both 
of  the  duct  and  gall  bladder.  Three 
weeks  after  operation,  there  was 
slight  discharge  of  bile  only  from  the 
wound.  The  stools  contained  bile  and 
patient  felt  entirely  relieved. 

It  will  be  seen,  the  speaker  said, 
that  the  symptoms  of  the  first  condi- 
tion were  sharply  defined  from  the 
second.  There  were  evidently  two 
conditions  present  at  the  first  opera- 
tion. He  did  not  examine  the  gall 
bladder  at  that  time,  but  all  the  symp- 
toms pointed  to  ulcer,  and  the  patient 
was  not  in  a  condition  for  prolonged 
exploration.  The  case  seemed  rather 
unique,  and  for  that  reason  he  re- 
ported it. 

GALL    BLADDER    ADHESIONS  SIMU- 
LATING CHOLELITHIASIS. 

Dr.  A.  T.  Bristow  said  that  this 
patient  was  a  business  man,  twenty- 
five  years  old.  He  complained  of 
pain  in  the  epigastric  region,  a  little 
to  the  right  of  the  median  line.  He 
described  it  as  a  sore  feeling,  which 
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came  on  about  one  hour  after  meals; 
it  lasted  about  fifteen  minutes.  He 
was  free  from  pain  for  about  an- 
other hour,  when  it  would  return 
again  for  about  fifteen  minutes.  This 
pain  remained  localized  nearly  all  the 
time,  and  as  he  says  felt  "about  as 
large  as  his  fist."  He  had  found  that 
if  he  rested  on  his  back  he  could  eat 
almost  anything  without  pain.  Slight 
pressure  over  the  area  seemed  to  re- 
lieve it  a  little.  Patient  stated  that 
once  he  had  this  pain,  there  vvas 
nothing  which  seemed  to  make  it  any 
worse.  He  had  suffered  from  these 
periods  of  pain  for  twenty  years.  He 
had  had  intervals  of  several  months 
of  freedom  from  pain,  but  it  had  al- 
ways returned.  The  attack  for  which 
he  came  for  treatment  lasted  for 
about  two  weeks.  There  was  no 
marked  functional  disturbance,  no 
nausea,  no  vomiting,  no  blood  in 
stools ;  stomach  contents  normal.  He 
belches  some  gas  at  the  time  the  pain 
is  disappearing.  His  appetite  is  good, 
and  he  can  eat  almost  any  kind  of 
food,  excepting  stimulating  condi- 
ments, which,  if  he  eats  during  an  in- 
terval of  relief,  will  bring  the  pain  in 
a  few  days. 

This  patient  was  sent  to  the  speaker 
by  Dr.  Jacobi  with  a  diagnosis  of  ad- 
hesions of  unknown  origin.  He  sent 
him  to  the  hospital  for  observation 
for  two  weeks.  During  this  time  he 
was  free  from  pain,  and  accordingly 
he  went  home  without  being  operated. 
The  pain,  however,  returned  on  the 
day  following  his  return  from  the  hos- 
pital. The  patient  remarked  that  if 
he  did  not  have  to  eat,  he  would  be  all 
right. 

A  median  incision  was  made  in  the 
epigastrium  and  the  stomach  ex- 
amined first.  There  was  nothing 
found  to  account  for  his  pain  in  that 
locality.  On  lifting  up  the  liver  the 
gall  bladder  could  not  be  seen.  Pal- 


pation of  the  region  posterior  to  the 
liver  disclosed  a  long  tumor  lying  to 
the  right  of  the  spinal  column  in  con- 
tact with  the  posterior  peritoneum,  to 
which  it  was  adherent.  When  first 
felt  it  was  thought  to  be  a  kidney,  but 
subsequent  investigation  showed  it  to 
be  an  enormously  distended  gall  blad- 
der, bologna-sausage  shaped,  extend- 
ing at  least  two  inches  below  the 
umbilicus  and  attached  to  the  trans- 
verse colon  by  rather  dense  adhesions 
and  to  the  posterior  abdominal  wall 
by  slight  adhesions.  On  ligaturing 
and  dividing  the  dense  adhesions,  it 
was  possible  to  enucleate  the  distend- 
ed and  elongated  gall  bladder  from  its 
unusual  site.  On  opening  it,  a  mass 
of  colloid-like  material  was  evacuated 
containing  thicker  masses,  about  as 
large  as  beans,  some  oblong,  some 
round. 

The  gall  bladder  seemed  normal. 
No  stone  could  be  felt  either  in  the 
cystic  or  common  duct.  A  small  gland 
was  cut  out  from  the  region  oi  the 
cystic  duct  and  sent  to  the  pathologist, 
as  was  also  the  semi-fluid  mass  evacu- 
ated. A  probe  could  not  be  passed 
through  the  cystic  duct,  nor  could  air 
be  blown  through  with  the  cautery 
bulb.  The  gall  bladder  was  drained 
after  attaching  it  to  the  abdominal 
wall. . 

This  seemed  to  the  speaker  to  be  a 
case  of  congenital  occlusion  of.  the 
cystic  duct  with  a  slow  accumulation 
of  mucus  in  a  closed  cavity,  which 
by  the  tension  set  up  a  cholecystitis 
with  the  formation  of  adhesions.  It 
is  too  early  to  say  what  the  subse- 
quent course  of  this  case  will  be,  Dr. 
Bristow  said,  but  he  should  be  disap- 
1  dinted  if  complete  relief  did  not  fol- 
low the  operation.  He  now  wished 
thai  he  had  removed  the  gall  bladder, 
although  it  is  not  thickened  or  in  any 
way  abnormal  except  for  its  size. 
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THE  LIVING  PATHOLOGY  OF  THE  OPERATING  TABLE: 
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DISEASES.* 
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Attending  Surgeon,  Brooklyn  Hospital. 


THE  object  of  this  Society  as 
stated  in  its  by-laws  is  "the  im- 
provement of  its  members  in 
pathology,  and  in  diagnosis  as 
founded  upon  pathology,  by  the  ex- 
hibition of  morbid  specimens  and 
collateral  discussion."  This  was 
written  long  before  the  great  work 
of  Lister  was  brought  out,  and  it 
was  taken  for  granted  that  our 
knowledge  of  disease  processes,  in 
the  abdominal  cavity  especially, 
must  be  gained  through  the  study 
of  dead  material.  But  in  these  days 
of  numerous  laparotomies,  both 
surgeon  and  medical  man  must 
study  the  living  pathology  there  ex- 
posed, and  by  careful  comparison 
of  the  findings  with  the  clinical  his- 
tory and  signs  of  the  disease  lay 
a  foundation  for  accurate  diagnosis, 
which  would  be  otherwise  impossi- 
ble. The  end-results  of  disease  as 
seen  in  the  post-mortem  room  do 
not  show  the  course  and  the  degrees 
of  the  disease  as  does  the  lapar- 
otomy, and  do  not  teach  us  the  spe- 
cial diagnosis  of  the  stages  and 
phases  of  the  disease  which  are  ab- 
solutely necessary  to  the  inaugura- 
tion of  the  best  treatment.  A  vast 
deal  of  valuable  information  was 
brought  out  by  Fitz  in  his  post- 

*Read  before  the  Brooklyn  Pathological  So- 
ciety, May  14,  1908. 


mortem  observations  of  fatal  cases 
of  appendicitis,  combined  with  ex- 
aminations of  their  hospital  records, 
and  the  pathology  of  the  disease 
was  well  established.  But  it  has 
been  the  enormous  experience  of 
both  physician  and  surgeon  at  the 
operating-table  in  appendicitis  that 
has  brought  about  a  far  better  abil- 
ity to  diagnose  its  phases  and  ap- 
preciate the  requirements  for  effec- 
tive timely  treatment.  In  no  other 
abdominal  condition  has  the  phy- 
sician made  such  good  use  of  his 
opportunities  to  study  pathology  in 
the  living  as  in  appendicitis.  Its 
quick  and  often  tragic  striking-down 
of  the  individual  in  perfect  health, 
claims  the  close  interest  of  all  con- 
cerned in  the  responsibility  of  the 
sudden  or  impromptu  operative  in- 
tervention. The  medical  man  now 
knows  as  well  as  the  surgeon  that 
pus  and  gangrene  may  occur  in  a 
few  hours  after  the  onset  of  appen- 
dicitis, and  he  does  not  wait  for  a 
three-day  limit  to  expire  before  look- 
ing for  a  suppurative  stage.  He  has 
seen  with  his  own  eyes  the  early 
ravages  of  the  inflammation  in  the 
appendix,  and  the  dangers  of  pro- 
crastination are  well  impressed.  The 
doubts  and  diversities  of  opinion  be- 
tween medical  man  and  surgeon 
were  cleared  up  over  the  living  pa- 
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thology  so  often  revealed  at  the  op- 
erating table  in  the  earlier  years  of 
the  contest  for  and  against  early 
operation  in  appendicitis ;  now,  prac- 
tical unanimity  of  opinion  exists  on 
the  part  of  the  whole  profession  as 
to  its  proper  treatment. 

But  there  is  not  the  same  unanimity 
of  opinion  of  the  profession  to-day 
regarding  the  surgical  treatment  of 
the  gall-bladder,  stomach,  duodenum 
and  pancreas,  and  neither  is  there 
equal  ability  in  the  diagnosis  of 
these  diseases  as  compared  with  the 
appendix.  While  this  is  due  in  part 
to  their  less  frequent  occurrence,  it 
is  also  due  largely  to  the  need  for 
greater  observation  of  their  pathol- 
ogy at  the  operating  table.  They 
do  not  kill  so  quickly  as  appendicitis, 
and  are  not  so  often  invested  with 
the  same  dramatic  interest.  But  they 
kill,  nevertheless,  in  a  large  propor- 
tion of  cases,  or  induce  pain  and  dis- 
ability, and  contribute  towards 
death.  In  their  early  stages  they  are 
practically  as  amenable  to  treat- 
ment as  appendicitis,  but  the  diag- 
nosis of  their  early  stages  is  not  at 
the  present  time  well-made,  and  can- 
not be  well-made  without  such  ob- 
servation as  I  am  here  advocating. 
Take,  for  instance,  the  average  pop- 
ular conception  at  the  present  day 
of  gallstone  colic.  One  or  more 
stones  are  supposed  to  have  be- 
come disarranged  in  the  gall-blad- 
der and  to  have  engaged  in  the  cys- 
tic-duct. The  attack  is  accompanied 
with  severe  pain  and  vomiting,  on 
the  sudden  subsiding  of  which  the 
stones  are  supposed  to  have  passed 
through  the  common  duct  and  out 
into  the  bowel.  Jaundice  is  expected 
to  supervene  and  the  stools  are 
watched  for  calculi.  Tf  jaundice  do 
not  supervene,  the  diagnosis  is  of- 
ten changed  to  something  else.  Tt 
is  supposed  to  be  largely  a  purely 
mechanical  process  of  the  gall-blad- 
der and  ducts  contracting  upon  the 
Stone,  aided  by  bile  pressure,  the 
combined  effort  bringing  about  the 
extrusion  of  the  stone,  and  perhaps 
the  cure  of  the  patient.  This  is  sup- 
posed to  be  so  much  the  usual  thing 


that  it  was  classified  as  the  "regular 
form"  of  cholelithiasis  as  distin- 
guished from  irregular  forms  by 
Naunyn.  So  far  as  my  own  obser- 
vation goes,  this  "regular  form"  of 
gall-stone  attack  is  much  more  the 
exception  than  the  rule.  Now,  what 
has  observation  at  the  operating  ta- 
ble taught  us  in  regard  to  the  true 
pathological  condition  of  a  gall- 
stone attack?  First  of  all,  the  on- 
set of  an  attack  is  brought  about, 
not  by  a  mere  migration  of  the  gall- 
stone itself,  but  by  an  acute  infection 
— an  acute  inflammation  of  the  gall- 
bladder. However  the  infective 
germ  may  reach  the  gall-bladder, 
whether  through  the  blood  current, 
the  bile,  or  from  the  bowel  by  means 
of  the  common  duct,  it  matters  not; 
the  attack  is  primarily  a  cholecysti- 
tis. The  inflammation  produces 
swelling  of  the  mucosa  and  pouring 
out  of  mucous  secretion  into  the 
gall-bladder.  Contractions  of  the 
gall-bladder  are  excited  and  often 
a  single  large  stone  is  forced  into 
the  neck  of  the  gall-bladder  and  held 
impacted  there  by  swelling  and  ten- 
sion of  the  gall-bladder  contents.  In 
the  earlier  attacks  of  cholecystitis 
the  distended  gall-bladder  may  be 
easily  felt,  and  as  the  inflammation 
goes  down  allowing  the  stone  to 
fall  back  into  the  gall-bladder,  the 
tumor  suddenly  subsides.  Gall-blad- 
ders which  have  been  the  subjects 
of  such  attacks  are  seen  at  operation 
later  to  be  thickened  and  whitish  in 
color,  instead  of  the  thin-walled 
bluish  gall-bladders  which  have 
never  known  cholecystitis.  Such  at- 
tacks may  be  repeated  again  and 
again,  but  later  no  gall-bladder 
tumor  may  be  determined,  for  re- 
peated inflammations  have  trans- 
formed its  walls  into  fibrous  cica- 
tricial tissue,  reduced  to  a  small  sac 
firmly  contracted  about  a  stone  or 
two.  T  show  you  here  two  examples 
of  gall-bladders  the  subjects  of 
cholecystitis — one  a  large  thickened 
organ  with  obstructed  cystic  duct  in 
which  this  single  stone  was  found, 
and  another,  shrunken  to  a  tiny  sac 
in  which  these  two  stones  were  in- 
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careerated.  The  whole  course  of 
cholecystitis  in  such  cases  may  never 
be  attended  with  the  passage  of 
a  stone,  the  frequent  attacks  never 
showing  jaundice,  unless  due  to  the 
extension  of  the  inflammation  to  the 
mucosa  of  the  common-duct.  The 
large  percentage  of  this  type  of  gall- 
stone cases  met  with  by  me,  has  led 
me  to  consider  it  the  rule  and  not 
the  exception. 

This  is  but  one  phase  of  choleli- 
thiasis, and  yet  I  am  positive  that 
a  thorough  observation  at  the  op- 
erating table  of  this  one  phase  alone 
would  convince  certain  medical  men 
that  their  theories  of  this  disease  are 
wrong,  and  would  prevent  the  mis- 
interpretation of  symptoms.  In  a 
recent  paper  on  "gall-stone  dis- 
ease" (Journ.  Am.  Med.  Assoc.,  vol. 
47,  p.  347,  and  later  writings),  Prof. 
R.  W.  Wilcox  of  the  Post-Graduate 
School,  New  York,  makes  the  state- 
ment that  it  is  primarily  "an  hepatic 
disorder,"  not  to  be  cured  by  sur- 
gery, a  statement  entirely  at  vari- 
ance with  the  facts,  as  disclosed  by 
its  living  pathology.  The  stones 
originate  at  first  as  a  result  of  locaT 
infection,  and  it  is  repeated  infec- 
tion with  the  gall-stones  present  as 
a  predisposing  factor,  which  makes 
the  phenomena  of  the  usual  gall- 
stone attack.  Adequate  surgery  di- 
rected to  the  removal  of  infection  by 
drainage  as  well  as  the  removal  of  the 
stones  will  cure  the  so-called  disease 
with  almost  absolute  certainty.  The 
same  writer  makes  the  statement 
that  by  far  the  most  frequent  source 
of  gall-stones  is  the  hepatic  ducts 
rather  than  the  gall-bladder,  which 
he  says  explains  why  gall-stones 
continue  to  be  discharged  from  a 
gall-bladder  fistula  for  weeks  or  even 
months  after  operation.  He  also 
goes  on  to  show  how  gall-stones 
may  be  swept  out,  or  "eliminated"  as 
he  terms  it,  from  the  liver  ducts 
with  a  certain  pill,  and  how  this 
elimination  is  rendered  painless 
with  a  certain  other  pill,  all  of 
which  is  purely  theoretical  and 
child's  play  to  one  who  is  familiar 
at  the  operating  table  with  choleli- 


thiasis. A  little  observation  at  the 
operating  table  would  show  that 
gall-stones  as  a  rule  originate  in 
the  gall-bladder,  and  that  liver- 
duct  stones  are  secondary  to  gall- 
bladder involvement,  and  that  the 
continued  discharge  of  stones  after 
a  gall-bladder  operation  is  due  to  an 
incomplete  operation  which  has 
failed  to  clear  out  the  cystic  and 
common-ducts  of  stones  present 
there  at  the  time.  As  this  writer 
eoes  on  to  enumerate  the  secondary 
results  of  "gall-stone  disease,"  he 
gives  chief  place  to  diabetes  mellitus 
and  glycosuria,  both  unused  com- 
plications, and  fails  to  give  more 
than  the  slightest  mention  of  the 
great  septic  complications  which  are 
taking  life  about  us  on  every  hand. 
He  also  states  that  operative  pro- 
cedures during  an  attack  have  al- 
most uniformly  resulted  in  death, 
a  mis-statement  of  the  facts  which 
he  wisely  qualifies  by  adding  "so 
far  as  his  observation  goes."  Such 
statements  from  a  writer  of  promi- 
nence, which  have  been  more  than 
once  repeated,  are  sure  to  do  harm, 
and,  T  doubt  not,  could  have  been 
avoided  by  an  effort  to  observe  the 
living  pathology,  or  by  a  familiar- 
ity with  surgical  writings. 

But  what  we  are  chiefly  concerned 
with  to-night  is  the  bearing  which 
the  observation  of  abdominal  patho- 
logical conditions  in  the  living  has 
upon  diagnosis.  A  few  years  ago 
Musser  said  that  the  young  surgeon 
should  see  the  autopsies  of  at  least 
Soo  cases  of  old  people  whereby  at 
least  too  cases  of  secondary  diseases 
of  the  gall-bladder  and  gall-ducts 
would  be  studied.  It  is  true  that 
the  great  effort  involved  to  see  this 
large  number  of  post-mortem  find- 
ings would  in  a  measure  be  repaid 
by  a  valuable  anatomical  knowledge 
of  the  parts  involved,  but  it  would 
assist  him  comparatively  little  in 
making  an  accurate  diagnosis  of  the 
conditions  present  in  his  living  pa- 
tient. An  observation  of  ioo  opera- 
tions on  the  bile-passages  when  com- 
bined with  a  carefully-taken  history, 
would  give  him   vastly   more  in- 
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formation  of  the  natural  history  of 
the  disease,  and  far  greater  diagnos- 
tic assistance  than  the  observation 
of  any  number  of  autopsies  of  the 
subjects  of  gall-stones.  Post-mor- 
tem findings,  also,  are  often  mis- 
leading, as  they  show  secondary 
complications  and  terminal  infec- 
tions and  the  picture  of  the  primary 
disease  is  obscured.  It  is  primary 
disease,  in  its  curable  stage,  which 
we  must  learn  to  accurately  diag- 
nose and  treat,  and  thus  do  away 
with  the  fatal  secondary  conditions. 
The  many  years  of  careful  post-mor- 
tem investigations  preceding  the 
laparotomy  period  gave  us  little  clue 
to  the  pathology  of  the  appendix, 
the  Fallopian  tube,  and  the  gall- 
bladder ;  and  now  that  surgery  has 
thrown  the  necessary  light  upon 
these  to  make  accurate  diagnosis  and 
treatment  possible,  it  is  going  on  to 
do  the  same  with  the  stomach  and 
pancreas. 

Diagnostic  acumen  in  abdominal 
surgical  diseases  can  come  in  the 
highest  degree  only  with  a  large  ex- 
perience at  the  operating  table  such 
as  is  given  to  the  active  abdominal 
surgeon.  But  abdominal  diagnostic 
ability  sufficient  to  guide  the  well- 
read  medical  practitioner  to  diag- 
nose primary  pathological  condi- 
tions accurately  may  be  acquired 
with  a  fair  amount  of  observation 
at  the  operating  table,  and  in  no 
other  way.  It  is  hardly  possible  for 
a  man  to  arrive  at  an  appreciation 
of  the  real  train  of  symptoms  to  be 
expected  from  a  chronic  gastric  ul- 
cer or  from  the  stone  forming  a  ball- 
valve  in  the  chronic  dilation  of  the 
common  duct  who  lias  never  seen 
cither.  As  Kehr  has  said,  it  is  not 
enough  to  make  the  diagnosis  of  gall- 
stones, but  one  should  have  a  sufficient 
idea  of  special  diagnosis  to  know 
where  the  stone  lies,  whether  in  gall- 
bladder or  ducts;  to  distinguish  be- 
tween cholecystitis  and  cholangitis; 
and  to  know  the  landmarks  which  ren- 
der possible  the  differential  diagnosis 
ol  COmmon-dllCt  obstruction  by 
Stone  or  by  tumor.  It  is  also 
important    that    the    medical  man 


should  recognize  that  much  of  the 
chronic  dyspepsia  which  comes  to 
him  may  be  due  to  gall-stones, — 
the  belching  and  distress  after  eat- 
ing, so-called  bilious  attacks  with 
pain  "over  the  liver,"  "neuralgia  of 
the  stomach,"  etc.,  in  order  that  it 
may  be  intelligently  treated,  and  if 
possible  the  necessity  for  surgery 
warded  off.  It  is  the  surgeon  who 
has  worked  out  our  knowledge  of 
the  real  causes  of  much  of  this  so- 
called  chronic  dyspepsia,  because  he 
has  been  enabled  to  interrogate  his 
patient  before  and  after  his  observa- 
tions at  the  operating  table,  and  at 
the  time  the  parts  affected  are  giv- 
ing rise  to  the  symptoms. 

The  most  striking  result  of  the 
study  of  the  pathology  of  the  operat- 
ing table  in  the  past  few  years  lies  in 
the  accurate  diagnostic  picture  of 
chronic  gastric  and  duodenal  ulcer 
which  the  surgeon  has  given  us. 
Whereas  the  chronic  dyspeptic  a  few 
years  back  was  looked  upon  as  the 
victim  of  deranged  secretions,  we 
now  know  that  he  is  more  often  the 
subject  of  chronic  inflammatory  dis- 
ease, or  the  mechanical  changes  re- 
sulting from  such  disease,  and  that 
he  is  liable  to  develop  such  serious 
secondary  complications  as  peritoni- 
tis, hemorrhage,  or  cancer;  or,  es- 
caping these,  to  drag  out  a  life  of 
pain  and  misery.  The  work  of  Mayo, 
Moynihan  and  others,  has  shown  us 
that  chronic  gastric  ulcer,  and  duo- 
denal ideer,  are  far  more  common 
than  was  formerly  supposed.  Not 
rarely  in  our  hospital  experience  of 
a  few  years  back,  would  cases  of 
perforated  ulcer  with  peritonitis  be 
brought  in  in  desperate  condition, 
and  we  were  accustomed  to  say  that 
the  history  gave  no  clue  to  the  pres- 
ence of  ulcer  before  perforation  oc- 
curred. That  was  because  we  did 
not  know  the  history  of  ulcer  as  we 
know  it  now.  It  was  not  necessary 
that  there  should  be  a  history  of  vom- 
iting of  blood,  or  blood  in  the  stools, 
or  even  vomiting.  I  have  recently  op- 
erated on  a  patient  who  has  suffered 

seven  or  more  years  intermittently 
with  nn  ulcer  near  the  pylorus  and 
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had  never  vomited  once,  or  shown 
evidence  of  hemorrhage  until  it  was 
disclosed  with  the  stomach  tube  just 
before  operation.  And  in  the  ma- 
jority of  cases  of  chronic  ulcer  will 
there  be  no  history  of  hemorrhage. 
But  the  history  of  pain  and  distress 
coming  on  at  a  generally  constant 
time  after  food  has  been  taken,  the 
pain  usually  relieved  by  alkalies  or 
taking  of  bland  foods,  the  epigastric 
tenderness,  the  good  appetite  and 
yet  the  fear  to  satisfy  it  because 
of  the  resulting  pain,  the  tendency 
for  all  these  symptoms  to  abate  for 
a  period  and  then  to  return  again, — 
all  these  form  the  characteristic  pic- 
ture of  ulcer  which  has  been  worked 
out  by  the  findings  at  the  operating 
table.  While  I  do  not  touch  upon 
the  relative  merits  of  the  medical 
or  the  surgical  treatment  of  gastric 
ulcer,  it  is  true  at  least  that  the 
surgeon  has  taught  us  the  diagnosis 
of  this  condition. 

The  surgeon,  too,  has  demonstrat- 
ed the  frequent  occurrence  of  can- 
cer upon  the  site  of  chronic  ulcer, 
which  forms  a  strong  argument  for 
the  early  diagnosis  and  cure  of  ul- 
cer, whether  by  surgical  or  adequate 
medical  means.  Cancer  of  the  stom- 
ach, as  cancer  elsewhere,  is  very 
much  on  the  increase,  and  while  we 
now  fail  in  the  majority  of  instances 
to  cure  cancer,  we  should  all  the 
more  bend  our  energies  to  prevent- 
ing it, — in  this  instance  by  curing 
the  antecedent  ulcer. 

In  the  early  diagnosis  of  cancer 
of  the  stomach  by  exploratory  in- 
cision lies  our  only  hope  for  cure 
in  any  considerable  number  of  cases. 
But  it  may  be  objected  that  even 
with  the  assistance  of  ocular  in- 
spection and  touch,  it  is  not  always 
possible  to  make  a  diagnosis  of  car- 
cinoma of  the  stomach.  This  is  true, 
but  only  by  continued  experience  in 
living  pathology,  combined  with  a 
careful  comparison  of  the  patient's 
history  and  symptoms,  can  the  true 
diagnosis  be  arrived  at.  Tn  two  in- 
stances of  induration  of  the  pylorus 
was  I  unable  to  decide  whether  I 
were  dealing  with  carcinoma  or  with 


ulcer.  But  taking  the  findings  in 
conjunction  with  the  histories,  I  was 
enabled  to  make  a  provisional  diag- 
nosis of  carcinoma  in  one  case  and 
ulcer  in  the  other  which  the  lapse 
of  years  has  shown  to  be  correct  in 
each  instance.  The  present  state  of 
affairs  in  the  matter  of  the  treat- 
ment of  cancer  of  the  stomach  is 
most  discouraging  to  the  surgeon, 
as  the  physician  hesitates  to  submit 
the  case  for  surgical  exploration  un- 
til the  diagnosis  is  evident,  and  then 
the  opportunity  for  cure,  or  even 
for  prolonged  relief,  has  been  lost. 

The  last  decade  has  added  a  great 
deal  to  our  knowledge  of  the  pan- 
creas and  this  has  been  brought 
about  chiefly  through  the  study  of 
conditions  found  at  the  operating- 
table,  or  through  the  stimulation 
given  to  file  subject  by  the  surgeon's 
demonstrations.  The  numerous  op- 
erations performed  in  the  upper  ab- 
domen, especially  in  relation  to  the 
biliary  passages,  has  brought  this 
hitherto  neglected  but  extremely 
important  organ  frequently  into  the 
surgeon's  hands,  so  that  its  condi- 
tions in  health  and  disease  have 
become  familiar  to  him.  The  symp- 
tomatology which  he  has  thus  de- 
veloped has  made  it  possible  to  diag- 
nose its  various  diseases  with  rea- 
sonable certainty  during  life.  One 
of  the  earlier  observations,  and  one 
of  the  most  interesting,  was  in  the 
recognition  of  chronic  pancreatitis 
as  distinguished  from  cancer,  the  en- 
larged and  indurated  head  of  the 
gland  being  at  first  considered  ma- 
lignant until  recovery  was  observed 
after  drainage  of  the  common  bile- 
duct.  There  is  no  question  that 
many  such  cases  have  been  allowed 
to  die  in  the  past  for  lack  of  an  op- 
eration ;  and  also  at  the  present  time 
the  importance  of  distinguishing  be- 
tween the  one  condition,  which  is 
curable,  and  the  other,  which  is  fa- 
tal, is  not  recognized. 

The  older  idea,  gained  from  post- 
mortem observation,  that  acute  pan- 
creatitis was  almost  necessarily  fatal, 
must  give  way  in  the  light  of  our 
study  of  its  living  pathology.  Many 
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cases  if  operated  on  reasonably  early 
recover,  and  it  should  be  the  duty 
of  the  practitioner  to  keep  this  dis- 
ease strongly  in  mind.  The  more 
favorable  cases  are  usually  diag- 
nosed as  gall-stone  cases,  and  al- 
lowed to  drift  on  for  days,  instead 
of  being  sent  to  the  surgeon  at  once. 
The  extremely  fulminating  cases  are 
apt  to  be  diagnosed  as  perforated 
gastric  ulcer,  and  are  more  likely  to 
come  into  the  surgeon's  hands  im- 
mediately. This  disease  is  ushered 
in  with  sudden  onset,  and  agonizing 
pain  in  the  upper  abdomen.  The 
prostration  is  greater  than  in  a  gall- 
stone attack,  and  it  is  evident  that 
the  patient  is  extremely  ill,  with 
feeble  pulse  and  rapid  abdominal  dis- 
tention. It  has  been  my  privilege 
to  observe  five  cases  of  acute  and 
subacute  pancreatitis,  and  all  have 
been  in  middle-aged  men,  all  in- 
clined to  stoutness,  and  all  I  think 
without  exception  addicted  more  or 
less  to  alcohol.  This  is  curious  in 
view  of  the  fact  that  obstruction  of 
the  last  portion  of  the  cornmon-duct 
by  gall-stones  is  supposed  to  be  the 
most  frequent  cause  of  pancreatitis, 
and  gall-stones  are  more  common  in 
\\  <  mien.  I  am  inclined  to  think  that 
alcohol  is  a  large  contributing  cause. 

The  chronic  forms  of  pancreatitis 
give  a  train  of  dyspepsia  symptoms, 
with  tenderness  and  often  some  ful- 
ness and  even  tumefaction  above  the 
umbilicus.  Jaundice  is  usually  pres- 
ent at  some  stage  of  the  disease,  due 
in  the  majority  of  cases  to  pressure 
of  the  enlarged  gland  directly  upon 
the  common  bile-duct,  this  duct 
passing  through  the  head  of  the  pan- 
creas normally  in  two-thirds  of  in- 
dividuals. A  history  of  gall-stones 
with  common-duct  obstruction  due 
to  that  cause  may  be  present.  Fre- 
quent bulky,  fatty  stools  will  be 
present,  and  the  urine  may  show  the 
so-called  Cammidge  reaction.  Sugar 
is  unlikely  to  be  present. 

Cancer  of  the  head  of  the  pancreas 
should  ordinarily  he  distinguished  by 
its  painless  onset,  progressive  gen- 
eral enlargement  of  the  liver  due  to 
bile-obstruction,  deep  jaundice  with 


distention  of  the  gall-bladder,  and 
absence  of  the  history  of  common- 
duct  obstruction  due  to  gall-stones. 
The  cases  of  this  disease  which  I 
have  seen  have  come  to  me  usually 
with  the  diagnosis  of  hypertrophic 
cirrhosis  of  the  liver,  or  gall-stones. 
If  the  practitioner  would  only  com- 
mit to  memory  "Courvoisier's  Law," 
he  would  seldom  have  difficulty  in 
excluding  gall-stone  obstruction. 
This  law  may  be  stated  as  follows : 
"In  cases  of  chronic  jaundice  due  to 
blockage  of  the  common-duct,  a  con- 
tracted gall-bladder  signifies  that  the 
obstruction,  is  due  to  a  stone ;  a 
dilated  gall-bladder  signifies  that  the 
obstruction  is  due  to  other  causes 
than  stone  (usually  a  growth  of  the 
common-duct  or  head  of  the  pan- 
creas)." The  explanation  of  this  is 
that  long  standing  inflammation  of 
the  gall-bladder  in  gall-stones  results 
in  thickening  of  the  walls  and  con- 
traction of  its  cavity,  not  permitting 
it  to  distend. 

The  study  of  the  pancreas  to 
which  surgery  has  given  such  im- 
petus bids  fair  to  greatly  assist  in 
the  solution  of  the  medical  problem 
of  diabetes  mellitus.  The  pancrea- 
tic theory  of  its  causation  applies 
to  a  larger  number  of  cases  than  any 
other,  and  gives  promise  of  more 
radical  means  of  treatment  of  the 
disease  and  of  its  prevention.  The 
extremely  interesting  observations 
of  Mayo  Robson  and  others  of  late, 
go  to  show  that  the  common  medi- 
cal affection,  catarrhal  jaundice,  has 
probably  been  misunderstood  in  re- 
gard to  its  true  pathology.  Instead 
of  depending  upon  a  catarrh  extend- 
ing from  the  duodenum  to  the  bilc- 
ducts,  it  is  very  probable  that  an 
acute  inflammation  of  the  pancreas  is 
the  cause,  the  bile-flow  being  shut  off 
by  pressure  upon  the  yielding  com- 
mon-duct as  it  passes  through  it. 
Either  theory  of  causation  here  is 
difficult  of  demonstration,  and  it  will 
be  probably  through  observation  of 
its  living  pathology  rather  than  by 
post-mortem  examinations  that  the 
final  conclusions  will  be  reached,  the 
disease  not  being  fatal  in  itself.  Af- 
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tcr  death  swelling  of  the  head  of  the 
pancreas  may  subside  and  only  with 
the  abdomen  open  during  life  may 
it  be  possible  to  prove  the  condition 
of  the  pancreas.  It  has,  however, 
been  practically  demonstrated  that 
so-called  chronic  catarrhal  jaundice 
is  dependent  upon  pancreatic  inflam- 
mation. Acute  epidemic  jaundice  is 
given  a  satisfactory  theory  of  cau- 
sation in  this  way,  as  being  an  in- 
fection disturbing  the  pancreas — the 
great  abdominal  salivary  gland — as 
the  parotid  salivary  gland  is  dis- 
turbed in  mumps. 

It  would  be  possible  for  one  to 
continue  on  much  longer  to  cite  im- 
portant instances  of  the  advance 
made  in  our  knowledge  of  abdomi- 
nal disease  processes  through  the 
observation  of  their  living  pathol- 
ogy, but  the  limits  of  this  paper  will 
not  permit  it.  The  instances  cited, 
however,  go  to  show  that  one  can- 
not gain  an  accurate  knowledge  of 
abdominal  disease  by  any  means 
which  excludes  a  reasonable  amount 
of  observation  at  the  operating  ta- 
ble. I  have  already  mentioned  an 
instance  of  medical  misinterpreta- 
tion because  of  this  lack.  Lack  of 
knowledge  of  real,  tangible  condi- 
tions naturally  leads  to  imperfect 
theorizing,  and  thence  to  bad  diag- 
nosis and  worse  treatment.  A  cer- 
tain amount  of  necessary  intuition 
in  diagnosis  comes  in  all  lines  of 
medicine,  with  increasing  experi- 
ence, but  this  is  not  possible  unless 
founded  upon  a  real  knowledge  of 
the  actual  appearances  and  physical 
properties  of  tissues  and  organs  in 
health  and  disease;  and,  one  may 
add,  in  life  as  well  as  in  death.  Au- 
topsies often  do  not  convey  to  the 
mind  an  adequate  appreciation  of 
disease, — the  color  picture  has 
changed,  size  and  consistency  are 
altered,  and  adhesions,  localized  col- 
lections, and  collapsed  vessels  do 
not  have  the  same  meaning  that  the 
same  things  do  in  a  careful  explora- 
tion in  the  living.  And  then,  as  has 
been  said,  the  physician  needs  most- 
ly to  familiarize  himself  with  the 
early  appearances  of  disease,  before 


the  stage  of  secondary  complica- 
tions, in  order  that  by  co-ordinating 
these  with  a  careful  history,  early 
diagnosis  may  be  possible  in  con- 
ditions which  cannot  more  than 
rarely  be  seen  post-mortem. 

I  do  not  wish  to  be  understood 
here  as  in  any  sense  advocating  ex- 
ploratory operation  except  upon  def- 
inite indications  after  a  careful 
study  of  all  the  signs  and  symptoms. 
When  I  advocate  exploratory  inci- 
sion in  cases  of  suspected  early  can- 
cer of  the  stomach,  it  is  only  in  those 
cases  which  present  the  symptoms 
which  we  know  attend  cancer  of  the 
stomach  in  its  inception,  and  be- 
cause there  is  absolutely  no  other 
way  of  making  a  positive  diagnosis 
in  the  curable  stage.  I  also  do  not 
wish  the  idea  to  be  carried  away  that 
the  surgeon  should  be  expected  to 
do  a  formal  living  autopsy  upon  his 
patient  for  the  sake  of  demonstrat- 
ing the  whole  pathological  condition 
present,  for  whatever  demonstra- 
tions of  living  pathology  are  made 
must  be  solely  incidental  to  the  di- 
rect indication  for  curing  the  patient 
of  his  ailment  with  the  minimum  of 
risk,  and  nothing  more  must  be  ex- 
pected of  the  surgeon.  Not  long 
ago,  an  earnest  physician  who  has 
devoted  much  time  to  the  living 
pathology  of  his  cases  in  the  operat- 
ing-room, had  come  at  much  incon- 
venience to  himself  to  look  over  my 
shoulder  while  I  operated  upon  a 
tumor  of  the  upper  abdomen  which 
he  had  been  studying.  A  few  strokes 
of  the  knife  carried  me  directly  into 
an  abscess  cavity  fused  with  the  ab- 
dominal wall,  and  nothing  was  to 
be  seen  but  pus  exuding  from  an  in- 
cision, although  my  finger  revealed 
to  me  that  the  cavity  was  made  up 
of  the  gall-bladder  attempting  to 
form  eventually  a  spontaneous  exit 
for  its  contents  through  the  abdomi- 
nal wall.  I  laid  in  a  drainage  tube, 
covered  the  whole  with  dressings, 
and  did  no  further  exploring  as  be- 
ing against  the  patient's  best  inter- 
ests. As  the  gentleman  removed  his 
gown  to  hurry  away,  he  remarked 
that  this  living  pathology  was  not 
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quite  all  that  it  was  set  forth  to  be. 
To  my  mind  that  demonstration  of 
the  real  condition  present  in  a  case 
covering  a  long  period  with  a  com- 
plex history  was  highly  instructive, 
though  the  surgery  was  limited,  and 
J  doubt  not  has  since  so  appealed  to 
the  gentleman  in  question.  The 
physician  often  requires  too  much 
of  the  surgeon  in  the  way  of  demon- 
stration of  conditions,  just  as  he  will 
often  express  disappointment  if  the 
latter  do  not  remove  an  appendix 
vermiformis  which  would  require 
the  breaking  up  of  the  wall  of  an 
abscess  cavity,  having  less  realiza- 
tion than  the  surgeon  of  the  in- 
creased risk.  He  who  studies  living 
pathology  must  be  content  to  sub- 
ordinate it  to  the  study  of  the  best  in- 
terests of  his  patient. 

How,  then,  can  the  physician  and 
the  surgeon  combine  to  make  for 
more  accurate  diagnosis  in  abdomi- 
nal conditions?  I  think  you  will 
agree  that  there  is  no  class  of  dis- 
eases where  early  and  accurate  diag- 
nosis is  so  necessary,  or  where  the 
lack  of  it  produces  so  many  fatali- 
ties, as  in  the  abdominal  diseases. 
It  is  incumbent  on  the  practitioner 
that  he  be  prepared  especially  to 
diagnose  conditions  of  such  import- 
ance even  to  the  neglect,  if  neces- 
sary, of  conditions  less  likely  to  take 
away  life.  He  should  be  willing  to 
follow  his  cases  to  the  operating- 
room,  and  to  give  up  the  necessary 
time  to  it,  and  if  possible,  also  go 
to  the  operating-room  at  other  times. 
True,  he  may  have  to  wait  around 
while  some  other  case  is  being  dis- 
posed of,  and  to  stand  off  disagree- 
ably far  from  the  field  of  operation 
because  the  rules  of  aseptic  surgery 
demand  it,  but  those  things  are  to 
a  certain  extent  unavoidable.  1  think 
I  have  shown  that  a  true  apprecia- 
tion of  actual  conditions  in  abdomi- 
nal disease  cannot  be  attained  with- 
out this  observation,  and  this  being 
the  practitioner  should  feel  his 
obligation  in  the  matter.  Kven  if 
the  morning  office  hour  were  neg- 
lected, I  am  sure  that  the  explana- 
tion to  patients  that  the  doctor  had 


gone  to  be  with  his  patient  at  his 
operation  would  result  in  few  losses. 
I  believe  that  better  surgery  can  be 
done  in  the  morning  than  in  the  af- 
ternoon, with  less  risk  to  the  pa- 
tient, and  therefore  the  morning 
hour  should  be  maintained  for  op- 
erations, although  inconvenient  to 
the  busy  practitioner. 

And  what  is  incumbent  upon  the 
surgeon  in  this  matter?  If  he  be  in 
attendance  at  a  public  hospital,  he 
should  see  that  his  history  sheet  con- 
tains a  space  to  be  filled  in  with  the 
name  of  the  physician  who  refers  the 
case  to  the  hospital,  lie  should 
see  that  the  routine  requires  that 
the  physician  be  notified  of  the  time 
of  operation,  especially  in  the  im- 
portant class  of  emergency  cases.  If 
possible,  in  case  the  physician  can- 
not attend  the  operation,  he  should 
be  informed  of  the  findings  by  the 
surgical  staff,  although  this  presents 
but  an  imperfect  picture,  and  leaves 
much  less  impression  than  the  actual 
witnessing  of  the  living  pathology. 
At  the  operation,  the  physician  who 
has  been  in  charge  should  be  given 
a  place  where  conditions  may  be 
actually  seen,  and  in  proper  in- 
stances, allowed  to  put  on  a  gown 
and  come  near  the  field,  unless  he 
lack  aseptic  sense  to  an  extent  which 
would  jeopardize  the  result  of  the 
operation.  This  can  best  be  done 
in  the  smaller  operating  rooms  of 
hospitals  where  a  movable  stand  for 
visitors  may  be  pushed  up  near  the 
operating  table,  all  instruments  and 
dressings  being  kept  on  the  opposite 
side  of  the  table.  It  is  next  to  im- 
possible for  more  than  a  small  num- 
ber of  people  to  actually  witness  the 
living  pathology  disclosed  in  an 
abdominal  operation,  although  the 
technique  may  often  be  well  taken 
in  by  a  greater  number  in  a  large 
amphitheatre.  A  hospital  which 
does  not  live  up  to  its  opportunities 
as  an  educational  institution  is  not 
doing  its  full  work.  But  while  I 
believe  it  is  incumbent  on  the  surgi- 
eal  staff  to  live  up  to  some  general 
scheme  like  that  suggested,  it  must 
also  be  borne  in  mind  by  the  physician 
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that  the  exigencies  of  work  in  a  public 
institution  make  it  difficult  of  ac- 
complishment at  exceptional  times. 

Perfection  is  not  to  be  expected  in 
any  branch  of  knowledge  and  the 
perplexities  of  abdominal  diagnosis 
will  never  be  completely  met,  even 
by  the  experienced  surgeon.  Rea- 
soning from  his  large  observation 
of  intra-abdominal  conditions  he 
should  be  able  to  correctly  state  in 
the  vast  majority  of  instances  when 
surgical  intervention  is  demanded 
and  when  it  is  not  demanded,  even 
with  the  lack  of  a  complete  diag- 
nosis. Such  ripeness  of  judgment 
can  never  be  fully  acquired  by  the 
medical  man,  but  he  may  acquire  it 


to  a  degree  if  he  will  frequently  visit 
the  operating  room.  And  the  sur- 
geon who  complains  that  the  phy- 
sician sends  the  case  to  him  too  late 
must  realize  that  the  object  of  the 
physician's  presence  in  the  operat- 
ing-room is  not  to  witness  the  last 
new  wrinkle  in  technique,  but  to 
familiarize  himself  with  diagnosis 
and  treatment.  Only  by  the  con- 
stant coming  together  of  physicians 
and  surgeons  over  this  neutral 
ground  of  the  abdomen — among 
other  things  for  the  study  of  its  liv- 
ing pathology  at  the  operating-ta- 
ble— can  the  loss  of  human  life  in 
this  increasingly  important  field 
of  medicine  be  reduced  to  a  mini- 
mum. 


HEBOSTEOTOMY.* 

By  CHARLES  JEWETT,  M.D. 


History:  Hebosteotomy  was  pro- 
posed by  Gigli  in  1894.  The  opera- 
tion was  successfully  performed  for 
the  first  time  by  Bonardi,  of  Luganno, 
in  1897.  Thus  the  credit  for  the  pro- 
cedure belongs  essentially  to  the 
genius  of  Italy  which  figured  so  prom- 
inently in  the  early  history  of  symphy- 
seotomy. Yet  lateral  pelviotomy  had 
been  suggested  by  Champion  as  early 
as  the  year  1821,  by  Stolz  in  1844,  and 
was  attempted  by  Aitken  in  1775;  bi- 
pubiotomy  was  done  by  Pitois  in  1831 
and  an  ischio-pubiotomy  was  per- 
formed by  Farabeuf  in  1892.  A  triple 
pubiotomy  by  Galbiati  in  1832  may 
also  be  mentioned  in  connection  with 
the  development  of  extra-median  pel- 
vic section. 

Among  the  early  operators  who  fol- 
lowed Bonardi  are  Calderini  who  op- 
erated in  1899,  van  de  Yalde  in  1901 
and  Gigli  in  1902. 

The  first  American  operation  is 
credited  to  E.  B.  Montgomery,  of 
Quincy,  111.  Montgomery  in  1903  at- 
tempted a  symphyseotomy  in  an  irre- 
ducible posterior  chin  case  but  failing 

*,Read  before  the  Brooklyn  Gynecological  So- 
ciety, April  3,  1908. 


with  the  knife  he  resorted  to  a  meta- 
carpal saw  and  unintentionally  made 
the  cut  to  one  side  of  the  joint,  divid- 
ing the  pubic  bone. 

The  number  of  pubiotomies  re- 
ported in  the  last  five  years  in  Europe 
and  America  affords  evidence  of  the 
generally  felt  need  of  a  satisfactory 
alternative  of  Caesarian  section  for 
certain  cases  in  which  the  latter  pro- 
cedure would  involve  too  great  risk 
to  the  mother. 

Advantages:  Many  advantages 
have  been  claimed  for  the  new  over 
the  old  method  of  pubic  section. 
Chief  of  these  are  greater  safety 
against  infection,  greater  immunity 
from  injury  to  the  bladder  and  its 
ligaments,  a  lower  maternal  mortality. 
Radle  and  others  think  there  is  less 
hemorrhage  in  pubiotomy.  Cauven- 
berge  believes  that  the  lateral  section 
permits  operation  in  slightly  smaller 
pelves  than  does  symphyseotomy.  If 
I  may  judge  from  my  own  experience 
in  a  single  operation  and  from  a  re- 
view of  cases  reported  in  the  literature 
few  of  these  claims  can  be  substanti- 
ated. 

Much  is  made  of  the  fact  that  there 
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is  less  risk  of  infection  in  cutting 
through  the  bone  than  the  interpubic 
disk.  The  latter  argument  loses  much 
of  its  force  if  we  take  into  account 
the  frequency  of  septic  crural  phlebitis 
in  the  pnbiotomies  thus  far  reported. 

As  to  the  bladder,  many  cases  of 
grave  vesical  injury  have  occurred  in 
the  newer  procedure.  The  pubic  at- 
tachments of  the  pubovesical  liga- 
ments fall  within  the  field  of  pubio- 
tomy while  the  symphyseal  operation 
makes  the  section  between  the  liga- 
ments of  the  right  and  the  left  side. 
Vet  most  of  the  bladder  injuries 
doubtless  are  the  result  of  over- 
stretching at  delivery  and  this  is  no 
greater  in  the  one  operation  than  in 
the  other. 

While  the  maternal  death  rate 
would  seem  to  be  somewhat  smaller, 
yet  at  the  hands  of  the  same  operators 
according  to  Zweifel  the  showing  has 
been  substantially  the  same  in  extra- 
median  as  in  median  section. 

Bue  quoted  by  Berny,  says  that  in 
France  symphyseotomy  in  favorable 
cases  has  had  no  greater  mortality 
than  lateral  section.  Zweifel,  Kiistner, 
Bar,  Gaulard  and  Bue  in  a  total  of 
104  symphyseotomies  had  no  maternal 
deaths.  Porak  still  prefers  symphy- 
seotomy. 

We  cannot  overlook  the  fact  that 
neither  procedure,  as  KufTerath  says, 
is  an  ideal  operation.  Both  are  sub- 
ject to  grave  complications  and  nearly 
equally  so.  The  most  serious  acci- 
dents in  either  are  those  arising  from 
the  great  strain  upon  the  anterior  soft 
parts  at  expulsion  or  extraction  of  the 
child  and  this  does  not  differ  essen- 
tially in  the  two  procedures.  On  the 
other  hand  the  sacro-iliac  joint  is  more 
likely  to  suffer  injury  in  hebotomy 
since  the  violence  at  the  latter  point 
falls  almost  wholly  on  one  side. 

Space  (i aincd:  Cauvenberge  has 
found  by  experiments  on  the  cadaver 
that  on  a  pubic  separation  of  4  cm. 
tlie  true  conjugate  gains  1.6  cm.  and 

that  by  a  separation  of  6  c.  m.  the  in- 
crease is  1.7  cm.  Six  cm.  is  the  max- 
imum pubic  separation  permissible 
consistently  with  the  integrity  of  the 
sacroiliac  joint.    The  transverse  di- 


ameter of  the  pelvis,  at  the  most,  gains 
2.5  to  3  cm.,  and  the  oblique  is  length- 
ened to  the  same  extent.  It  was  as- 
sumed in  symphyseotomy  times  that 
the  vera  was  lengthened  2  m.m.  for 
each  centimeter  of  pubic  separation. 
( Jhviously  the  two  operations,  pubiot- 
omy and  symphyseotomy  cannot  dif- 
fer materially  in  so  far  as  concerns 
enlargement  of  the  pelvic  space. 

Indications:  The  indications  for 
pubiotomy  are  of  necessity  substan- 
tially the  same  as  for  the  median  op- 
eration. First  the  child  should  be 
living  and  viable.  While  certain  writ- 
ers have  advocated  pubiotomy  for  the 
delivery  of  a  dead  child  this  is  unjusti- 
fiable in  a  pelvis  large  enough  to 
admit  of  the  delivery  of  a  living  child 
under  pelviotomy.  In  all  such  cases 
perforation  is  demanded  in  the  best 
interests  of  the  mother. 

For  pelvic  section,  either  median  or 
extra-median,  the  conjugata  vera 
should  not  be  less  than  7  or  better  7.5 
cm.  Yet  certain  operators,  notably 
Seitz,  have  placed  the  limit  as  low  as 
6.5  cm.  in  multiparas,  lower  by  .5  cm., 
than  is  the  recognized  anatomical  limit 
of  symphyseotomy.  Stockel,  on  the 
other  hand,  would  make  the  minimum 
for  hebotomy  8  cm.  in  non-rachitic 
flattening. 

Riihle  thinks  that  in  the  future 
pubiotomy  will  be  indicated  in  first 
labors  only  when  the  conditions  are 
such  as  to  assure  spontaneous  delivery 
after  operation.  With  Fehling,  Hof- 
meier,  Von  Herff  and  Pfannenstiel  he 
would  prefer  premature  labor  for 
primiparae  in  suitable  pelves  provided 
the  child  can  be  nourished  at  the 
mother's  breast  or  that  of  a  wet  nurse. 
Even  within  the  anatomical  field  men- 
tioned I  would  choose  hebotomy  only 
when  the  Cesarean  operation  is  con- 
traindicated  by  the  general  condition 
nf  the  mother.  For  all  cases  in  which 
a  Cesarean  section  may  properly  be 
performed  the  latter  operation  is  bet- 
ter than  disjunction  of  the  pelvic  ring. 
In  the  present  status  of  Cesarean 
section  pelviotomy  of  either  kind  can 
rarely  be  preferred  to  Ca?sarean  sec- 
tion as  an  elective  operation. 

Practically  the  only  indication,  then, 
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for  either  the  median  or  the  lateral 
pubic  section  is  the  necessity  for  an 
incisive  operation  in  the  interest  of  the 
child  during  labor  when  owing  to  ex- 
haustion of  the  mother  the  Csesarean 
operation  is  contraindicated. 

Even  in  the  presence  of  infection, 
if  the  mother's  strength  permits,  a 
Csesaro-hysterectomy  may  be  better 
than  pubic  section.  Yet  I  believe  with 
such  authorities  as  Seitz  that,  other 
conditions  being  favorable,  mild  in- 
fection does  not  forbid  pelviotomy. 
In  the  Nagele  and  the  Roberts  pelvis 
pubiotomy  is  necessarily  excluded. 

Technic:  Three  principal  methods 
have  been  practiced,  the  open  method, 
Doderlein's  method  and  the  subcuta- 
neous operation  of  Bumm. 

In  the  open  method  the  face  of  the 
pubic  bone  is  exposed  by  a  vertical 
incision  through  the  anterior  soft 
parts.  The  line  of  incision  passes 
just  within  the  pubic  spine.  A  special 
ligature  carrier,  a  Duchamps  carrier 
or  other  similar  device  is  made 
to  encircle  the  bone  hugging  close- 
ly its  posterior  face,  the  Gigli 
saw  is  drawn  into  place  and  the 
bone  cut  through.  The  operation  is 
preferably  done  on  the  side  toward 
which  the  occiput  lies.  In  the  inter- 
est of  subsequent  labors  Radle  con- 
siders straight  section  better  than 
oblique  as  being  less  likely  to  result 
in  solid  union. 

In  Doderlein's  operation  the  upper 
margin  of  the  pubic  bone  is  uncovered 
by  a  horizontal  incision  running  from 
the  pubic  spine  nearly  to  the  symphy- 
sis and  including  the  periosteum.  The 
periosteum  is  then  separated  from  the 
posterior  face  of  the  bone.  A  suitable 
ligature  carrier  is  inserted  between  the 
bone  and  the  periosteum  and  its  point 
brought  out  beneath  the  bone  through 
the  labium  ma  jus  by  cutting  down 
upon  its  point.  The  saw  divides  the 
bone  without  cutting  through  the  pre- 
pubic  soft  parts. 

Bumm  introduces  a  sharp  needle  be- 
tween the  lesser  and  the  larger  vulvar 
lip,  carries  it  up  close  to  the  posterior 
face  of  the  bone  and  out  through  the 
skin  at  the  upper  border,  using  the 
finger  in  the  vagina  as  a  guide.  Seitz 


reverses  the  direction  passing  the 
needle  from  above  downward. 

The  more  extensive  incision  of  the 
open  operation  exposes  more  to  infec- 
tion and  the  subcutaneous  method  of 
Bumm  has  been  accused  of  more 
bladder  injuries.  Yet  the  latter  acci- 
dents, like  the  communicating  vaginal 
tears,  as  I  have  already  said,  are 
oftener  the  result  of  overstretching  on 
passage  of  the  child's  head  than  of 
violence  inflicted  directly  by  the 
needle. 

Gigli  sees  no  advantage  in  the  sub- 
cutaneous operation.  Most  operators 
have  adopted  the  technic  of  Doderlein. 

Crede  proposes  a  pelvioplasty  op- 
eration for  the  permanent  enlarge- 
ment of  the  pelvis.  After  dividing  the 
bone  just  without  the  symphysis  a 
segment  is  removed  from  the  upper 
portion  of  the  distal  end  and  inter- 
posed between  the  proximal  fragment 
and  the  remaining  part  of  the  distal 
end  of  the  pubis. 

Stockel  has  suggested  operating  on 
both  sides  when  more  room  is  needed 
than  unilateral  section  affords. 

Owing  to  the  attachment  of  the 
adductor  muscles  and  other  structures, 
the  bones  do  not  tend  to  spring  apart 
after  lateral  as  they  do  after  median 
section.  Yet  too  wide  separation  may 
occur  on  expulsion  or  extraction  of 
the  head.  To  prevent  undue  separa- 
tion Baum  in  three  cases  encircled  the 
pelvis  with  a  rubber  ligature  before 
section  of  the  bone,  but  properly  ap- 
plied manual  support  should  be  more 
effective.  Burger  now  employs  no 
compression  of  the  pelvis  during  the 
division  of  the  bone. 

The  separation  cannot  exceed  6  or 
7  cm.  at  the  most  without  injury  to 
the  sacro-iliac  joints;  five  or  six  cm. 
is  a  safer  limit.  Turning  the  toes  in 
at  operation  and  during  convalescence 
has  the  effect  to  prevent  excessive 
widening  of  the  bony  interval. 

Views  differ  with  reference  to  im- 
mediate extraction  of  the  child.  Sig- 
wart  says  there  are  no  bladder  rup- 
tures in  spontaneous  deliveries. 
Ruble,  Radle,  Zweifel  and  Doderlein 
advocate  expectancy.  Seitz  would  de- 
liver at  once  only  after  long  labor, 
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when  infection  is  suspected,  or  when 
the  life  of  the  child  is  endangered. 
Btimm  prefers  operative  delivery  as 
a  rule  and  with  forceps.  Vet  as 
Burger  says,  in  most  instances  the 
indication  for  deliver)-  arises  at  the 
same  time  with  that  for  pubiotomy. 

Statistics  show  that  injuries  to  the 
anterior  soft  parts,  as  would  naturally 
he  expected,  are  much  commoner  in 
primiparae  than  in  women  who  have 
borne  children  before.  The  danger 
of  vaginal  and  vesical  injuries  is  very 
greatly  increased  too  by  forceps  de- 
livery or  version.  A  vagino-perineal 
incision  on  the  side  opposite  the  bony 
section  for  the  protection  of  the  an- 
terior soft  parts  at  delivery  is  advised 
by  Seitz  and  Von  Franque.  Other 
operators  hold  that  episiotomy  is  use- 
less for  the  purpose  since  it  does  not 
relieve  the  tension  at  the  seat  of  vagi- 
nal rupture  for  the  reason  that  it  falls 
below  it. 

All  bladder  lacerations,  if  discov- 
ered, should  be  repaired  at  once, 
though  small  tears  may  be  trusted  to 
heal  spontaneously,  especially  if  a 
permanent  catheter  is  left  in  the  blad- 
der. By  most  operators  vaginal  tears, 
whether  communicating  with  the  op- 
eration wound  or  not,  are  immediate- 
ly sutured.  Seitz,  however,  packs  the 
wound  instead  of  closing  it. 

A  firm  vaginal  tampon,  together 
with  the  use  of  external  pressure  for 
twelve  hours  after  delivery,  is  em- 
ployed by  Bumm,  Sigwart  and  others 
for  the  prevention  of  hematoma. 
Baum,  of  r>reslau,  objects  to  the  vag- 
inal tamixjnade. 

The  operation  wound  is  drained 
along  the  posterior  surface  of  the  bone 
or  not,  according  to  the  fancy  of  the 
operator. 

By  most  operators  a  firm  pelvic 
support  is  practiced  during  healing. 
Bumm,  for  example,  applies  a  pelvic 
hand  with  straps  and  buckles.  This 
is  removed  after  a  few  days,  cicatri- 
cial contraction  of  the  injured  soft 
parts  being  trusted  to  effect  approxi- 
mation of  the  bones.  Truzzi  <>n  the 
Other  hand  omits  all  surgical  support 
with  a  view  to  permanent  enlarge- 
ment of  the  pelvic  ring.  He  carefully 
prevents  the  interjx>sition  of  soft  parts 


between  the  cut  surfaces  of  the  bone 
with  a  view  to  favoring  firm  fibrous 
union. 

Burger,  at  Schauta's  clinic,  after 
live  or  six  days  allows  the  woman  to 
move  in  bed,  and  he  practices  passive 
movements  of  the  leg  on  the  hebos- 
teotomied  side  to  promote  callus  for- 
mation by  rubbing  the  separated  bone 
surfaces  against  each  other. 

Jn  smooth  recoveries  the  patient  is 
allowed  out  of  bed  in  about  three 
weeks  and  is  dismissed  within  two  or 
three  days  later. 

Complications:  The  array  of  pos- 
sible complications  in  published  hebos- 
teotomies  is  somewhat  formidable. 
Sellheim,  practicing  the  operation 
upon  sheep,  found  that  injuries  to  the 
soft  parts  are  even  more  considerable 
than  would  appear  from  the  litera- 
ture. 

1  lemorrhage  as  a  rule  is  profuse, 
but  is  mainly  venous  and  generally  has 
easily  been  controlled  by  pressure. 
Vet  Rosthorn  lost  a  patient  from  hem- 
orrhage. It  occurs  usually  at  the 
moment  the  bone  is  divided,  but  is 
often  due  to  laceration  of  the  soft 
parts  when  the  head  is  delivered.  The 
source  of  the  bleeding  is  the  prevesical 
venous  plexus,  the  corpus  or  crus 
clitordis,  the  hone  itself.  Even  the 
bulb  of  the  vestibule  may  be  injured. 

1  lematoma  of  the  labium  majus  de- 
veloped according  to  Fry  in  25  per 
cent,  of  the  American  cases.  While 
this  in  itself  may  not  be  a  grave  com- 
plication abscess  may  result  if  it  be- 
comes infected.  •  As  a  rule  hematoma 
is  preventable  by  a  vaginal  tampon- 
ade. 

Thrombophlebitis  of  the  crural 
veins  has  been  observed  in  about  8 
per  cent,  of  reported  cases,  not  only 
a  serious  complication  of  the  conva- 
lescence, but  one  which  may  result  in 
nermanent  impairment  of  locomotion. 
The  crural  phlebitis  has  frequently 
involved  both  lower  extremities,  as  in 
mv  own  case.  T11  one  instance  at  the 
Jena  clinic  the  thrombosis  extended 
into  both  spermatic  veins  as  far  as 
the  bifurcation  of  the  renal  vein  as 
shown  at  autopsy  ( Ihiss^  quoted  by 
Ixannegicsser) . 

Kanncgiesser.    in    fifty-one  opera- 
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tions,  had  marked  oedema  of  the  lower 
extremities  on  the  operated  side  in 
three  and  on  the  opposite  side  in  one. 
Septic  phlebitis  was  observed  in  25  per 
cent,  of  the  American  operations  col- 
lected by  Fry.  Crural  phlebitis  with 
oedema  is  said  to  occur  more  frequent- 
ly in  pubiotomy  than  in  any  other  sur- 
gical operation.  It  arises  in  part 
from  the  extensive  injury  to  the 
venous  plexuses  and  no  doubt  in  part 
from  the  firm  pelvic  bandage. 

In  a  few  instances  pulmonary  em- 
bolism has  been  reported.  One  of  fif- 
ty-one operations  published  by  Kanne- 
giesser  was  so  complicated.  One  of 
Fry's  patients  died  on  the  tenth  day 
after  operation,  on  being  turned  in 
bed,  of  what  he  pronounced  heart  em- 
bolism. 

The  bladder  may  be  injured  by  the 
needle  or  carrier  used  for  introducing 
the  saw.  by  tearing  of  the  pubo-vesical 
ligaments  at  the  moment  of  pubic 
separation,  or  by  compression  between 
the  cut  end  of  the  bone  and  the  de- 
scending foetal  head :  extensive  rup- 
ture may  occur.  Ruble  says  of  one  of 
his  cases  that  the  bladder  lay  like  an 
open  book  before  him.  Small  lacera- 
tions may  pass  undetected  till  revealed 
by  leakage  of  urine.  Kannegiesser  and 
Stockel  report  vesical  injuries  which 
were  discovered  only  on  cystoscopic 
examination  just  before  dismissal  of 
the  patient.  In  about  8  per  cent,  of 
cases  contusion  or  some  graver  acci- 
dent has  happened  to  the  bladder. 

Most  serious  of  all  the  complications 
of  hebotomy  are  the  vaginal  lacera- 
tions, especially  when  they  communi- 
cate with  the  operation  wound,  owing 
to  the  increased  risk  of  infection. 

Bumm's  fatalities  all  were  due  to 
vaginal  rupture  extending  to  the  bone 
wound.  Sitzenfrev.  at  the  Prague 
clinic,  reports  two  communicating 
vaginal  tears  in  seven  cases,  both  in 
primipar?e  f Ruble V  Baumm  had  five 
extensive  vaginal  lacerations  in  ten 
cases.  T11  the  experience  of  Burger 
at  Vienna  only  three  of  fifteen  forceps 
deliveries  after  pubiotomy  escaped 
damage  to  the  anterior  soft  structures. 
Similar  injuries  are  reported  by  Hohl- 
weg.  of  Vienna,  bv  Kannegiesser. 
Reifferscheid,  Semmelink,  Rithle  and 


others.  In  my  case  the  anterior  vag- 
inal wall  was  torn  through  into  the 
operation  wound.  This  accident 
doubtless  could  be  prevented,  at  least 
in  multiparas,  were  it  possible  to  await 
spontaneous  delivery  as  Riihle  and 
Zweifel  advise.  But  in  most  hebo- 
tomies  immediate  extraction  is  re- 
quired. As  Baum  observes  lacera- 
tion of  the  anterior  soft  parts  is  not 
preventable  by  Diihrrsen's  vagino- 
perineal incision  since  the  incision 
does  not  relieve  the  strain  at  the 
seat  of  these  lacerations.  They  oc- 
cur at  the  point  where  the  vaginal 
wall  is  caught  between  the  foetal 
head  and  the  sharp  edge  of  the 
mesial  end  of  the  divided  bone.  In 
the  experience  of  Baum,  Hocheisen 
and  Kannegiesser,  rupture  of  the  va- 
gina and  the  bladder  occurred  be- 
fore the  moment  when  perineal  in- 
cisions are  likely  to  be  of  service. 
The  incisions  did  not  prevent  ex- 
tensive vaginal  tears. 

Fxtreme  distension  of  the  abdo- 
men followed  in  10  per  cent,  of  the 
operations  reported  by  Fry.  In 
some  of  the  latter's  series  callus  at 
the  sacro-iliac  joint  gave  evidence 
of  violence  to  the  joint  structures. 

The  morbiditv  at  the  Dresden 
clinic  has  been  in  two  different  ser- 
ies of  cases  respectively  47  per  cent, 
and  67  per  cent.,  in  striking  contrast 
with  that  of  premature  labor  which 
was  practically  nil. 

Mortality:  A  lower  maternal 
mortality  is  claimed  for  the  lateral 
as  compared  with  median  operation. 
It  is  commonly  estimated  by  the  ad- 
vocates of  hebotomy  at  from  2  to  5 
or  6  per  cent. 

Gigli  contrasts  the  maternal  mor- 
tality of  a  little  less  than  2  per  cent, 
in  1 14  collected  cases  with  the  latest 
mortality  of  symphyseotomy  which 
is  a  little  below  7  per  cent. 

Yet  Baisch  reports  a  death  rate 
of  to  per  cent.  Fry  in  12  primary 
operations  found  no  mortality  for 
the  mothers;  in  8  secondary  opera- 
tions there  were  ^0  per  cent  of  ma- 
ternal deaths.  The  reported  fcetal 
death  rate  ranges  from  t  *per  cent, 
in  primary  to  40  per  cent  in  sec- 
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ondary  operations  (Fry).  Kanne- 
giesser's  foetal  mortality  was  8  per 
cent,  in  51  cases. 

Anatomical  and  Functional  Results: 
It  has  been  assumed  by  most  opera- 
tors that  solid  union  takes  place  by 
regeneration  of  callus  at  least  in  a 
certain  proportion  of  cases,  but  re- 
cent observations  have  apparently 
disproved  this.  Burger  examining  the 
pelvis  in  13  cases,  from  7  months  to 
2V2  years  after  operation,  found  no 
instance  of  complete  osseous  union 
as  shown  by  X-ray  examination. 
Pseudo-arthrosis  obtained  in  all.  Yet 
eleven  of  the  thirteen  walked  with 
no  difficulty.  Bumm  in  10  cases 
found  bony  union  in  none. 

Kannegiesser  noted  prolapse  of 
urethra  and  relaxation  of  vaginal 
walls  in  5  out  of  18  women  after  op- 
eration. There  was  no  interference 
with  walking  except  in  one  case  of 
gonorrhoeal  infection. 

Burger  thinks  we  are  justified  in 
assuming  the  following  types  of 
healing : 

1.  Pure  connective  tissue  filling 
the  cleft  without  endosteal  or  per- 
iosteal callus  formation. 

2.  Connective  tissue  filling  with 
periosteal  callus  formation. 

3.  Periosteal  callus  formation  and 
endosteal  callus  formation  more  or 
less  condensing  the  connective  tissue 
filling. 

4.  Complete  diffuse  continuous  en- 
dosteal callus  formation  with  varying 
participation  of  the  periosteal  callus. 

Permanent  Increase  of  the  Pelvic 
Space:  Reifferscheid  observed  in  a 
single  instance  an  increase  of  1  cm. 
Hocheisen  from  l/i  to  1  cm.  Burger 
found  the  vera  longer  by  .5  to  I  cm. 
in  nine  of  thirteen  cases.  Knfferath 
says  the  permanent  gain  in  pelvic 
space  is  the  same  as  in  symphyseot- 
omy. Stocked  thinks  there  is  more 
permanent  gain  after  symphyseotomy 
than  after  pubiotomy.  Van  de  Velde 
found  enlargement  in  some  cases  as 
shown  by  pelvic  measurement  by  ra- 
diograms and  by  the  location  of  the 
symphysis. 

Permanent  gain  in  the  size  of  the 
pelvis       favored  by  tying  the  knees 


together  and  abducting  the  feet  dur- 
ing convalescence.  This  rotates  the 
thighs  so  that  traction  on  the  rotators 
moves  the  tubera  ischii  outward  and 
somewhat  forward. 

Hernia:  Sigwart  reports  one  hernia 
after  hebotomy  in  forty  cases  at  the 
Jena  clinic.  Gigli  called  attention  to 
the  fact  that  the  abdominal  wall  may 
be  weakened  at  the  site  of  the  ex- 
ternal inguinal  ring  with  resulting 
hernia.  Hartmann  observed  one  case 
of  hernia  which  occurred  in  the  he- 
botomy cleft  and  the  inguinal  ring. 
The  cause,  he  thinks,  was  incomplete 
union  of  the  bony  extremities. 

Conclusions:  Of  the  incisive  op- 
erations for  delivery,  Caesarian  sec- 
tion is  the  most  surgical  and  it  offers 
the  best  total  results  except  when  pre- 
cluded by  the  general  condition  of  the 
woman. 

Premature  labor  should  be  pre- 
ferred when  it  can  be  postponed  till 
the  last  month  of  gestation. 

Pubiotomy  or  symphyseotomy  is 
very  rarely  to  be  chosen  as  an  elective 
operation. 

Pubic  section  is  a  useful  expedient 
in  cases  in  which  a  little  more  pelvic 
space  is  required  during  labor  and  in 
which  Caesarian  section  is  contraindi- 
cated. 

On  the  whole,  hebosteotomy  af- 
fords no  material  advantage  over 
symphyseotomy. 
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THIS  paper,  as  the  third  one  of  a 
trio  upon  the  same  subject,  must 
suffer   somewhat   in   its  com- 
pleteness to  avoid  unnecessary  repe- 
tition. 

The  reliability  of  either  pasteurized 
or  sterilized  milk  is  apparently  set- 
tled when  we  are  confronted  with 
data  and  figures  to  show  that  the  pro- 
cesses have  been  properly  carried  out 
and  the  number  of  bacteria  markedly 
reduced.  But  this  apparent  reliability 
is  not  sufficient.  In  infant  feeding 
the  reliability  of  any  milk  is  directly 
affected  through  all  its  processes  of 
modification  and  preparation  until 
ready  for  the  infant  to  ingest  and  is 
indirectly  affected  through  the  pro- 
cesses of  digestion  and  absorption. 

The  one  great  factor  in  influencing 
the  reliability  of  any  milk  for  infant 
feeding  is  the  lack  of  care  which 
such  milk  receives  in  the  home. 

Although  by  no  means  always  a 
candidate  for  a  pair  of  wings  and  a 
halo,  the  producer  of  milk  (in  this 
city  at  least)  is  less  of  a  sinner  in  re- 
gard to  contamination  of  the  milk 
than  is  the  average  consumer  of  his 
product. 

Goaded  by  the  competition  of  his 
rivals  in  business,  guarded  by  the  au- 

*  Read  before  the  Brooklyn  Medical  Society, 
June  19,  1908. 


thorities  backed  by  stringent  laws  and 
guided  by  a  self-interest,  the  pro- 
ducer usually  delivers  a  milk  which  is 
as  reliable  as  the  circumstances  of 
city  life  can  make  it.  In  the  average 
home  there  is  abundant  evidence  of 
the  lack  of  co-operation  in  keeping 
the  milk  fit  for  use. 

For  from  two  to  five  or  six  hours 
after  delivery,  the  product  remains 
where  it  was  placed  at  the  time  of 
early  morning  delivery.  Slowly  but 
surely  this  results  in  a  reduction  of 
the  temperature  with  the  consequent 
multiplication  of  bacteria  and  depre- 
ciation in  the  value  and  safety  of  the 
milk  as  a  food. 

When  placed  in  an  ice-chest,  it  is 
usually  put  in  one  in  which  it  is  prac- 
tically impossible  to  maintain  a  tem- 
perature under  500  Fahr.  This  fact  I 
have  taken  the  trouble  to  demonstrate 
time  and  time  again,  that  the  ordinary 
ice-chest  does  not  maintain  a  sufficient 
degree  of  cold  to  protect  the  milk 
against  depreciation. 

The  reliability  of  the  milk  as  an  in- 
fant food  is  further  influenced  by  its 
close  association  with  other  foods  as 
contained  in  the  ice-box. 

Of  what  service  is  the  delivery  of  a 
fit  product,  if  after  delivery  the  milk 
is  handled  by  one  with  unclean  hands, 
is  bottled  in  carelessly  washed  con- 
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tainers,  is  allowed  to  get  above  a  tem- 
perature of  500  Fahr.,  or  is  subjected 
to  the  many  opportunities  of  contami- 
nation offered  by  an  uninstructed 
mother  or  nurse.  To  some  physicians 
and  practically  to  all  of  the  laity,  the 
use  of  pasteurized  or  sterilized  milk 
conduces  to  over-confidence.  They 
assume  the  attitude  that  either  process 
renders  the  milk  safe  for  use  and  also 
renders  unnecessary  the  same  care 
which  would  be  entailed  by  the  de- 
livery of  ordinary  bottled  milk.  This 
is  a  fallacy.  Sterilized  milk  is  not 
sterile.  It  requires  a  greater  degree 
of  heat  than  2120  Fahr.  to  render  the 
milk  absolutely  sterile.  Such  milk 
must  receive  the  same  scrupulous  care 
as  any  other  product. 

I  nless  every  detail  of  pasteurization 
is  carried  out  with  exactness,  the  pro- 
duct is  not  much  safer  than  ordinary 
milk  and  even  when  properly  carried 
out.  the  same  care  must  be  used 
against  contamination  after  the  pro- 
cess is  complete.  Whether  sterilized 
or  pasteurized,  the  milk  must  be  clean 
to  start  with. 

We  should  not  countenance  the  use 
of  a  product  which  shows  a  high  bac- 
terial count  at  any  time.  These  or- 
ganisms may  produce  toxins  which  are 
not  destroyed  by  heating  and  these 
and  the  products  of  metabolism  of  the 
countless  colonies  of  the  organisms 
must  certainly  influence  the  reliability 
and  value  of  such  milk  as  a  food  for 
an  infant. 

During  the  winter  months,  the  mor- 
bidity and  mortality  is  not  influenced 
to  any  appreciable  degree  by  a  rea- 
sonable number  of  bacteria  in  a  milk, 
but  during  the  heated  term  the  reverse 
i^  true. 

Bacterial  counts  made  of  pasteur- 
ized milk  (  the  process  having  been 
carried  on  out  of  the  home)  have  fre- 
quently  shown  that  the  initial  count 
was  higher  in  such  a  product  than  in 
clean,  certified  milk.  I  use  the  term 
clean  certified  milk  simply  to  empha- 
size the  fact  that  all  certified  milk  is 
clean — cleanliness  being  the  most  es- 
sential quality  .allowing  of  snch  certifi- 
cation. 

If  these  same  milks  are  subjected  to 
a  count  after  several  hours,  the  pas- 


teurized product  still  maintains  its 
higher  count.  The  reason  of  this  is 
not  hard  to  find ;  the  commercially 
pasteurized  milk  is  reduced  to  a  very 
low  bacterial  count  by  the  heating 
coils,  but  contamination  takes  place 
between  this  time  and  the  time  at 
which  the  milk  is  ready  for  delivery. 
The  foregoing  facts  are  an  argument 
in  favor  of  the  use  of  certified  milk, 
and  in  case  pasteurized  milk  is  used, 
we  have  a  sufficient  argument  for  the 
carrying  out  of  the  process  in  the 
home. 

The  reliability  of  either  sterilized  or 
pasteurized  milk  is  also  influenced  by 
the  modification  made  of  it.  The  heat- 
ing of  milk  causes  some  important 
changes  in  its  behavior  as  an  infant 
food  and  modification  should  be  made 
with  these  changes  in  view. 

Neither  product  is  as  easy  of  diges- 
tion as  is  raw  milk  and  with  wrong 
modifications  a  state  of  disordered 
digestion  is  started  which  may  prove 
serious  to  the  health  and  development 
of  the  infant. 

I  do  not  recall  ever  having  seen  it 
advocated  that  ''treated  milk"  modifi- 
cations should  differ  from  "untreated 
milk,"  but  personally  I  am  strongly 
convinced  that  there  must  be  some 
difference  in  the  modification.  Steri- 
lized or  pasteurized  milk  should  never 
be  given  in  as  concentrated  solutions 
as  raw  milk.  The  only  element  of  the 
food  which  should  remain  the  same  is 
the  sugar.  Fat  and  proteid  should 
both  be  lower. 

By  disregarding  this  detail  disturb- 
ances of  the  digestion  have  many  times 
resulted  and  the  milk  has  been  blamed 
for  the  difficulty  when  it  was  the  for- 
mula at  fault. 

The  simplest  way  for  the  one  who 
is  not  expert  in  the  modification  of 
milk  is  this — when  the  determination 
has  been  made  to  change  from  raw 
milk  to  either  pasteurized  or  sterilized 
milk,  make  the  formula  as  usual  but 
add  a  diluent  in  the  proportion  of  one 
part  of  the  diluent  to  seven  parts  ot 
the  formula,  adding  the  siu-ar  to  make 
Up  the  difference  caused  hv  snch 
dilution. 

While  regularity  should  be  the  key- 
note of  all  nursing  in  infancv.  its  need 
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is  more  emphatic  when  the  infant  is 
artificially  fed,  and  particularly  when 
nourished  with  a  sterilized  or  pasteur- 
ized milk. 

A  certain  amount  of  attention  must 
be  given  to  the  chemical  analyses  of 
milk,  but  there  has  been  a  marked  ten- 
dancy  recently  to  overestimate  their 
values. 

We  must  have  some  rather  set  rules 


or  guides  which  are  based  upon  chem- 
istry, physiology,  biology  or  laboratory 
experimentation,  but  these  are  con- 
stantly changing  and  are  not  inviola- 
ble. Therefore  a  wider  knowledge  of 
these  and  a  broader  application  of  the 
principles  of  good,  sound  common 
sense  is  the  best  insurance  which  we 
have  of  our  success  in  infant  feeding 
and  the  reliability  of  our  results. 


BOVINE  TUBERCULOSIS  AND  CERTIFIED  MILK. 

By  HARRIS  MOAK,  M.D. 

Bacteriologist  and  Chemist  of  the  Milk  Commission  of  the  Medical  Society  of  the  County  of  Kings. 


WAVES  of  desire  to  have  things 
better,  to  do  things  better,  to 
be  better,  come  over  us  as  indi- 
viduals no  less  than  over  great  com- 
munities, and  the  present  desire  could 
with  propriety  be  called  the  great 
white  wave.  Regarding  the  milk  sup- 
ply as  a  whole,  I  desire  to  take  up  only 
one  question  before  proceeding  to 
consider  the  certification  of  milk.  It 
is  the  question  of  tuberculosis.  Very 
little  work  has  yet  been  done  toward 
determining  the  exact  prevalence  of 
this  disease  among  cattle  and  still  less 
has  been  done  with  the  important 
question  of  eradicating  it  from  the 
herds  furnishing  the  general  milk  sup- 
ply. From  the  work  that  has  been 
done  it  is  probably  a  very  conservative 
estimate  that  twenty-five  out  of  every 
hundred  cows  furnishing  milk  for  our 
city  to-day  are  tubercular ;  affected 
with  the  same  disease  which  is  so  ap- 
palingly  common  in  the  human  being ; 
the  disease  which  to-day  is  receiving 
very  profound  and  serious  considera- 
tion the  world  over. 

The  Department  of  Agriculture  of 
tin's  State,  in  testing  1,459  animals, 
found  641  or  43.9  per  cent,  tubercular. 
T  personally  know  of  large  herds 
showing  anywhere  from  to  to  95  per 
cent,  of  tubercular  animals.  We  felt 
relieved  and  perhaps  in  a  sense  secure 
a  few  years  ago  when  Koch,  the  great 
discoverer  of  the  cause  of  this  dis- 

*Read  October  to,  1908.  at  the  Medical  Society 
Building,  being  the  second  lecture  in  the  series 
of  medical  lectures  of  general  or  public  interest. 


ease,  declared  that  the  disease  was  not 
communicable  from  cattle  to  the  hu- 
man being.  But  gradually  and  surely 
this  sense  of  security  has  been  taken 
from  us,  for  the  evidence  is  ever  ac- 
cumulating that  we  are  frequently  in- 
fected from  this  source,  especially 
children.  Perhaps  many  found  com- 
fort in  the  report  of  the  committee  of 
eminent  men  appointed  by  the  mayor 
last  spring  to  inquire  into  and  devise 
ways  to  improve  the  milk  supply.  Re- 
garding tuberculosis  the  report  states, 
"the  risk  of  transmitting  tuberculosis 
through  milk  from  cows  to  man  is 
very  slight  unless  the  disease  in  the 
cow  is  in  an  advanced  form  or  is  pres- 
ent in  the  udder.  Even  this  slight  risk 
is  considerably  lessened  when  such 
milk  is  mixed  as  it  generally  is  with 
that  of  healthy  cows  before  it  is  sold. 
We  believe  that  this  danger  has  been 
greatly  overestimated  in  the  public 
mind  and  that  it  can  be  best  met  by 
the  systematic  inspection  and  con- 
demnation of  cows  revealing  tuber- 
culosis on  physical  examination."  T 
ask,  shall  we  rely  on  a  physical  ex- 
amination of  cattle  in  our  work  of 
detecting  and  eliminating  tuberculo- 
sis? Many  capable  veterinarians  have 
told  me  that  it  is  very  seldom  that 
tuberculosis  in  cattle  can  be  detected 
by  physical  examination. 

I  happened  to  be  present  last  spring 
when  two  well-known  and  capable 
veterinarians  carefully  examined  a 
herd  of  sixty-five  cows,  and  by  physi- 
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cal  examination  decided  that  two  were 
tubercular.  The  herd  was  at  once 
tested  by  the  very  accurate  and  reli- 
able means  of  tuberculin,  and  twenty- 
four  were  found  to  be  diseased.  One 
of  the  two  cows  picked  out  by  physi- 
cal examination  did  not  react  to  the 
test. 

After  considerable  inquiry  I  find 
that  this  expresses  to  a  fair  degree 
the  reliance  that  can  be  placed  upon 
a  physical  examination  of  cattle  for 
tuberculosis.  Of  course  tuberculin 
detects  tuberculosis  in  the  very  earli- 
est stages,  perhaps  often  long  before 
there  is  any  danger  of  the  disease  af- 
fecting the  cow's  milk.  But,  does  a 
cow  have  to  be  in  an  advanced  state 
of  the  disease  or  have  tuberculosis  of 
her  udder  to  secrete  tubercle  bacilli 
in  her  milk?  Many  investigators  have 
shown  that  from  cows  with  no  udder 
trouble  and  otherwise  perfect  as  far 
as  a  physical  examination  would  tell, 
but  which  have  reacted  to  the  tuber- 
culin test,  may  secrete  tubercle  bacilli. 
Tn  large  numbers  of  cows  reacting 
to  the  tuberculin  test  it  has  been  dem- 
onstrated that  anywhere  from  20  to 
70  per  cent,  of  such  cows  secrete  liv- 
ing virulent  tubercle  bacilli  in  their 
milk.  We  will  allow  as  true  that  the 
more  advanced  cases  secrete  these  ba- 
cilli, but  who  knows  how  soon  the 
cow  with  the  very  earliest  disease  may 
advance  to  the  stage  where  she  will 
also  be  secreting  these  bacilli  in  her 
milk.  There  is  as  yet  no  way  of  de- 
termining the  exact  extent  of  this 
disease  in  a  living  animal.  No  means 
at  our  command  to  tell  us  where  to 
draw  the  line.  A  cow  with  beginning 
tuberculosis  is  like  a  house  afire.  It 
may  begin  in  some  corner,  smoulder 
for  a  little,  go  out.  Tt  may  begin 
and  slowly  spread  and  gradually  con- 
sume the  building,  or  it  may  spread 
rapidly  and  quickly  destroy  the  build- 
ing. Tuberculosis  may  begin  and  it 
may  heal  up ;  again  it  may  exist  in 
the  animal  for  a  long  time  and  not  do 
much  harm  ;  again  it  may  spread  in 
the  cow  as  in  the  human  being  by  the 
galloping  form  and  quickly  cause  de- 
struction. Not  alone  may  tubercle 
bacilli  get  IfltO  the  milk  directly  by  se- 


cretion, but  where  the  disease  exists 
in  a  herd  the  dust  and  manure  from 
such  a  stable  may  be  laden  with  these 
bacteria,  and  the  risk  is  run  of  them 
getting  into  the  milk  after  the  milk 
has  left  the  udder. 

Now  can  this  bovine  tuberculosis 
cause  tuberculosis  in  the  human  be- 
ing? Koch  reasoned  that  if  tuber- 
culosis was  transmitted  in  this  way 
the  disease  ought  naturally  to  begin  in 
some  part  of  the  intestinal  tract.  He 
examined  the  intestinal  tract  of  a 
large  number  of  people  dead  from 
tuberculosis  and  found  only  2  per 
cent,  showing  trouble  in  this  location, 
several  observers  since,  however,  have 
shown  that  in  children  especially, 
anywhere  from  25  to  45  per  cent,  of 
those  dying  from  tuberculosis  show 
that  the  disease  began  in  the  intesti- 
nal tract.  Beside  we  now  have 
abundant  evidence  that  tubercle  ba- 
cilli may  be  taken  in  by  food  and 
drink,  pass  into  the  intestine,  cause 
no  trace  of  disease  there,  but  be  ab- 
sorbed by  the  lacteals  with  the  digest- 
ed food,  pass  into  the  thoracic  duct 
and  then  into  the  left  sub-clavian 
vein,  and  be  rapidly  swept  on  by  the 
circulating  blood  to  the  fine  capillaries 
of  the  lungs.  Tuberculosis  of  the 
lungs  may  be  as  easily  acquired  in 
this  way  as  by  direct  inhalation  of 
the  germs  in  dust.  Thus  tubercle  ba- 
cilli taken  in  by  infected  milk  may 
easily  cause  tuberculosis  in  some  other 
part  of  the  body  than  the  intestinal 
tract.  Here  is  an  avenue  of  infection 
that  has  been  too  little  guarded.  This 
shows  you  how  easily  infection  by 
milk  may  take  place,  but  of  course  it 
lias  given  us  no  idea  as  to  whether  the 
bovine  tvpc  of  bacillus  can  harm  the 
human  body.  This  step  proven  and 
the  chain  is  complete. 

Delicate  laboratory  tests  have  helped 
us  out  at  this  point.  The  diseased 
organs  of  children  dead  of  tubercu- 
losis have  been  studied  and  the  bovine 
type  of  bacillus  shown  to  be  the  cause 
of  disease  in  a  large  percentage  of  the 
cases  so  far  studied.  Thus  Bovine 
tuberculosis  is  proven  to  be  a  menace 
t<>  human  health.  To  what  extent  a 
menace  has  not  yet  been  proven  but 
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is  this  any  excuse  for  us  to  belittle 
the  risk?  Should  our  efforts  to  eradi- 
cate this  source  of  infection  cease? 
You  know  that  fourteen  out  of  every 
hundred  people  die  of  tuberculosis 
and  that  over  half  of  the  other  eighty- 
six  show  evidences  of  tuberculosis  at 
death — death  being-  due  to  some  other 
cause.  It  is  estimated  that  the  econ- 
omic loss  alone  from  tuberculosis  in 
the  United  States  amounts  to  $330,- 
000,000  annually.  This  does  not 
count  the  sorrow  and  suffering. 
Should  we  ignore  any  source  of  dan- 
ger in  fighting  this  great  white  plague  ? 
Is  it  not  a  reasonable  demand  that  our 
milk  should  come  from  healthy  cows? 
Should  our  milk  come  from  diseased 
animals  be  the  disease  little  or  great? 

From  the  indicated  frequency  of 
this  disease  in  cattle  today  there  is 
a  stupendous  task  before  us.  It  is 
largely  a  work  of  patient  education. 
The  producer  must  know  that  tuber- 
culosis in  his  herd  is  commercially 
unprofitable.  He  must  be  educated 
in  the  means  of  getting  rid  of  the  dis- 
ease. One  of  the  greatest  steps  will 
be  in  the  providing  of  more  sanitary 
quarters  for  cattle.  This  will  cost  the 
producers  an  enormous  sum.  The 
State  should  supervise  the  work  of 
testing  and  inspecting  and  a  man's 
cattle  should  not  be  taken  and  de- 
stroyed without  fair  remuneration  any 
more  than  that  the  State  should  take 
any  other  property  of  a  man  and  de- 
stroy it  without  due  compensation.  The 
consumer  must  know  that  it  will  cost 
much  more  to  get  milk  from  healthy 
cows,  kept  clean  and  the  milk  pro- 
duced and  handled  in  a  sanitary  way. 
We  cannot  get  it  by  any  amount  of 
law  or  force.  If  we  want  it  we  must 
pay  for  it.  Already  most  producers 
and  dealers  have  done  more  than  what 
they  have  been  paid  for  by  the  con- 
sumer. Laws  and  regulations  can 
never  get  something  for  nothing. 

Tuberculosis  is  but  one  question  re- 
garding the  general  milk  supply  that 
needs  attention  to-day.  Questions 
equally  important  are  the  other  milk 
borne  diseases  such  as  diphtheria, 
scarlet  fever,  intestinal  diseases,  es- 
pecially typhoid  fever.     The  water 


supply  of  dairy  farms,  the  food  sup- 
ply of  cattle,  decent  stables  with  more 
light  and  ventilation,  decent  barn- 
yards, better  places  for  cooling  and 
caring  for  milk,  and  the  greatest 
of  all  on  the  farm  is  a  little  regard 
to  cleanliness.  A  great  point  that 
needs  consideration  in  the  city  is  the 
proper  cleaning  of  milk  cans  and  bot- 
tles by  dealers  and  consumers.  The 
filthy  state  in  which  consumers  of- 
ten allow  their  milk  bottles  to  be  re- 
turned, is  past  understanding.  The 
consumer  needs  education,  as  well  as 
the  producer. 

And  now  regarding  the  certifica- 
tion of  milk.  Our  purpose  to-night  is 
to  let  you  know  something  of  the  work 
that  has  been  undertaken  to  get  some 
milk  into  Brooklyn  that  would  be  un- 
questioned. In  other  words  the  wTork 
of  the  Milk  Commission  of  the  Medi- 
cal Society  of  the  County  of  Kings. 
The  commission  in  the  first  place 
stands  between  the  producer  and  the 
consumer.  Regulations  have  been 
adopted  which  cover  every  point  in 
the  production  of  clean  healthful  milk. 
Consideration  has  been  given  to  barn 
construction,  ventilation,  light,  clean- 
liness, water  supplies,  food  stuffs  of 
the  cattle,  and  the  health  of  the  people 
handling  the  milk.  Regarding  this 
we  may  say  that  we  require  a  postal 
report  from  every  farm  every  week 
stating  whether  or  no  any  of  the  em- 
ployees have  any  infectious  disease 
or  have  been  in  contact  at  home  or 
elsewhere  with  any  contagious  or  in- 
fectious disease.  In  this  way  we  util- 
ize the  ounce  of  prevention  in  guard- 
ing against  the  few  diseases  that 
might  be  carried  by  milk,  such  as  ty- 
phoid fever,  tuberculosis,  diphtheria, 
scarlet  fever  and  the  intestinal  dis- 
eases in  general.  The  health  of  the 
herds  is  carefully  watched  over,  they 
are  tested  twice  a  year  for  tuberculosis 
and  any  animals  reacting  are  at  once 
removed  from  the  herd.  The  cooling 
and  the  bottling  of  the  milk  is  most 
carefully  supervised.  Inspections  of 
all  the  certified  milk  farms  are  made 
every  month,  and  examinations  of 
the  milk  are  made  at  least  once  a  week 
in  order  that  we  may  know  whether 
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our  regulations  and  requirements  are 
being  fulfilled.  When  the  Milk  Com- 
mission finds  upon  inspection  that  a 
dairy  farm  with  its  herd,  stable,  dairy 
buildings,  utensils  and  general  sur- 
roundings have  been  put  in  proper 
condition  for  the  production  of  high 
grade  clean  sanitary  milk  and  is  man- 
aged and  maintained  according  to  the 
recommendations  of  the  Commission, 
then  chemical  and  bacteriological  ex- 
aminations of  such  milk  are  made. 
If  it  is  found  to  meet  the  standard  in 
every  way  the  Milk  Commission  un- 
dertakes to  certify  that  the  milk  from 
such  approved  dairies  meets  its  re- 
quirements. Milk  thus  produced,  bot- 
tled, capped,  sealed  and  cared  for  is 
known  as  Certified  Milk.  There  are 
ten  of  these  special  dairies  producing 
Certified  Milk  for  Brooklyn  under  the 
regulations  of  our  Milk  Commission. 
Though  yet  few  in  number  they  stand 
as  models  of  what  may  be  done  in  the 
way  of  cleanliness.  The  Department 
of  Agriculture  at  Washington  has 
spoken  very  highly  of  the  work  of 
Milk  Commissions.  In  a  careful  re- 
view of  this  work  they  have  found 
that  Certified  Milk  tests  in  all  points 
well  above  the  standards  set  by  Milk 
Commissions.  The  work  of  Milk 
Commissions  is  leading  in  the  move- 
ment for  a  betterment  of  the  whole 
milk  supply.  Xaturally  the  work  of 
making  Certified  Milk  depends  in  the 
major  part  upon  the  producers.  To 
these  men  full  credit  should  be  given, 
and  we  must  add  for  the  dealers  who 
handle  this  milk  in  the  city  that  they 
have  given  this  movement  their  hearty 
co-operation  and  support. 

Briefly  Certified  Milk  is  pure  rich 
clean  milk  from  healthy  cows  with 
the  guarantee  of  the  Milk  Commission 
as  to  such  purity,  richness  and  clean- 
liness. 

EARLY    DIAGNOSIS    OF  CARCINOMA 
OF  THE  SIGMOID. 

Edward  Milton  Foote  of  New  York 
says  that  carcinoma  of  the  sigmoid 


is  of  interest  to  the  surgeon  because 
it  grows  slowly,  and  for  a  long  time 
does  not  produce  metastases.     It  is 
accessible,  and  situated  in  a  part  which 
can  be  sacrificed  with  impunity.  Re- 
moval can  be  complete  only  in  an 
early  stage,  before  the  lumbar  glands 
have    been    attacked.     The  author 
quotes  three  illustrative  cases.  Early 
symptoms  include  pain,  which,  when 
obstruction  has  occurred,  is  in  distinct 
peristaltic  waves ;  increasing  constipa- 
tion ;  loss  of  weight;  and  obstruction. 
Tumor  is  not  recognized  early,  nor 
is  there  anything  to  be  gained  from 
examination  of  the  stools ;  diarrhea 
alternating  with  constipation  is  a  late 
symptom,    and    blood    in   the  stools 
is  not  always  present.     The  disease 
is  usually  annular,  and  gives  rise  to 
symptoms  of  obstruction  before  more 
than  an  inch  or  two  of  the  bowel  has 
been   involved.     It  is  mild  in  type. 
Physical  examination  may  not  show 
much  in  a  stout  person.    The  bowel 
should  be  examined  with  the  finger, 
through  a  tube,  and  with  the  endo- 
scope.   Pumping  air  or  water  into  the 
rectum  is  of  value,  since  the  rectum 
will  hold  only  one  pint,  while  the  sig- 
moid  will  hold   an   entire   quart  of 
liquid.    The  condition  must  be  differ- 
entiated from  chronic  constipation  and 
sigmoiditis.    In  sigmoiditis  the  condi- 
tion is  more  markedly  inflammatory. 
If  the  disease  is  in  the  left  iliac  fossa, 
with  constipation  for  only  six  months, 
with  local  pain   and  impairment  of 
strength,  in  a  person  after  middle  life, 
it  is  probably  malignant.  Treatment 
by  freeing  the  tumor  and  the  involved 
lymphatics,  dividing  so  much  of  the 
mesocolon   as  to   bring  the  affected 
intestine  into  the  wound,  stitching  the 
loop  of  intestine  into  the  peritoneum 
of  the  abdominal  walls,  and  cutting 
off   the   protruding  loop   i^  without 
danger,  and  is  the  best  procedure. — 
Medical  Record,  August  20.  1908, 
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OCTOBER,  igoS. 


CHOLERA  AGAIN  EPIDEMIC. 

ALL  of  the  civilized  nations  to- 
day know  that  cholera  spreads 
through  channels  which  are 
entirely  under  the  control  of  the  indi- 
vidual who  is  exposed  in  the  cholera- 
ridden  district.  It  has  been  said  that 
the  disease  spreads  only  as  fast  as 
water  runs,  and  no  faster;  this  is  true 
of  localized  districts  where  the  excre- 
tions are  emptied  into  the  water-ways. 
St.  Petersburgh,  at  the  present  time, 
seems  to  be  the  centre  of  the  cholera 
epidemic ;  in  the  Municipal  Hospital, 
according  to  latest  reports,  there  were 
3,051  cases,  and  up  to  October  first, 
there  had  been  nearly  2,000  deaths. 
These  figures  are  more  than  double 
the  number  of  deaths  for  the  corres- 
ponding fortnight  of  the  plague  in  St. 
Peteisburgh  in  1894.  Our  own  Gov- 
ernment has  sent  experts  to  Russia  to 
study  the  conditions  and  to  insist 
upon  the  proper  precautions  being 
taken,  in  order  to  protect  this  country 
from  the  disease.  Manila  was  taken 
unawares  and  the  disease  has  spread 
rapidly  among  the  natives.  In  St. 
Petersburgh  little  attempt  has  been 
made  to  clean  the  tenements  and  the 
factory  districts,  but  the  insistence  of 


the  other  countries  it  is  believed  will 
bring  this  about.  The  cemetery  where 
many  of  the  victims  are  being  buried 
is  situated  near  the  river  above  the 
city  and,  it  would  seem,  provides  a 
dangerous  source  of  reinfection.  In 
Manila  the  epidemic  seems  to  be  dim- 
inishing, and  at  no  time  has  it  reached 
the  same  proportions  as  in  Russia.  In 
the  port  of  New  York  precautions 
have  been  constantly  exercised  against 
cholera,  and  a  rule  is  being  enforced 
detaining  emigrants  under  observation 
at  suspected  ports  five  days  before 
leaving  for  this  country,  which  would 
make  it  practically  certain  that  if  the 
disease  were  going  to  develop  it  would 
do  so  before  the  patient  reached  this 
country.  It  is  not  so  long  ago  that 
the  plague  made  its  appearance  in  San 
Francisco,  and  it  was  astonishing  to 
see  the  way  the  politicians  and  often- 
times the  public  themselves  tried  to 
hamper  the  health  officers  in  eradica- 
ting the  disease.  Now  that  it  has  been 
conquered  there  is  nothing  but  praise 
for  those  who  have  done  the  work. 


NEW  YORK  STATE  LIBRARY. 

THE  Medical  Library  at  Albany  is 
gradually  growing.  On  January 
1,  1907,  there  was  17,856  vol- 
umes, 7,750  pamphlets  and  559  period- 
icals regularly  received  and  bound.  It 
is  the  aim  of  the  Library  to  place  its 
resources  at  the  disposal  of  every  phy- 
sician in  the  state,  and  the  medical 
librarian  will  at  any  time  furnish  a 
list  of  the  best  articles  and  books  on 
any  desired  subject.  Within  the  last 
week  a  pamphlet  has  been  received 
from  the  state  librarian  giving  the 
bibliography  of  opthalmic  and  cuta- 
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neous  tuberculin  reaction.  The  biblio- 
graphy was  compiled  at  the  request 
of  a  physician  in  New  York  state  for 
his  use  in  connection  with  the  Inter- 
national Congress  on  Tuberculosis ;  it 
was  printed  to  show  the  kind  of  work 
which  the  New  York  State  Library 
is  always  ready  to  do  for  any  physi- 
cian or  research  worker  in  medicine 
in  the  state,  and  it  also  indicates  in 
a  general  way  the  scope  of  the  Medical 
Department  of  the  Library.  Any  of 
the  books  may  be  borrowed  by  a  regis- 
tered physician  in  this  state,  and  will 
be  sent  to  him  on  application  to  the 
Librarian ;  also  any  of  the  books  con- 
tained in  the  Library  of  the  Surgeon 
General's  office,  United  States  Army, 
may  be  obtained  for  two  weeks 
through  this,  or  any  public  library,  by 
paying  express  charges  both  ways.  In 
short  the  state  library  hopes  to  ac- 
complish what  our  own  library  of  the 
Medical  Society  of  the  County  of 
Kings  has  been  doing  for  a  number  of 
years. 


EXCRETION     OF  HEXAME- 
THYLENAMIN  (UROTRO- 
PIN)    IN   THE  BILE 
AND  PANCREATIC 
JUICE. 

SJ.  CRANE,  of  Johns  Hopkins 
#  University,  has  conducted  rather 
extensive  animal  experimenta- 
tion in  order  to  determine  whether  this 
drug  is  excreted  in  the  biliary  pas- 
sages, and  has  reported  the  same  in 
the  Bulletin.  His  conclusions  are  as 
follows:  ( i )  When  adminstered 
by  mouth  the  remedy  is  rapidly  ab- 
sorbed and  remains  in  the  circulating 
blood  twenty- four  hours;  apparently 


the  maximum  concentration  in  the 
blood  is  reached  in  five  to  eight  hours 
after  administration.  (2)  It  is  ex- 
creted in  the  bile,  pancreatic  juice,  and 
directly  through  the  wall  of  the  gall- 
bladder in  dogs.  (3)  It  was  found 
in  the  saliva  and  milk  of  dogs  after 
intravenous  injection  of  one  gram. 

In  four  cases  in  which  gall-bladder 
operations  were  done  at  the  Johns 
Hopkins  Hospital,  urotropin  was  ad- 
ministered immediately  afterwards  in 
dose  of  sixty  to  seventy-five  grains 
daily.  The  material  aspirated  from 
the  sinus  before  the  administration  of 
the  drug  contained  large  amounts  of 
bacteria;  that  aspirated  from  the 
sinus  subsequent  to  the  administra- 
tion of  the  urotropin  was  entirely  free 
from  bacteria,  tests  showing  the  pres- 
ence of  large  quantities  of  formalde- 
hyde. In  the  case  of  the  typhoid  ba- 
cillus the  rapid  disappearance  of  the 
organism  was  especially  evident. 

The  same  tests  were  made  in  the 
case  of  acute  gonorrheal  arthritis,  and 
when  the  joint  was  aspirated  some 
hours  later  and  pus  withdrawn,  the 
presence  of  urotropin  in  considerable 
amount  was  found.  By  the  use  of  this 
drug  alone,  the  coccus  was  completely 
destroyed ;  eighty  grains  daily  were 
used  for  twenty- four  days,  which 
caused  some  frequent  and  painful 
micturition. 

The  remedy  has  been  demonstrated 
in  the  bile,  cerebro-spinal  fluid,  syno- 
vial fluid,  pleural  effusions,  and  blood 
of  man.  When  given  in  sufficiently 
large  doses  (75  grains  a  day),  it  ap- 
pears in  the  bile  in  quantities  which 
are  distinctly  bactericidal.  It  is  an 
efficient  remedy  in  acute  affections  of 
the  gall-bladder,  in  convalescence 
from  typhoid  fever,  and  as  a  prophy- 
lactic before  gall-bladder  operations. 


MEDICAL  NEWS. 


Fall  Meeting  of  the  Associated 
Physicians    of    Long    Island — The 

next  meeting  of  the  Association  will 
be  held  on  October  31st,  instead  of 
October  24th  as  previously  an- 
nounced. The  place  of  meeting  has 
not  yet  been  determined. 

Legacy  to  the  New  York  Post- 
Graduate  Hospital — Dr.  Chace,  Sec- 
retary of  the  Corporation  of  the  New 
York  Post-Graduate  Hospital,  an- 
nounces that  Frederick  Cooper  He- 
witt has  left  them  a  legacy  of  $2,- 
000,000  to  be  utilized  in  developing 
the  institution.  He  states  that  the 
gift  will  make  possible  the  carrying 


serious  set-back,  having  contracted 
violent  muscular  rheumatism.  He 
has,  however,  rallied  from  this,  and 
it  is  expected  that  he  will  soon  re- 
turn to  New  York. 

Change  of  Address — Dr.  Jerome 
B.  Thomas  announces  that  he  has 
removed  his  office  and  residence  to 
64  Montague  Street.  Telephone,  46 
Main.  Office  hours,  9  to  12  A.  M., 
and  by  appointment. 

Long  Island  Home  Burns — The 

Long  Island  Home  for  the  Insane, 
at  Amity ville,  is  one  of  the  largest  pri- 
vate asylums  on  Long  Island.  On  Sep- 
tember 1 5th,  a  fire  started  in  the 


The  Long  Island  Home  at  Amityville,  which  w  as 
Partially  Destroyed  by  Fire. 


out  of  plans  which  have  been  under 
way  for  a  long  time,  and  it  is  hoped 
that  it  will  place  the  Post-Graduate 
School  ahead  of  all  foreign  institu- 
tions of  the  kind.  The  policy  of 
the  Post-Graduate  School  has  been 
a  broad  one,  and  the  School  has 
steadily  advanced  until  it  now  oc- 
cupies the  first  place  among  post- 
graduate institutions  in  this  coun- 
try. 

Illness  of  Dr.  William  T.  Bull- 
In  April  last  Dr.  Bull  underwent  a 
serious  operation  and  since  then  has 
steadily  improved.  A  report  of  Sep- 
tember 16th  says  that  he  has  had  a 


tower  room  of  the  main  building  and 
spread  rapidly.  Dr.  Wilsey,  Super- 
intendent of  the  Hospital,  had  an 
exciting  time  in  removing  the  in- 
mates of  the  institution,  and  they 
were  all  taken  care  of  excepting  one 
who  escaped,  but  was  quickly  found. 
The  central  portion  of  the  main 
building  was  damaged  to  the  ex- 
tent of  about  $15,000. 

Brooklyn  Surgical  Society — The 

programme  of  the  Brooklyn  Surgical 
Society  for  1908-09  has  been  re- 
ceived. The  meetings  will  be  partly 
clinical  and  partly  devoted  to  the 
discussion  of  papers  and  to  the  pres- 
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entation  of  patients  and  specimens. 
They  further  announce  that  there 
will  be  a  special  surgical  address  in 
February  by  Dr.  Lewis  S.  Pilcher, 
to  which  the  entire  profession  of  the 
city  will  be  invited.  The  date  of  this 
is  to  be  determined  later. 

Bequest  to  Flushing  Hospital — 

In  September,  the  Flushing  Hospital 
received  a  legacy  of  one  thousand  dol- 
lars from  the  estate  of  a  colored 
woman,  Mrs.  Mary  A.  Shaw.  The 
legacy  has  been  in  litigation  for  three 
years,  and  has  finally  been  decided  in 
favor  of  the  Hospital. 

Bequests  to  Other  Hospitals — By 

the  will  of  Mrs.  A.  Emma  Tillotson, 
a  number  of  hospitals  have  benefited. 
St.  Luke's  Hospital  received  five  thou- 
sand dollars  to  endow  a  bed  for  pa- 
tients "who  may  have  been  engaged 
in  the  profession  of  journalism".  The 
Home  for  Incurables,  St.  Mary's  Free 
Hospital  for  Children,  Xew  York  So- 
ciety for  the  Relief  of  the  Ruptured 
and  Crippled,  and  the  New  York  Skin 
and  Cancer  Hospital,  all  received  five 
thousand  dolars. 


Cholera  in  China — We  have  no 
conception  of  the  ravages  of  the  bu- 
bonic plague  and  of  cholera  in  the 
densely  populated  districts  of  China. 
In  Hankow,  in  the  Yang-Tse  valley, 
thirty  thousand  natives  and  many  for- 
eigners have  died  of  cholera  during 
the  year. 

Dr.  Gulick  Resigns — Dr.  Luther 
Halsey  Gulick,  who  is  well  known  as 
President  of  the  Playground  Associa- 
tion of  America,  has  tendered  his  res- 
ignation as  Director  of  Physical  Train- 
ing in  the  New  York  Public  Schools. 
His  assistant,  Dr.  C.  AY.  Crampton, 
will  succeed  him. 

Fair  of  the  Samaritan  Hospital — 

During  the  week  ending  October  3d. 
a  Fair  was  held  at  the  Fourteenth 
Regiment  Armory  for  the  benefit  of 
the  Samaritan  Hospital.  A  great 
many  churches  took  an  interest  in  the 
work,  and  considerable  money  was 
raised  for  the  Hospital.  The  new 
building  adjoining  the  present  Hospi- 
tal has  been  purchased,  and  has  al- 
ready been  occupied  by  patients. 


TRANSACTIONS 
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Stated  Meeting,  April  3,  1908. 
The  President,  F.  J.  Shoop,  ML  D.,  in  the  Chair. 


APPENDECTOMY   DURING  FIFTH 
MONTH    OF  PREGNANCY. 

Dr.  S.  J.  McNaMASA  presented  an 
appendix  removed  from  a  patient  35 
years  old  in  her  fifth  month  of  preg- 
nancy. She  was  taken  sick  with  pain 
in  the  abdomen,  not  localized,  and  not 
especially  referred  to  the  appendix. 
The  abdominal  wall  was  rigid,  but 
there  was  no  distention.  At  the  onset 
of  the  atack  she  vomited,  but  other 
than  the  pain  and  general  abdominal 
tenderness  she  presented  110  symptoms. 
After  admission  to  the  hospital  the 
leucocyte  count  showed  22,000  leuco- 
cytes,  82.25    per   cent,  polymorphs. 


The  next  day,  the  day  of  operation, 
the  leucocyte  count  was  23,000,  84.25 
per  cent,  polymorphs.  She  had  no 
elevation  of  temperature  and  no  in- 
creased pulse  rate.  The  appendix  was 
found  covered  with  omentum  and  part 
of  the  transverse  colon  and  also  ad- 
herent to  the  right  tube.  It  was 
l)ound  over  on  itself  and  adherent  to 
the  lower  part  of  the  caput  coli.  The 
•appendix  was  removed.  To  his  mind 
the  evidence  of  no  temperature  nor 
increased  pulse  rate  was  due  to  the 
localized  and  walled  in  condition  of 
the  inflammation.  The  abdominal 
cavity  was  irrigated. 
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Asked  why  he  irrigated  the  abdom- 
inal cavity  in  this  case,  the  speaker 
replied,  for  the  reason  that  he  was 
not  sure  that  all  the  pus  had  been 
wiped  away,  and  also  because  of  a 
considerable  amount  of  sero-sanguino- 
lent  discharge  which  came  away  with 
the  separation  of  the  adhesions,  and 
it  was  his  practice  when  in  doubt,  to 
irrigate. 

Dr.  J.  O.  Polak  said  that  in  the 
treatment  of  septic  purulent  perito- 
nitis, Brown  and  Fowler  simply  drain, 
put  in  a  tube  and  elevate.  Brown  has 
had  64  and  Fowler  53  consecutive 
cases  of  septic  peritonitis  without  a 
death. 

Dr.  McNamara — It  was  thought 
best  to  avoid  drainage.  In  fact  drain- 
age, unless  where  there  is  an  abscess 
sac,  is  unnecessary,  as  it  is  impossible 
to  drain  the  entire  peritoneal  cavity. 
It  is  especially  to  be  avoided  in  a  case 
like  the  one  reported,  where  the  ab- 
dominal wall  would  be  called  on  in  a 
few  months  time  to  expel  a  fcetus. 
The  elevated  position  is  always  used. 
The  patient  made  an  uninterrupted 
recovery. 

HEBOSTEOTOMY. 

A  paper  with  the  above  title  was 
read  by  Charles  Jewett,  M.D.,  for 
which  see  page  365. 

Discussion. 

Dr.  R.  H.  Pomeroy  said  that  he 
was  entirely  unable  to  escape  from 
conviction  as  to  the  justness  of  Dr. 
Jewett's  conclusions.  His  experience 
was  limited  to  one  symphysiotomy 
and  one  hebotomy,  and  he  did  not 
think  one  was  easier  than  the  other. 
Both  his  patients  recovered  without 
complications  and  the  children  both 
lived.  He  had  a  very  definite  feeling 
that,  anatomically,  if  there  is  any 
choice  it  would  be  for  a  symphysio- 
tomy, because  we  get  a  more  uniform 
enlargement. 

He  had  not  admired  the  array  of 
complications  that  appeared  to  be  pos- 
sible following  hebotomy,  and  was 
particularly  impressed  with  the  added 
risk  of  laceration  to  the  vagina  and 
complications  involving  the  venous 
structures.    In  the  patient  he  operated 


on  by  section  of  the  bones  two  months 
ago,  there  was  no  evidence  of  any 
venous  complication  except  the  oozing 
from  the  lower  wound  (which  was 
controlled  by  packing,  and  did  not 
continue  after  the  packing  was  with- 
drawn in  48  hours)  and  an  extensive 
oedema  of  the  left  labium.  There- 
was  no  temperature  over  101,  which 
occurred  on  the  fifth  day. 

The  conclusion  that  Dr.  Jewett 
arrived  at,  the  speaker  said,  that  there 
is  no  particular  choice  in  favor  of 
hebotomy,  in  spite  of  the  fact  that  this 
operation  is  the  one  being  tried  most 
extensively  at  the  present  time,  cor- 
responded with  his  own  impression, 
but  he  felt  that  no  argument  could 
be  made  against  the  division  of  the 
pelvis  at  this  point  in  a  few  cases  that 
we  are  bound  to  meet,  as  long  as  the 
great  majority  of  patients  in  labor 
are  attended  not  by  experts  in  the 
mechanics  of  obstetrics,  but  by  those 
who  may  not  be  able  to  judge  accur- 
ately the  complications  involved  in 
disproportion  between  the  head  and 
the  pelvis. 

Dr.  J.  O.  Polak  said  he  had  been 
interested  in  hebotomy,  but  had  not 
done  the  operation.  The  statistics  the 
doctor  had  given  from  the  clinics  of 
men  skilled  in  this  sort  of  work  were 
not  convincing  to  those  of  us  not  so 
skilled,  but  who  may  occasionally 
come  across  a  suitable  case.  During 
the  last  two  months  the  speaker  said 
he  had  been  collecting  statistics  of 
Caesarean  section  in  America,  and 
comparing  the  statistics  Dr.  Jewett 
referred  to  with  those  statistics  that 
had  come  to  him  from  many  sources, 
the  choice  should  go  to  Caesarian. 

Of  course,  there  is  a  class  of  cases, 
when  the  woman  has  been  given  the 
test  of  labor  and  there  is  a  suspicion  of 
infection,  where  pubiotomy  would  be 
the  lesser  risk,  but  one  point  must 
never  be  lost  sight  of  in  comparing 
these  operations,  and  that  is  that 
hebotomy  or  symphyseotomy  do  not 
complete  the  delivery.  That  is  the 
drawback  to  both  of  these  procedures  ; 
i.e.,  that  they  have  to  be  followed  by 
an  intrapelvic  delivery  through  nar- 
row  passages    with    a  considerable 
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amount  of  damage  to  the  soft  parts, 
and  certainly  the  high  morbidity  re- 
sulting from  phlebitis,  he  thought, 
counterbalances  to  a  large  extent  the 
risk  that  the  same  woman  would  have 
from  a  Caesarean  section. 

Dr.  W.  P.  Pool,  said  one  thing  oc- 
cured  to  him  in  looking  at  the  speci- 
men pelvis,  the  division  of  the  bone 
to  one  side  of  the  joint  must  injure 
the  attachment  of  Poupart's  ligament, 
and  that  seemed  to  him  must  of  neces- 
sity have  an  influence  on  the  inguinal 
ring.  Dr.  Jewett  spoke  of  hernia  as 
a  complication.  It  was  surprising  to 
the  speaker  that  this  was  not  more 
frequently  a  sequela  of  this  operation. 
Dr.  Pool  asked  whether  Dr.  Jewett 
had  any  comparative  statistics  of  the 
ultimate  results  of  symphyseotomy 
and  hebotomy,  as  to  the  firmness  of 
union,  or  the  entrance  of  complica- 
tions following  the  two  operations. 

The  remark  of  Dr.  Polak  he  thought 
pertinent,  that  the  child  is  not  deliv- 
ered after  symphyseotomy  is  done, 
and  we  can  not  definitely  calculate 
the  amount  of  traumatism  we  are 
likely  to  inflict.  That  would  be  suffi- 
cient to  his  mind  to  condemn  the  op- 
eration as  an  elective. 

Dr.  J.  R.  Taylor  spoke  of  two 
symphyseotomies  that  he  had  per- 
f<  >rmed  ten  years  apart,  and  he 
thought  it  could  be  called  for  only 
where  a  patient  has  been  in  labor  for 
some  time.  Where  we  have  any 
choice,  the  induction  of  premature 
labor  or  Caesarean  section  are  very 
preferable,  but  where  you  are  called 
in  after  a  woman  has  been  in  labor 
for  hours  and  perhaps  the  child  has 
come  down  into  the  canal  and  the  head 
is  jammed,  and  you  are  working  with- 
out assistants  and  bad  light,  as 
in  the  case  he  had,  the  children  were 
dead,  one  a  breech  and  the  other  a 
head  presentation,  and  it  was  neces- 
sary to  operate  to  save  the  mother.  In 
one  case  the,  child  was  delivered  by 
forceps  after  symphyseotomy.  The 
child  weighed  twelve  pounds;  the  soft 
parts  were  badly  lacerated;  a  lacer- 
ation of  the  superior  portion  of  the 
urethra  took  place  in  each  case. 

In  the  second  case  the  child  came 


by  breech,  the  head  was  hydrocephalic, 
beyond  reach,  and  it  was  necessary  to 
open  the  symphysis  to  get  at  the 
child's  head  and  puncture  it  to  deliver. 
In  the  first  case  the  woman  recovered 
without  loss  of  function  of  the  limbs, 
no  movement  of  the  pelvis  after  two 
months.  In  the  second  case  the 
woman  died  from  embolism  at  the  end 
of  fifteen  hours. 

In  regard  to  the  question  of  hold- 
ing the  pelvis  together  during  the  op- 
eration, in  each  case  manual  com- 
pression was  resorted  to,  but  in  spite 
of  this  the  symphysis  parted  with  a 
report  like  a  pistol  shot,  and  there 
was  no  such  thing  as  preventing  it 
springing  apart  with  the  pressure 
coming  down  from  within. 

Dr.  O.  P.  Humpstone  said  the 
case  Dr.  Pomeroy  refered  to  had  been 
handled  a  good  deal  on  the  outside, 
and  the  child  was  beautifully  born  by 
hebotomy. 

In  dividing  a  symphysis  we  have  to 
ask  cartilaginous  surfaces  to  heal  to- 
gether, and  it  is  well  understood  that 
cartilaginous  surfaces  do  not  heal  to- 
gether as  well  as  bone  surfaces.  He 
took  exception  to  Dr.  Pool's  inference 
as  to  the  liability  to  hernia  following, 
and  said  if  you  cut  inside  the  spine  of 
the  pubis,  you  will  avoid  Poupart's 
ligament. 

The  injury  to  the  urethra  is  less 
likely  to  occur  with  hebotomy  than 

sy  mp  hy  s  io  to  my . 

Dr.  A.  A.  Hussey  said  it  seemed 
to  him  that  the  point  of  selection  of 
cases  is  the  chief  one  and  calls  for 
fine  discrimination  and  judgment,  and 
it  is  probably  the  point  on  whicn  a 
great  many  men  will  make  their  mis- 
takes, especially  in  the  beginning.  It 
must  be  difficult  to  tell,  he  said, 
whether  you  are  going  to  be  able  to 
deliver  the  head  after  you  have  made 
the  section  of  the  bone. 

The  point  arose  in  his  mind, 
whether  it  is  justifiable  to  subject  a 
women  in  neglected  cases  to  as  severe 
an  operation  as  this  has  been  shown  to 
be,  for  the  chance  of  getting  a  living 
baby,  where  that  chance  is  so  slight. 
It  seemed  to  him  in  most  of  these 
rases  craniotomy  is  a  safer  operation. 
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Certainly  no  one  is  justified  in  sub- 
jecting a  woman  to  this  operation  for 
the  delivery  of  a  child  that  is  not  liv- 
ing or  has  not  a  good  chance  of 
living. 

Dr.  C.  Jewett  said  with  reference 
to  the  point  raised  by  Dr.  Pool  that 
he  did  not  think  Poupart's  ligament 
itself  should  be  injured  because  the 
operation  is  done  within  the  pubic 
spine,  but  its  reflections  may  be.  A 
badly  located  incision  too,  may  some- 
times fall,  possibly,  within  the  limits 
of  the  external  inguinal  ring.  It 
seems  to  have  done  so  in  some  of  the 
reported  cases,  but  even  when  it  does 
not,  injury  to  the  external  ring  may 
happen  at  the  moment  of  delivery  of 
the  head  and  widening  of  the  bony 
interval.  This  no  doubt  accounts  for 
some  of  the  inguinal  hernias  which 
have  followed  the  operation. 

As  to  the  permanent  results,  so  far 
as  union  of  the  bones  is  concerned, 
the  general  impression  I  get  from  the 
literature  is  that  the  union  is  better 
after  pubiotomy  than  after  symphysi- 
otomy. This  would  naturally  be  ex- 
pected, yet  the  speaker  did  not  think 
there  is  often  serious  failure  of  union 
after  the  symphyseal  operation.  He 
had  performed  eight  symphyseoto- 
mies, and  every  joint  become  solid 
ultimately;  he  had  no  infections 
of  the  joint.  A  few  years  ago  a 
woman  came  to  him  from  the  South 
with  a  ruptured  symphysis.  There 


was  crepitus  on  turning  in  bed  and 
difficult  locomotion.  He  passed  sub- 
cutaneously  an  instrument  like  a  brad 
awl,  vivified  the  cartilaginous  sur- 
faces and  put  on  a  firm  binder.  Per- 
fect union  resulted. 

The  point  raised  by  Dr.  Polak 
should  be  emphasized,  that  the  opera- 
tion does  not  deliver. 

A  great  many  injuries  to  the  vagina, 
bladder  and  its  ligaments  no  doubt 
must  be  referred  to  over-stretching  of 
the  anterior  soft  parts  on  delivery  of 
the  head.  They  result,  I  think,  more 
frequently  from  that  cause  than  from 
the  passage  of  the  needle. 

Dr.  Hussey's  point  was  well  taken 
and  one  the  speaker  had  frequently 
emphasized,  that  the  obstetric  field  for 
these  operations  is  necessarily  very 
small  for  the  reason  that  the  anatom- 
ical field  is  so  small,  about  1.5  cm. 
He  had  not  operated  with  a  vera  less 
than  7.5  cm. ;  the  upper  limit  is  9  cm. 
It  is  almost  impossible  for  the  skillful 
obstetrician  to  measure  the  pelvis  and 
the  head  with  sufficient  accuracy  to 
be  sure  his  case  falls  properly  within 
the  limits  of  a  satisfactory  symphyse- 
otomy or  lateral  section.  For  this 
reason  opening  the  pelvic  girdle  can 
very  seldom  be  chosen  in  advance  of 
labor.  For  cases  in  which,  during 
labor,  a  little  more  pelvic  space  is 
found  necessary,  symphyseotomy  or 
pubiotomy  may  sometimes  be  a  very 
useful  expedient. 
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PHLEGMONOUS  GASTRITIS. 

Dr.  Richard  W.  Westbrook  sub- 
mitting this  specimen  said  that  it  was 
important  on  account  of  its  rarity.  It 
was  possible,  he  stated,  for  an  acute 
suppurative  phlegmonous  inflamma- 
tion to  occur  in  any  part  of  the  gas- 
trointestinal  tract.     The   cases  of 


phlegmon  of  the  intestines  are  some 
six  altogether  in  the  literature;  for 
two  centuries  back  there  have  been 
about  one  hundred  cases  of  phleg- 
monous gastritis  reported.  All  the 
cases  have  been  fatal  and  the  diag- 
nosis has  not  been  made  before  au- 
topsy.   The  diagnosis  was  claimed  to 
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have  been  made  in  one  case  operated 
on  by  Mikulicz,  which  recovered,  but 
the  speaker  was  positive  Mikulicz's 
case  was  not  phlegmonous  gastritis. 
This  specimen  represented  the  diffuse 
form  of  the  condition. 

The  disease  is  more  common  in  men 
—  four  to  one — and  in  adult  life,  but 
has  occurred  between  seven  and  ten 
years.  About  50  per  cent,  of  the 
cases  were  day  laborers.  It  may  be 
their  addiction  to  alcohol  had  a  larger 
element  in  the  etiology  than  their  oc- 
cupation. 

This  man,  the  speaker  said,  was  fif- 
ty-one years  of  age,  .captain  of  a 
lighter,  no  history  of  syphilis;  he  was 
quite  alcoholic.  He  was  at  his  work 
one  Monday  afternoon,  and  at  three 
o'clock  had  a  chill.  About  five  o'clock 
he  began  to  vomit.  Six  o'clock  pain 
began  in  the  epigastrium,  steady  and 
severe,  not  relieved  by  pressure.  He 
vomited  all  night  about  every  fifteen 
minutes.  His  thirst  was  extreme.  Ex- 
treme thirst  and  vomiting  are  charac- 
teristic symptoms,  the  speaker  stated. 
The  following  day,  Tuesday,  he  vom- 
ited steadily  and  hiccoughed  a  great 
deal.  The  pain  in  the  epigastrium 
was  continuous.  He  looked  extreme- 
ly ill.  The  diagnosis  of  a  surgical 
condition  requiring  intervention  was 
made.  The  case  was  sent  into  the 
Brooklyn  Hospital,  and  he  saw  him 
at  midnight.  The  vomiting  continued 
and  there  was  marked  epigastric  tend- 
erness and  rigidity.  There  was  a 
slight  tumefaction  over  the  epigas- 
trium. The  temperature  was  high, 
pulse  100,  leucocyte  count  40,000.  The 
speaker  could  not  make  a  positive 
diagnosis,  but  the  sensation  which  he 
got  conveyed  to  his  mind,  that  it 
might  be  a  swollen  pancreas  behind 
a  distended  stomach,  and  no  diagnosis 
was  made. 

He  proceeded  to  do  an  exploratory 
laparotomy  and  found  a  moderate  per- 
itonitis The  operation  was  done 
thirty  hours  after  the  onset  and  was 
a  good  t<  st  as  to  whether  there  was 
any  surgical  relief  for  this  class  of 
Case.  (  >n  picking  the  stomach  up  he 
found  it  very  markedly  thickened  in 
;in  area  four  inches  in  length  and  en- 


tirely surrounding  the  stomach  wall, 
front  and  back.  Not  being  able  to 
recognize  the  condition  then  he  went 
on  to  further  exploration,  opening  up 
the  stomach  with  a  three  inch  incision, 
and  recognized  at  once  that  he  was 
dealing  with  a  phlegmon  of  the  stom- 
ach wall.  The  question  then  was 
what  to  do  for  it.  He  decided  it 
would  be  impossible,  considering  the 
patient's  condition,  to  remove  that 
portion  of  the  stomach,  and  that  the 
only  thing  to  do  was  to  insert  a  gas- 
trostomy tube;  so  he  passed  a  rubber 
tube,  the  calibre  of  his  little  finger, 
down  into  the  duodenum  and  drained 
the  duodenum,  and  stitched  the  stom- 
ach wall  into  the  abdominal  wound, 
and  packed  all  about  so  as  to  drain  the 
wall  of  the  stomach  as  far  as  possible. 

The  patient  was  absolutely  relieved 
of  his  vomiting  and  apparently  was 
better  for  a  while,  but  the  process 
went  right  on,  and  he  died  after  three 
or  four  days. 

The  autopsy  was  performed  by  Dr. 
Van  Cott,  and  the  question  to  decide 
was  whether  it  was  a  primary  or  sec- 
ondary infection.  Making  a  systema- 
tic autopsy  nothing  was  found,  which 
had  any  bearing  on  the  infection,  un- 
til the  kidneys  were  reached.  The 
right  kidney  had  a  small  capsule, 
everywhere  adherent,  and  contained 
three  large  cystic  cavities  filled  with 
serum  and  fibrin.  Bacteriological  ex- 
amination showed  that  one  of  these 
cysts  contained  streptococci.  The 
whole  of  the  stomach  wall  was  found 
involved  in  the  process  of  streptococ- 
cus phlegmon.  As  a  section  was  made 
in  the  stomach  wall,  it  was  seen  to  be 
half  an  inch  thick  in  places,  and  in- 
filtrated with  pus  in  the  submucous 
layer. 

Dr.  Westbrook  said  there  have  been 
about  five  cases  operated  on,  although 
the  diagnosis  was  not  made,  the  autop 
sy  in  every  case  revealing  the  condi- 
tion. This  one  was  operated  on  so 
early,  that  it  seemed  to  him  it  settled 
the  question  of  whether  surgery  was 
of  value  in  this  disease.  He  did  not 
think  it  was  promising. 

Dr.  Raymond  Clark  thought  it  in- 
teresting to  determine  whether  the 
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infection  started  in  the  stomach  or  in 
the  kidney.  It  seemed  to  him  that 
the  chances  were  that  the  primary 
condition  occurred  in  the  stomach  first, 
and,  secondarily,  in  the  kidney.  Most 
of  these  cases  occur  in  alcoholics  in 
mucous  membranes  lowered  in  vital- 
ity; the  production  of  the  acids  of  the 
stomach  are  diminished;  therefore, 
the  resistance  of  the  stomach  to  bac- 
terial infection  is  reduced.  If  there 
is  an  abrasion  in  the  mucous  mem- 
brane and  a  diminution  in  the  resist- 
ing power  to  the  bacteria,  a  strep- 
tococcus infection  could  easily  take 
place.  In  the  normal  stomach  with 
normal  resistance  the  bacteria  prob- 
ably would  be  destroyed  before  they 
would  get  to  the  abrasion,  and  it 
seemed  to  him  it  would  be  quite  possi- 
ble to  occur  in  the  stomach  primarily. 
He  thought  it  more  feasible  than  pri- 
mary in  the  kidney. 

Dr.  S.  R.  Blatteis  was  inclined  to 
the  belief  that  the  opinion  of  Dr. 
Clark  as  to  the  etiology  was  probably 
the  correct  one.  It  is  hard  to  con- 
ceive, he  said,  of  a  streptococcus  in- 
fection from  a  cyst  in  the  kidney  to 
travel  all  the  circulary  distance  to  the 
stomach  without  involving  some  other 
organ  or  tissue.  If  we  admit  that 
the  cyst  in  the  kidney  is  the  original 
focus  of  infection,  and  the  involve- 
ment of  the  stomach  secondary,  it 
implies  that  we  have  had  a  hematogen- 
ous infection,  and  he  hardly  thought 
it  possible  so  much  stomach  could  be 
involved  from  a  focus  in  the  kidney 
without  infecting  other  organs.  Then 
the  gross  anatomy  of  the  kidney,  in 
which  these  two  localized  cysts  were 
situated,  showed  it  was  a  small  con- 
tracted kidney,  in  which  cysts  are 
fairly  common ;  furthermore,  the  con- 
tents were  serous  and  fibrinous.  If 
both  cysts  showed  a  streptococcus  in- 
fection, and  remained  long  enough  to 
give  an  opportunity  for  the  stomach 
to  become  involved  to  the  extent  de- 
scribed, it  seemed  to  him  we  would 
have  abscesses  of  the  kidney  and  not 
simply  cysts.  So  he  was  very  much 
inclined  to  the  belief  that  the  source 
of  the  streptococcus  infection  was 
either  through  some  abrasion  of  the 
stomach  or  otherwise  primarily. 


Dr.  Westbrook  said  that  Dr.  Blat- 
teis' opinion  expressed  his  own.  The 
cysts  were  quiescent  affairs.  The 
theory  of  abrasion  of  the  mucosa  is 
considerably  held,  and  he  believed  this 
was  not  an  infection  through  the  blood 
current. 

LARGE  OVARIAN  CYST. 

Dr.  Ralph  H.  Pomeroy  said  that 
this  patient  was  fifty  years  old,  married 
and  came  into  the  Brooklyn  Hospital 
on  February  6th ;  early  menstrual  his- 
tory normal ;  seven  children  ;  last  nine- 
teen years  ago.  No  menstruation  for 
seven  years.  After  the  second  child 
she  was  said  to  have  had  an  abscess 
behind  the  uterus. 

Eleven  months  ago  she  observed 
that  she  was  getting  short  of  breath 
and  had  some  swelling  in  the  lower 
limbs.  Five  months  ago  she  was 
tapped  at  the  Cumberland  Street  Hos- 
pital and  forty-four  pints  of  fluid  re- 
moved. She  was  comfortable  for  two 
months  when  the  distention  symptoms 
recurred.  At  the  time  she  was  in  the 
Brooklyn  Hospital  she  complained  of 
bladder  discomfort,  but  there  was  no 
edema  of  the  lower  limbs. 

Abdominal  section  was  made,  and 
after  tapping  a  portion  of  the  con- 
tents of  the  cyst,  the  line  of  cleavage 
was  discoveied  and  the  cyst  loosened 
from  the  parietal  wall.  It  was  ad- 
herent to  the  liver.  It  was  detached 
and  finally  brought  out  of  the  abdomi- 
nal wound.  Some  trouble  was  exper- 
ienced in  controlling  minor  points  of 
hemorrhage  after  the  separation  of 
adhesions.  After  getting  out  the 
major  part  of  the  collapsed  cyst,  the 
rest  of  the  fluid  was  drained  off,  and 
a  total  of  forty-one  pints  was  removed 
before  the  cyst  was  abstracted. 

On  drawing  the  mass  out  of  the  ab- 
domen it  was  found  it  originated  on 
the  left  side  of  the  uterus  and  ex- 
tended down  into  the  pelvis,  so  that 
there  was  no  pedicle.  This  made  it 
necessary  to  remove  the  upper  portion 
of  the  uterus  to  extract  this  thick- 
walled  cyst  from  the  left  side  of  the 
true  pelvis.  This  was  done  by  clamp- 
ing down  the  right  side  of  the  uterus 
and  crossing  the  uterus  at  the  cervical 
canal  and  extracting  the  portion  of  the 
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cyst  down  in  the  pelvis  and  finally 
heaving  it  up.  This  left  a  large  de- 
nuded area  on  the  left  side  of  the  pel- 
vis, which  was  packed  and  drained 
through  the  cul-de-sac.  She  made  a 
good  recovery  except  for  a  stitch  hole 
abscess.  The  drainage  was  totally  re- 
moved by  the  eleventh  day,  and  on 
the  thirty-sixth  day  she  left  the  hos- 
pital perfectly  well.  The  incision  in 
the  abdominal  wall  shrank  down,  so 
that  it  measured  only  two  inches. 

The  interesting  features  are  the  re- 
lation of  this  cyst  to  the  tube,  and  by 
the  infolding  of  the  broad  ligament 
over  the  inflammatory  cyst  it  had  the 
characteristics  of  an  intraligamentous 
cyst. 

THE  LIVING  PATHOLOGY  OF  THE  OP- 
ERATING TABLE. 

A  paper  with  the  above  title  was 
read  by  Dr.  R.  W.  Westbrook  (for 
which  see  page  357). 

Dr.  Walter  A.  Sherwood  said  no 
<  >ne  could  deny  the  importance  or  ne- 
cessity of  such  a  study  in  its  relations 
to  accurate  abdominal  diagnosis,  but 
the  thing  which  impressed  him  as 
being  more  important  than  that  is  the 
opportunity  which  such  a  study  offers 
for  the  cultivation  of  that  attribute 
which  we  may  term  surgical  judg- 
ment. To  his  mind  surgical  judg- 
ment was  just  as  essential  and  just  as 
important  an  asset  of  the  surgeon,  if 
not  more  so,  than  manual  dexterity  or 
a  masterful  technic.  He  did  not  mean 
to  underestimate  or  undervalue  the 
importance  of  the  proper  cultivation 
of  a  good  technic  or  manual  dex- 
terity, but  both  of  these  without  surgi- 
cal judgment  can  avail  very  little.  To 
know  when  to  operate  on  a  patient 
and  when  not  to  operate,  to  know  how 
far  to  carry  the  operation,  to  know 
which  tissues  or  structures  or  organs 
to  remove,  and  which  ones  to  let  alone, 
seemed  to  him  to  be  just  as  important 
an  asset  of  the  surgeon  as  the  two 
nllu  r  qualifications  he  had  mentioned, 
and  it  seemed  to  him  that  in  this  re- 
latioti  particularly  Dr.  Westbrook's 
paper  and  study  are  of  inestimable 
Value  and  importance. 


He  thought  some  of  us  have  a  num- 
ber of  times  regretted  doing  too  much 
and  at  other  times  regretted  not  hav- 
ing done  sufficient  for  the  patient. 
Those  of  us  who  do  abdominal  sur- 
gery have  at  times  wished  we  had 
simply  opened  and  drained  an  appendi- 
cal  abscess  and  not  have  attempted 
to  remove  the  appendix.  Then,  again, 
we  have  regretted  that  we  have  at- 
temped  to  remove  certain  malignant 
growths,  which  we  have  learned  after- 
wards were  inoperable.  On  the  other 
hand  we  have  had  occasion  to  regret 
that  we  have  not  done  enough ;  that 
we  have  failed  to  place  sufficient  im- 
portance on  lesions  which  seemed  to 
us  trivial,  and  which  later  resulted  in 
serious  sequels  or  the  death  of  the 
patient,  and  it  is  only  by  means  of 
the  study  which  Dr.  Westbrook  had 
presented,  that  we  can  place  proper 
value  and  appreciation  on  the  sub- 
ject of  living  pathology  at  the  operat- 
ing table. 

Dr.  John  E.  Jennings  said  there 
had  been  a  number  of  points  in  Dr. 
Westbrook's  paper  which  appealed  to 
him,  and  one  in  particular  was  the 
suggestion  he  brought  out  of  the  an- 
alogy between  the  exploration  of  the 
appendix  and  its  region  in  the  decade 
that  has  passed,  and  the  exploration 
and  discovery  that  is  now  going  on 
with  regard  to  the  upper  abdomen. 
He  thought  it  might  be  stated  rough- 
ly that  during  the  eighties  the  greater 
part  of  surgical  activity  in  the  abdo- 
men was  confined  to  the  pelvis,  and 
in  the  decade  that  followed  that  the 
surgery  of  the  appendix  and  of 
the  intestines  reached  its  develop- 
ment, but  at  present  the  surgeon  is 
doing  pioneer  work  both  in  diagnosis 
and  treatment  in  the  upper  abdomen. 

The  speaker  said  if  we  attempt  to 
take  an  account  of  stock  as  to  what 
are  the  contributions  of  the  surgeon 
to  general  knowledge  at  the  present 
day,  the  first  thing  we  would  credit 
him  with,  is  the  awakening  of  a  great 
and  increasing  curiosity  with  regard 
to  the  diagnosis  and  treatment  of  the 
diseases  of  the  tract  we  have  named. 
That  certainly  had  been  greatly  in- 
creased, and  it  had  shown  itself  not 
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only  in  the  large  amount  of  surgery 
that  had  been  done,  but  in  the  amount 
of  laboratory  work  carried  on  in  the 
same  lines. 

The  surgery  of  the  upper  abdomen, 
he  said,  has  taught  us  clearly  the  cura- 
bility of  carcinoma  of  the  stomach, 
if  it  be  taken  in  time.  The  entire 
pathology  of  ulcer  of  the  stomach  has 
been  remodeled  by  him,  although 
many  things  in  this  connection  still 
remain  obscure. 

The  surgery  of  the  border  line 
cases,  which  perhaps  it  is  fair  to  call 
gastric  neuroses  remains  still  a  de- 
batable ground.  Medical  men  would 
class  as  neuroses  of  the  stomach  con- 
ditions in  which  we  have  chronic  in- 
digestion, the  result  of  a  chronically 
diseased  appendix,  and  yet  it  can  be 
in  many  instances  cured  by  surgery. 
The  exact  limit  in  which  surgery  is 
justified  in  going  is  the  problem  that 
remains  to  be  worked  out. 

Diagnosis,  the  speaker  said,  ought 
to  be  made  as  fully  as  possible  before 
the  abdomen  is  invaded,  and  yet  in 
many  instances  the  diagnosis  can  not 
be  thoroughly  made  without  an  ex- 
ploratory section.  In  cases  of  sus- 
pected carcinoma  one  feels  justified 
in  making  an  exploratory  section,  but 
there  are  certainly  essential  points  to 
be  determined  before  the  abdomen  is 
opened  even  in  the  search  for  carci- 
noma. 

With  regard  to  ulcer  he  was  inter- 
ested to  note  the  statistics  of  the  Mayo 
brothers.  They  consider  the  surgical 
condition  as  one  of  ulcer  of  the  stom- 
ach only  when  they  are  able  to  demon- 
strate gross  changes  in  the  stomach 
wall.  They  doubt  the  existence  of  ul- 
cer of  the  mucosa  in  the  form  com- 
monly described. 

Dr.  R.  Clark  said  it  was  hard  to 
get  autopsies,  and  he  thought  the 
study  of  pathology  in  the  future 
would  be  through  the  surgeon.  The 
material  we  get  from  the  surgeon  is 
of  great  help  in  the  study  of  disease. 
Studying  these  conditions  in  the  op- 
erating room  we  go  one  step  farther 
than  the  pathological  laboratory.  You 
get  an  entirely  different  idea  of  ap- 
pendicitis by  seeing  the  appendix  re- 


moved at  the  operating  table  than  you 
do  at  the  autopsy  table,  and  it  im- 
pressed him  that  in  seeing  these  op- 
erations it  makes  us  more  careful. 

Dr.  J.  Richard  Taylor  said  that 
the  first  principle  in  studying  pathol- 
ogy is  to  have  some  anatomical  knowl- 
edge and  following  that  a  knowledge 
of  physiology.  If  we  take  out  an  organ 
without  taking  into  consideration  its 
function,  we  are  not  doing  good  sur- 
gery. 

The  possibility  of  gall  stones  pass- 
ing and  creating  the  disturbances  at- 
tributed to  them  he  thought  so  tri- 
fling that  it  was  hardly  worth  consider- 
ation. When  we  consider  that  the  cys- 
tic and  hepatic  duct  will  take  normally 
a  No.  5  French  catheter  and  the  com- 
mon duct  a  No.  7  catheter,  and  further 
that  the  opening  in  the  duodenum  is 
so  small  it  will  only  take  a  small  sur- 
gical probe,  we  will  hardly  expect 
many  gall  stones  to  pass  through.  In 
many  cases  of  cholecystitis,  the  gall 
bladder  does  not  contain  stones  at  all, 
but  changed  bile  and  gelatinous  mu- 
cus, which  packing  in  the  neck  of  the 
gall  bladder  will  give  the  patient  as 
much  discomfort  as  a  gall  stone.  We 
can  create,  the  speaker  said,  the  same 
pain  and  discomfort  after  opening 
and  cleansing  the  gall  bladder,  if  we 
introduce  into  the  gall  bladder  some 
days  after  operation  an  irritating  sub- 
stance to  cause  contraction  of  the 
muscular  wall.  The  common  duct  in 
40  per  cent,  of  the  cases  passes 
through  the  head  of  the  pancreas  and 
not  around  it,  and  pressure  of  the  pan- 
creas interferes  with  the  passage  of 
the  smallest  gall  stones. 

Dr.  S.  R.  Blatteis  stated  that  in 
the  Jewish  Hospital  they  make  cul- 
tures of  the  nucleus  of  gall  stones,  and 
in  eight  out  of  ten  cases  with  a  more 
or  less  recent  history  of  cholelithiasis 
they  are  able  to  isolate  in  pure 
culture  the  colon  bacillus  as 
forming  the  nucleus  of  the  gall 
stones  and  rarely  the  typhoid  bacillus. 
Some  of  the  German  experimenters, 
he  said,  have  taken  two  test  tubes 
containing  sterile  bile,  and  inoculated 
one  tube  with  the  colon  bacillus  and 
kept  the  other  as  a  control,  and  they 


388 


BROOKLYN  SURGICAL  SOCIETY. 


find  that  in  the  tube  which  had 
been  inoculated  a  distinct  sediment  is 
thrown  down,  which  on  examination 
proved  to  be  cholesterin  crystals,  cal- 
cium oxalate  and  the  biliary  pigments, 
so  that  some  are  of  the  opinion  that 
it  is  necessary  to  have  an  infection  of 
the  gall  bladder  before  the  formation 
of  gall  stones.  The  control  remained 
unchanged. 

The  head  of  the  pancreas  he  be- 
lieved is  fairly  frequently  the  primary 
seat  of  cancer,  and  whenever  there  is 
a  doubt  as  to  the  nature  of  a  mass 
situated  in  the  pyloric  region  of  the 
stomach,  he  was  more  in  favor  of  the 
seat  of  the  disease  being  in  the  head 
of  the  pancreas,  in  the  absence  of  def- 
inite and  pathognomonic  signs,  than 
he  was  in  that  of  the  pyloric  end  of 
the  stomach.  A  case  illustrating  this 
point  strikingly  occurred  in  the  hos- 
pital, where  the  case  was  shown  as  a 
very  typical  pyloric  carcinoma  with 
secondary  involvement  of  the  liver. 
The  case  died.  At  autopsy  was  found 
an  enormous  tumor  at  the  head  of  the 
pancreas  and  small  nodules  in  the 
liver. 

Dr.  Richard  W.  Westbrook  said 
that  the  abdomen  demands  special 
ability  in  diagnosis  from  all  medical 
and  surgical  men.  He  liked  the  term 
Dr.  Sherwood  used — surgical  judg- 
ment. His  feeling  was  that  is  what 
you  have  got  to  bring  about  in  the 
men  who  do  not  do  surgery  especially. 
Tf  a  man  can  gain  a  certain  amount 
of  judgment  in  the  operating  room, 
it  will  not  only  tend  to  make  him  more 


accurate  and  definite,  but  will  give 
him  a  good  idea  of  when  a  case  should 
be  operated  on  and  when  it  should 
not.  Of  course,  that  should  be  left 
to  the  surgeon  very  largely,  but  the 
more  experience  a  medical  practitioner 
has,  the  better  it  will  be  for  ultimate 
surgical  results.  So  many  cases  begin 
with  the  same  symptoms  in  the  abdo- 
men, a  few  of  them  surgical,  most  of 
them  medical,  but  it  is  so  easy  to  give 
opium,  it  is  the  tendency  of  the  prac- 
titioner to  do  that  before  the  diagnosis 
is  made,  and  he  believed  the  opium 
should  be  withheld  until  there  is  a  rea- 
sonable diagnosis  as  to  whether  the 
condition  is  surgical.  Diagnosis 
should  be  more  accurate  and  exact  and 
not  general  statements  made,  but 
statements  which  cover  localized  and 
definite  phenomena. 

In  regard  to  cancer  of  the  head  of 
the  pancreas  being  a  rare  condition,  he 
believed  it  is  a  more  common  condi- 
tion than  ordinarily  supposed.  He  had 
seen  two  cases  recently.  No  one  came 
anywhere  near  the  diagnosis,  which 
surprised  him  very  much.  The  pic- 
ture of  enlarged  liver,  gall  bladder 
sticking  out.  and  jaundice  is  character- 
istic. Any  one  who  will  remember 
Courvoisier's  law  ought  to  make  a 
pretty  positive  diagnosis.  He  thought 
then  there  would  not  be  much  trouble 
in  differentiating  that  from  a  tumor 
of  the  pylorus.  It  had  never  occurred 
to  him  to  confuse  pyloric  tumor  with 
tumor  of  the  head  of  the  pancreas 
for  the  reason  that  jaundice  has  been 
present  in  cancer  of  the  head  of  the 
pancreas. 
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ADHESION    OF    GALL    BLADDER  TO 
COLON. 

Dr.  A.  T.  Bkistow  said  that  three 
years  ago  he  operated  on  a  gentleman 
of  thirty  years  of  age  for  appendicitis. 
I  fe  had  seen  him  a  few  days  before 


operation,  and  he  complained  of  dys- 
peptic symptoms.  He  had  been  at- 
tending a  good  many  dinners,  had  a 
coated  tongue,  no  tenderness  or  pain 
and  complained  only  of  biliousness. 
He  put  him  on  a  light  diet  and  cut 
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off  his  wine  and  beer.  Three  days 
later  he  was  called  to  this  gentleman 
and  found  him  writhing  on  the  floor 
with  a  good  deal  of  pain.  Dr.  Bris- 
tow  sent  him  to  the  hospital ;  he  had 
all  the  symptoms  of  an  acute  attack 
of  appendicitis.  When  he  opened  the 
abdominal  cavity  a  gush  of  sero-pus 
followed ;  he  removed  a  large,  in- 
flamed appendix,  and  put  in  a  rub- 
ber drain,  which  he  took  out  after 
twenty-four  hours.  Subsequently  the 
patient  had  a  mild  phlebitis  of  the 
right  side,  complicated  with  an  epi- 
didymitis which  was  not  of  specific 
origin.    He  made  a  good  recovery. 

Eighteen  months  after  the  first  op- 
eration, the  gentleman  having  in  the 
meantime  moved  to  Montclair,  the 
speaker  was  called  up  by  Dr.  Wallace, 
who  said  this  gentleman  had  an  in- 
testinal obstruction.  He  thought  this 
unlikely,  as  the  drain  had  merely  been 
placed  within  the  peritoneum  for 
safety  and  been  removed  the  morning 
after  operation.  He  saw  the  patient 
the  next  day;  he  had  some  symptoms 
of  cholecystitis,  with  marked  tender- 
ness about  the  gall  bladder.  He  had 
periodical  attacks  of  pain  for  three 
months  with  symptoms  of  perihepa- 
titis, as  well  as  those  of  a  cholecystitis, 
the  tenderness  remaining  constant. 
Dr.  Bristow  sent  him  South  for  three 
weeks,  and  he  came  back  in  much  the 
same  condition.  He  operated  at  the 
hospital  in  Montclair,  and  found  a 
gall  bladder  adherent  to  the  colon.  He 
opened  the  gall  bladder  and  found 
nothing  in  it.  He  made  a  culture 
from  the  interior  of  the  gall  bladder, 
and  although  there  was  no  evidence 
of  a  suppurative  process  they  recov- 
ered s.  p.  albus.  The  gall  bladder  was 
drained ;  there  were  no  stones  in  the 
ducts.  He  released  the  adhesions,  and 
two  years  after,  the  patient  has  had  no 
ache  or  pain,  and  he  feels  better  than 
for  ten  years. 

As  to  the  genesis  of  this  case,  the 
speaker  said,  that  this  patient  had  a 
history  of  one  or  two  attacks  of  ap- 
pendicitis previous  to  the  final  attack 
which  he  terminated.  He  thought  it 
likely  in  his  case  there  was  sufficient 
inflammatory  reaction  extending  from 


the  region  of  the  appendix  to  the  up- 
per abdomen  to  bring  about  the  ad- 
hesions of  the  gall  bladder.  Certain 
it  was  these  adhesions  were  the  cause 
of  the  trouble,  and  now,  after  a  lapse 
of  two  years,  he  is  entirely  well. 

Case  II. — Dr.  A.  T.  Bristow  stated 
that  this  patient  had  had  attacks  of 
acute  gastric  pain  with  vomiting  last- 
ing from  one  to  three  days.  The  last 
two  years  the  attacks  were  more  fre- 
quent, pain  more  severe,  with  nausea, 
vomiting  and  headache,  the  pain  ex- 
tending through  to  the  back.  There 
was  loss  of  weight.  The  attacks  often 
followed  fatigue  or  undue  excitement. 
Between  the  attacks  the  stomach  con- 
tinued irritable,  with  eructation  of 
gas.  The  diet  had  been  carefully  re- 
stricted for  the  past  year. 

The  present  attack  followed  fatigue 
caused  by  shopping;  gastric  pain  se- 
vere; neither  water  nor  albumen 
water  could  be  retained.  She  was  fed 
by  rectum  every  four  hours.  As  vom- 
iting continued  lavage  was  given.  The 
vomitus  was  a  dark  brown  fluid  with 
mucus.  The  water  returned  light 
green  containing  mucus.  After  three 
days,  champagne  and  peptonized  milk 
in  drachm  doses  was  given  for  24 
hours.  The  vomiting  continued,  be- 
coming more  and  more  severe.  The 
stools  were  clay  colored.  High  enema 
of  soap  suds  with  ox  gall  was  given 
for  two  mornings.  The  resulting 
stools  were  very  offensive  and  con- 
tinued to  be  clay  colored  for  two  days, 
then  gradually  became  light  yellow; 
the  vomiting,  however,  continued. 
The  patient  was  now  seen  by  Dr.  Bris- 
tow. She  was  much  emaciated,  was 
unable  to  retain  even  albumen  water 
on  her  stomach  and  had  been  nour- 
ished per  rectum  for  several  days.  It 
seems  probable  that  the  patient's  con- 
dition was  due  to  a  gall  stone  in  com- 
mon duct  and  she  was  sent  to  the  hos- 
pital and  operated  upon  the  following 
morning.  The  gall  bladder  contained 
dark  fluid  bile,  no  gall  stones,  but  was 
connected  by  firm  adhesions  with  the 
colon.  The  stomach  was  opened  on 
its  anterior  aspect  and  carefully  ex- 
amined for  possible  ulcer.  None  was 
found  although  the  mucosa  seemed 
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more  granular  and  velvety  than  was 
normal.  The  first  inch  of  the  duode- 
num was  easily  inspected  through  the 
pylorus,  but  nothing  abnormal  was 
seen.  The  wound  in  the  stomach  was 
closed.  The  gall  bladder  was  now 
carefully  freed  from  its  adhesions. 
Careful  examination  of  the  bile  tracts 
failed  to  discover  stone,  and  accord- 
ingly, after  suturing  the  gall  bladder 
to  the  parietal  peritoneum,  the  wound 
was  closed,  with  the  exception  of  the 
usual  drains  and  a  tube  in  the  gall 
bladder. 

Patient  was  very  ill  for  a  day  or 
two  with  a  pulse  ranging  from  140  to 
180,  but  finally  made  a  good  recovery. 

She  is  able  now  to  drink  coffee, 
something  which  she  had  not  been 
able  to  drink  in  seven  years.  She  is 
able  to  take  all  sorts  of  food,  which 
she  formerly  was  obliged  to  shun. 
Two  weeks  after  operation  she  was 
out  of  bed  and  on  the  lounge.  She  has 
no  further  pain  on  eating.  When  you 
consider  that  two  weeks  before  this 
she  was  vomiting  even  albumen  water, 
it  is  certainly  a  source  of  gratification 
that  the  operation  was  done.  Most 
careful  search  failed  to  discover  any- 
thing abnormal  in  the  abdomen,  ex- 
cept the  adhesions  of  the  colon  to  the 
gall  bladder  and  under  surface  of  the 
liver,  and  when  the  adhesions  were  re- 
leased, all  the  symptoms  she  had  suf- 
fered from  for  years,  absolutely  dis- 
appeared, and  she  promises  to  be  a 
well  woman  for  the  future. 

Discussion. 

Dr.  Paul  Pilcher  said  there  were 
two  or  three  points  he  observed  while 
assisting  at  these  operations.  The  first 
was  the  fact  that  with  nearly  all  these 
cases  there  was  associated  a  movable 
kidney,  and  since  these  cases  had  been 
operated  on  he  had  heard  of  two 
others,  in  which  the  kidney  was  very 
movable.  Even  in  the  case  of  con- 
genital closure  of  the  cystic  duct  the 
kidney  was  directly  beneath  the  gall 
bladder,  so  it  must  have  been  associ- 
ated with  the  trouble. 

I  )r.  BristOW  told  him  of  an  experi- 
ment at  Johns  Hopkins,  in  which  uro- 
tropine  had  been  given  and  formalde- 


hyde had  been  recovered  from  the  gall 
bladder  within  five  minutes  from  the 
time  the  medication  was  given.  On 
the  basis  of  that  he  tried  experiments 
in  Dr.  Bristow's  cases  to  see  if  methy- 
lene blue  would  have  the  same  effect. 
Although  the  methylene  blue  appeared 
quickly  in  the  urine,  it  did  not  appear 
at  all  in  the  gall  bladder  excretion. 

In  one  case  there  did  not  seem  to 
be  any  reason  why  the  adhesions 
should  cause  so  great  pain  and  dis- 
tress, unless  it  were  that  when  the 
stomach  became  distended,  it  pulled 
on  these  adhesions.  In  one  case  there 
was  a  slight  whitish  discoloration  on 
the  duodenum,  which  might  have 
been  in  previous  years  the  site  of  a 
duodenum  ulcer.  The  last  case  was 
most  brilliant  in  its  recovery. 

Dr.  C.  H.  Goodrich  said  two  points 
occurred  to  him  in  conjunction  with 
his  own  cases.  Twice  it  had  been  his 
experience  following  an  evacuation  of 
the  contents  of  the  gall  bladder  that 
it  had  been  impossible  to  pass  a  probe 
into  the  cyst  duct  and  no  bile  had 
appeared  for  twenty- four  to  forty- 
eight  hours.  The  bile  appeared  later 
in  the  drainage  from  the  gall  bladder 
and  was  very  free  for  a  time.  There- 
fore, it  might  be  that  the  closure  in 
Dr.  Bristow's  case  was,  as  in  his  own 
patients,  due  to  the  inflammatory 
thickening,  which  subsides  as  the  in- 
flammation subsides. 

The  speaker  had  observed  three  ex- 
amples of  excessively  rapid  pulse  fol- 
lowing manipulations  in  the  upper  ab- 
dominal cavity  ;  each  of  these  instances 
was  a  gall  bladder  case.  The  pulse 
ran  up  to  an  alarming  rate,  160  to  180 
after  the  operation,  and  then  gradual- 
ly subsided.  He  thought  that  this 
might  be  the  case  in  almost  any  patient 
in  whom  we  did  a  great  deal  of  manip- 
ulating close  to  the  diaphragm  and 
solar  plexus.  If  the  volume  of  the 
pulse  is  satisfactory  the  case  will  prob- 
ably do  very  well. 

Dr.  J,  P.  WARBASSE  said  that  in 
[903  he  published  a  paper  in  the 
American  Journal  of  the  Medical 
Sciences,  entitled  "Peritonitis  of  the 
Duodenal  Region."  in  which  he  re- 
ported  some  cases  of  the  condition 
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which  had  just  been  discussed.  The 
source  of  these  adhesions  had  not  al- 
ways been  the  same.  He  had  been 
satisfied  that  some  of  the  adhesions 
in  this  region  have  originated  from 
cholecystitis,  the  inflammed  gall  blad- 
der becoming  adherent  to  the  pyloric 
end  of  the  stomach  and  producing  an 
angulation.  When  this  occurs  the 
pyloric  end  of  the  stomach  becomes 
suspended  and  adherent  to  the  gall 
bladder  and  liver,  so  that  when  the 
stomach  sags  down  with  its  contents 
there  is  actually  an  angulation  of  its 
pyloric  end.  In  one  of  these  cases  he 
was  satisfied  that  the  adhesions  were 
due  to  an  ulcer  of  the  duodenum;  the 
patient  had  given  an  unmistakable  his- 
tory of  ulcer  of  the  duodenum,  and 
operation  showed  adhesions  about  the 
duodenal  region,  evidently  the  result 
of  a  transmigration  of  the  infection, 
for  there  was  no  history  of  actual 
perforation.  This  inflammation  had 
caused  an  angulation  and  fixation  of 
the  pyloric  end  of  the  stomach.  He 
was  also  satisfied  in  some  of  these 
cases  that  the  adhesions  originated 
from  ulcer  of  the  stomach ;  so  that 
in  this  region  we  have  the  peritoneum 
subjected  to  chronic  inflammation 
with  adhesions  from  these  several 
sources :  gall  bladder,  stomach  and 
duodenum. 

In  the  cases  which  he  had  seen, 
there  was  an  history  simulating  in 
many  respects  gall-stone  disease  or 
cholecystitis  with  gall  stones.  In  a 
cholecystitis  with  gall  stones,  when 
the  stomach  has  progressed  so  far  in 
its  digestion  that  it  empties  its  con- 
tents into  the  duodenum,  there  is  a 
synchronous  contraction  of  the  gall 
bladder.  The  gall  bladder  contract- 
ing against  its  contained  stones,  in 
the  presence  of  inflammation,  gives 
rise  to  the  characteristic  pain. 

Without  any  cholecystitis  or  gall 
stones,  when  we  have  these  adhesions 
present  at  the  pyloric  end  of  the  stom- 
ach, anchoring  it,  as  it  were,  and  caus- 
ing adhesions  to  the  liver  between  the 
stomach  and  the  upper  end  of  the  duo- 
denum, we  have  a  partial  obstruction 
to  the  flow  of  stomach  contents  into 
the  intestine ;  and  when  the  stomach 


begins  its  contractile  effort,  which 
empties  its  contents  into  the  duo- 
denum, it  operates  against  a  certain 
degree  of  obstruction  due  to  this  an- 
gulation. 

The  speaker  had  never  seen  any 
adhesions  as  dense  as  those  Dr.  Bris- 
tow  reported.  He  had  operated  upon 
three  cases  for  this  condition  since 
those  reported  in  his  paper  in  1903. 
In  his  cases  the  adhesions  were  rather 
thin  in  character,  and  in  only  a  few 
instances  did  blood  vessels  have  to  be 
tied.  By  simply  dividing  the  adhe- 
sions and  allowing  the  stomach  to 
drop  back  into  its  normal  position,  the 
patient  lying  on  his  back  during  heal- 
ing, new  adhesions  form,  but  they 
form  in  a  more  desirable  position ;  for 
in  the  patients  he  had  operated  upon 
there  was  an  improvement  in  every 
one  of  them.  While  we  relieve  these 
adhesions  we  must  believe  that  they 
re-form,  but  in  such  a  manner  as  bet- 
ter to  facilitate  the  emptying  of  the 
stomach  and  the  passage  of  the  duo- 
denal contents  into  the  intestine. 

Dr.  W.  B.  Brinsmade  recalled  an 
emergency  case  he  operated  on  two 
years  ago.  The  man  gave  a  history 
of  gastric  ulcer  and  had  acute  intes- 
tinal obstruction  high  up.  On  open- 
ing the  abdomen  a  mass  of  adhesions 
were  found  ;  these  were  relieved  and 
the  man  made  a  recovery.  He  was 
up  and  out  of  bed  at  the  end  of  two 
weeks,  when  he  commenced  to  com- 
plain of  the  same  symptoms  he  had 
before.  He  rapidly  got  up  an  intes- 
tinal obstruction  a  second  time  and 
died  before  he  could  be  operated  on. 
The  autopsy  showed  that  adhesions 
had  taken  place  about  the  same  place 
as  before.  Dr.  Bristow  might  be  as- 
sured, in  a  way,  that  dangerous  ad- 
hesions will  not  reoccur  in  his  gall- 
bladder cases,  because  the  gall  bladder 
being  drained  occupies  a  new  position. 

Dr.  R.  S.  Fowler  said  that  some 
years  ago  he  had  a  case  similar  to 
Dr.  Bristow's — inflammation  of  the 
gall  bladder  with  adhesions  without 
stones,  and  in  that  case  he  drained  the 
gall  bladder  and  separated  the  adhe- 
sions. A  year  later  he  was  compelled 
to  operate  for  the  same  symptoms  and 
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took  out  the  gall  bladder.  The 
woman  remained  free  from  her  symp- 
toms. Since  then  he  removes  the  gall 
bladder  whenever  adherent. 

These  cases  of  Dr.  Bristow's,  the 
speaker  said,  as  a  rule,  were  cases  of 
gall-bladder  disease  per  se.  In  a  case 
of  congenital  closure  of  the  cystic 
duct,  it  hardly  seems  possible  that 
should  rectify  itself  after  operation 
and  the  treatment  should  be  chole- 
cystectomy. 

Dr.  A.  T.  Bristow  thought  it  was 
an  error  not  to  have  explored  the  gall 
bladder  in  the  first  case  and  not  to 
have  removed  it  in  the  last  case.  He 
does  not,  however,  believe  in  the  re- 
moval of  the  gall  bladder  as  a  routine 
procedure,  because  the  bile  tracts  re- 
quire drainage  in  these  infected  cases. 
This  can  best  be  accomplished  often 
through  the  gall  bladder.  Many  of 
these  cases,  he  said,  require  drainage. 
We  are  dealing  with  an  infected  gall 
bladder  and  bile  ducts.  In  none  of 
these  gall-bladder  cases  was  the  gall 
bladder  diseased.  The  reason  why  he 
thought  there  was  an  obstruction,  per- 
haps not  congenital,  but  of  long  stand- 
ing, was  because  of  the  contents  of 
the  gall  bladder.  There  was  no  trace 
of  bile  in  the  material  found.  The 
only  way  for  accounting  for  such  a 
mass  of  thick,  molasses-like  colloid 
material  was  by  assuming  that  normal 
mucus  had  been  retained  in  the  gall 
bladder  for  many  years,  and  as  a  re- 
sult of  that  retention  had  slowly  given 
up  a  portion  of  its  fluid  and  became 
inspissated.  The  patient's  history 
reached  back  twenty  years. 

With  reference  to  adhesions  of  the 
gall  bladder  to  the  stomach  or  adhe- 
sions of  the  duodenum  or  of  the 
stomach  itself,  he  entirely  agreed  with 
Dr.  Warbassc,  but  these  three  cases 
were  neither  of  them  adhesions  of  the 
stomach. 

MOVABLE   LIVER   DUE  TO  GALL- 
STONE CHOLECYSTITIS. 

Dr.  R.  S.  Fowler — The  patient, 
E.  D.,  aged  fifty-eight,  five  weeks 
previous  to  my  visit  (June  24, 
[907),  had  had  an  attack  similar  to  the 
present  one?  She  had  always  suffered 
from  constipation  and  had  numerous 


bilious  attacks  (nausea,  vomiting,  epi- 
gastric distress,  dizziness).  At  the 
time  of  my  visit  she  suffered  epigas- 
tric pain  somewhat  relieved  by  alka- 
line drinks.  She  had  vomited  several 
times.  The  abdomen  was  of  board- 
like rigidity.  T.  P.  R.  normal.  The 
bowels  had  not  moved  for  several 
days.  She  was  given  a  sedative  and 
a  cathartic.  The  next  day,  as  I  was 
out  of  town,  another  physician  was 
called  in  who  diagnosed  appendicitis 
and  advised  operation.  I  saw  her 
again  later  in  the  afternoon,  but  could 
not  acquiese  in  the  diagnosis.  The 
patient  was  sent  to  the  German  Hos- 
pital, where  she  was  kept  under  ob- 
servation for  three  weeks.  In  the 
course  of  a  thorough  examination  a 
movable  liver  was  discovered ;  also  a 
point  of  tenderness  in  the  right  iliac 
region  corresponding  to  the  location 
of  the  gall  bladder  in  its  relation  to 
the  liver.  The  patient  was  quite 
feeble,  so  it  was  thought  best  not  to 
operate.  She  was  kept  in  bed  and 
well-nourished  for  two  weeks,  and 
then  allowed  to  walk  around  with  a 
bandage  to  support  the  liver.  When 
discharged  she  was  better  than  in  sev- 
eral years.  After  a  few  weeks  of 
quiet  there  occurred  a  more  severe  at- 
tack of  pain,  and  she  was  again  sent 
to  the  hospital.  This  time  I  decided 
to  operate,  as  she  was  in  much  better 
physical  condition.  A  four-inch  right 
rectus  incision  at  the  level  of  the  um- 
bilicus disclosed  the  displaced  liver. 
The  cause  of  the  displacement  was 
found  in  the  gall  bladder  contracted 
about  a  large  round  stone  measur- 
ing about  one  and  a  half  inches  in 
diameter.  The  contracted  gall  blad- 
der w  as  adhered  to  the  hepatic  flexure 
of  the  colon,  and  on  separating  the 
adhesions  and  removing  the  gall  blad- 
der, it  was  found  that  the  stone  had 
partially  ulcerated  its  way  out  of  the 
nail  bladder  in  an  attempt  to  escape 
by  way  of  the  colon.  The  raw  sur- 
faces were  covered  with  peritoneum 
and  the  liver  pushed  up  to  and  in  con- 
tact with  the  diaphragm,  where  it  was 
held  by  shortening  the  round  liga- 
ment through  an  epigastric  incision, 
as  well  as  a  few  chromic  gut  suture* 
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through  the  liver  itself.  A  strip  of 
gauze  was  sutured  to  the  stump  of  the 
cystic  duct  for  a  tell-tale  in  case  of 
leakage.  The  first  operative  course 
was  uneventful.  The  patient  now 
wears  a  belt  in  the  daytime  and  is  in 
good  health.  An  examination  six 
months  after  the  operation  showed  the 
liver  in  normal  position.  The  bilious 
attacks  have  not  recurred,  and  the 
bowels  move  regularly. 

Floating  or  movable  liver  is  either 
congenital  or  acquired.  In  the  latter 
event  it  results  from  tight  lacing  or 
from  the  dragging  upon  the  liver  of 
an  enlarged  gall  bladder  or  of  large 
tumors  or  cysts.  The  congenital  va- 
riety is  usually  accompanied  by  en- 
teroptosis.  The  degree  of  mobility 
depends  upon  the  amount  of  lengthen- 
ing of  the  suspensory,  lateral  and 
coronary  ligaments  and  in  rare  in- 
stances the  absence  of  the  two  latter. 
It  occurs  much  more  frequently  in 
women  than  in  men.  Such  a  liver  may 
give  rise  to  no  inconvenience  and  the 
lesion  be  only  discovered  at  the  post- 
mortem table,  or  there  may  be  so 
much  dragging  pain  in  the  hepatic  re- 
gion as  to  render  the  unfortunate  in- 
dividual's life  quite  unendurable. 
There  are  frequent  attacks  of  severe 
pain  and  jaundice  may  be  present  at 
times.  Digestive  disturbances  are 
common.  Examination  will  disclose  a 
tumor  of  the  size  and  shape  of  the 
liver  which  in  many  instances  can  be 
made  by  manipulation  to  occupy  the 
normal  liver  site.  In  addition,  per- 
cussion will  elicit  tympanitic  reson- 
ance over  the  hepatic  region.  In  such 
a  case  Professor  Fowler  recently  per- 
formed complete  hepatopexy  with 
most  satisfactory  result. 

The  acquired  variety  may  be  com- 
plete or  partial.  The  latter  is  by  far 
the  more  frequent.  The  left  lobe  is 
usually  affected.  I  have  operated 
upon  a  case  of  this  kind  in  which  the 
etiological  factor  was  a  large  echino- 
coccus  cyst  springing  from  the  in- 
ferior surface  of  the  left  lobe  in  the 
neighborhood  of  the  transverse  fis- 
sure.* This  had  been  in  existence  for 
some  time  and  had  so  dragged  upon 

*  Brooklyn    Surgical    Society,    April,  1900. 


the  liver  that  the  tumor  and  left  lobe 
could  be  moved  to  almost  any  part  of 
the  abdominal  cavity.  The  cyst  was 
removed  entire  without  rupture,  the 
suspensory  ligament,  which  was  much 
elongated,  was  shortened,  the  superior 
surface  of  the  liver  was  scarified,  and 
gauze  was  placed  between  the  liver 
and  diaphragm  to  produce  adhesions. 
The  case  made  an  uninterrupted  re- 
covery. The  treatment  of  this  unique 
condition  is,  in  congenital  cases,  the 
re-position  of  the  liver  and  its  reten- 
tion by  a  suitable  appliance.  Should 
this  not  prove  satisfactory,  operation 
must  be  resorted  to.  Hepatopexy. 
partial  or  total,  has  proved  successful 
in  the  hands  of  several  operators 
[Langenbuch,  Tscherning,  Gerard- 
Mar  chant  (hepatopexy),  Richelot, 
Lannelongue,  G.  R.  Fowler  (complete 
hepatopexy)].  In  the  acquired  va- 
riety the  exciting  cause  should  be 
sought  for  and  removed.  If  due  to 
tight  lacing  this  is  to  be  abolished  and 
a  suitable  belt  substituted.  Tumors 
and  cysts  should  be  removed  when 
such  a  course  is  feasible  and  hepa- 
topexy performed.  If  a  distended 
gall  bladder  is  at  fault  it  should  be 
emptied  and  stitched  to  the  abdominal 
wall. 

ACUTE    HEMORRHAGIC  PANCREA- 
TITIS. 

Dr.  R.  S.  Fowler  reported  the  fol- 
lowing case:  S.  G.,  male,  aged  thirty- 
three,  white,  June  17,  1907,  with 
the  following  history :  Nothing  bear- 
ing on  present  trouble  except  a  few 
attacks  of  indefinite  abdominal  pain 
during  the  past  six  months ;  a  mode- 
rate user  of  alcohol.  Two  days  be- 
fore he  had  been  seized  with  a  sudden 
attack  of  vomiting,  followed  imme- 
diately with  severe  general  abdominal 
cramps  and  accompanied  with  loss  of 
appetite,  general  malaise,  and  some 
rise  in  temperature.  In  twelve  hours 
the  general  cramps  were  replaced  by 
a  severe  pain  in  the  right  side  of  the 
abdomen.  There  were  three  subse- 
quent attacks  of  vomiting.  The 
course  of  his  illness  was  accompanied 
by  severe  diarrhoea.  Examination 
showed  a  poorly-nourished,  slightly- 
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built  man ;  anxious  look ;  heart  and 
lungs  normal ;  knees  drawn  up ;  in- 
tense abdominal  pain  ;  tenderness  and 
rigidity  on  right  half  of  the  abdomen; 
no  distension ;  tumor  size  of  fist  two 
inches  to  the  right  and  above  umbili- 
cus ;  tumor  hard  and  tender ;  tender- 
ness in  right  iliac  region ;  fullness  in 
the  epigastrium ;  T.  P.  R.  101  de- 
grees F.,  1 20,  28;  urine  negative 
(Cammidge  test  not  used)  ;  blood 
showed  marked  leucocytosis  with 
high  differential  count. 

Operation.  Right  rectus  incision 
over  tumor,  which  was  found  to  be  an 
enlargement  of  the  head  of  the  pan- 
creas. The  body  of  the  pancreas  was 
also  enlarged,  but  not  in  proportion  to 
the  head,  which  embraced  the  duo- 
denum. What  was  seen  of  the  pan- 
creas was  intensely  congested  with 
mottled  areas  of  darker  red.  There 
was  a  moderate  amount  of  free  bloody 
fluid  in  the  peritoneal  cavity,  with  a 
slight  reddening  of  the  visible  peri- 
toneum. Four  spots  of  fat  necrosis 
were  within  the  field  of  operation, 
two  in  the  mesentry  of  the  small  in- 
testine, one  in  the  mesentry  of  the  as- 
cending colon  and  one  under  the  peri- 
toneum at  the  base  of  the  second  por- 
tion of  the  duodenum.  Two  of  these 
were  the  size  of  the  head  of  a  com- 
mon pin,  two  of  the  size  of  a  ten-cent 
piece.  The  peritoneum  was  incised  to 
the  outer  side  of  the  duodenum,  giv- 
ing free  access  to  the  head  of  the  pan- 
creas, which  was  moderately  firm  to 
the  touch.  As  the  patient  was  not  do- 
ing well,  the  abdominal  cavity  was 
hastily  dried.  The  peritoneum  under- 
lying the  enlarged  pancreatic  head  was 


incised  and  sewed  to  the  peritoneum 
of  the  abdominal  wound,  which  was 
left  open  for  a  considerable  extent. 
Gauze  was  packed  about  the  head  of 
the  pancreas.  It  was  intended  to  dis- 
locate the  second  portion  of  the  duo- 
denum and  after  incising  the  lower 
part  of  the  common  bile  duct  to  pass 
a  probe  along  the  duct  of  Wirsing,  but 
this  was  abandoned  on  account  of  the 
poor  condition  of  the  patient.  The 
patient  was  starved  for  three  days 
after  the  operation  so  as  to  keep  the 
pancreatic  secretion  quiet.  The  head 
of  the  pancreas  inspected  daily 
through  the  wound  steadily  shrank  in 
size.  The  case  made  an  uneventful 
recovery  and  remained  well  for  sev- 
eral months,  when  symptoms  of  inter- 
ference with  pancreatic  function 
recurred.  It  is  now  suspected  that 
there  is  a  stone  in  the  duct  of  Wirs- 
ing.* The  case  will  be  further  re- 
ported upon  at  a  later  meeting. 

Dr.  James  Pilcher  said  the  urine 
was  absolutely  typical  of  a  case  of 
pancreatitis.  There  was  a  heavy  de- 
posit of  calcium  oxalate  crystals  and 
a  condition  of  lipuria.  On  applying 
reaction  C,  as  proposed  by  Mr.  Cam- 
midge, the  diagnostic  crystals  were 
precipitated  promptly  and  in  large 
quantities  in  about  thirty  minutes. 
The  urine  contained  no  albumin,  no 
sugar  and  no  bile.  It  was  loaded  with 
more  or  less  partly-formed  uric  acid 
crystals  and  a  large  amount  of  am- 
orphous urates. 


*This  has  subsequently  been  demonstrated  by 
the  X-rays  (Dr.  Eastmond),  but  as  the  patient 
remains  well  under  a  meat  and  alcohol-free  diet, 
further  interference  has  been  refused. 
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The  Baby:  Its  Care  and  Develop- 
ment. By  Le  (Irani)  Kerr,  Pro- 
fessor of  the  Diseases  of  Children 
in  the  Brooklyn  Post-Graduate 
Medical  School;  Attending  Phy- 
sician to  the  Methodist  Hospital, 
Williamsburgh  Hospital  and 
Swedish  Hospital,  Brooklyn.  Al- 
bert T.  Huntington,  Brooklyn, 
\ew  York.  1908. 
Most   of  the   hooks   which  have 

been  written  for  the  use  of  mothers 


in  rearing  children  have  dealt  too 
much  with  that  branch  of  the  sub- 
ject which  should  be  left  to  the 
physician.  The  books  have  gone  into 
the  question  of  infant  feeding  in 
such  a  way  that  they  have  only 
served  to  confuse  and  not  to  instruct 
the  mothers.  I.)r.  Kerr's  book  is  a 
great  improvement  in  many  ways. 
The  style  is  clear,  definite  and  posi- 
tive, and  it  is  very  practical.  For 
the  average  mother  the  book  is  well 
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adapted.  The  first  chapter  deals 
with  the  preparation  before  labor 
and  the  arrangement  of  the  nursery 
for  the  reception  of  the  baby.  Then, 
in  turn,  he  discusses  the  clothing, 
the  bath,  the  weight,  sleep,  outings, 
and  so  on.  At  first,  each  week  of 
the  child's  life  is  discussed  and,  af- 
ter the  first  two  months,  the  phe- 
nomena of  the  following  months  is 
taken  up  by  months.  The  book  con- 
tains important  instructions  as  to 
the  care  of  milk,  explaining  the  dif- 
ferent kinds  of  milk  and  the  rea- 
sons for  the  use  of  each.  The  in- 
structions as  to  teaching  the  baby 
to  walk,  and  for  adjusting  the  cloth- 
ing, are  very  good.  A  short  dietary 
has  been  added  to  the  book,  which 
is  important.  There  is  not  much 
about  disease,  the  mother  being  ad- 
vised to  consult  a  physician  in  case 
of  sickness.  The  book  has  a  great 
deal  in  it  that  a  mother  should 
know,  and  can  be  safely  recom- 
mended by  physicians. 

Anatomy,  Descriptive  and  Surgical. 

By  Henry  Gray,  F.R.S.,  late  lec- 
turer on  Anatomy  at  St.  George's 
Hospital,  London.  New  Ameri- 
can edition,  enlarged  and  thor- 
oughly revised,  by  J.  Chalmers 
Da  Costa,  M.D.,  Professor  of  Sur- 
gery and  Clinical  Surgery,  and 
Edward  Anthony  Spitzka,  M.D., 
Professor  of  Anatomy  in  the  Jef- 
ferson Medical  College  of  Philadel- 
phia. Imperial  octavo,  1,625 
pages,  with  1,149  large  and  elab- 
orate engravings.  Lea  &  Febiger, 
Publishers,  Philadelphia  and  New 
York.  1908. 

The  past  year  has  witnessed  the 
production  of  a  number  of  import- 
ant works  on  Anatomy — Surgical 
Anatomy,  Clinical  Anatomy,  Patho- 
logical Anatomy — all  have  received 
a  great  deal  of  attention.  Now,  a 
new  edition  of  Gray's  Anatomy  ap- 
pears. For  fifty  years  it  has  held  an 
important  place  in  medical  litera- 
ture. It  now  appears  under  the  edi- 
torship of  Dr.  John  Chalmers  Da 
Costa,  an  eminent  surgeon,  and  Ed- 
ward Anthony  Spitzka,  a  well-known 


authority  on  Anatomy.  It  is  no  easy 
matter  to  improve  on  the  old  Gray's 
Anatomy  as  it  has  been  known 
to  so  many  thousands  of  students, 
but  there  are  certain  departments  in 
which  alterations  and  improvements 
are  necessary ;  for  example,  the 
whole  section  of  the  nerve  system 
has  been  rewritten  in  conformity 
with  the  recent  revolutions  and 
changes  in  the  methods  of  approach- 
ing and  viewing  it.  The  more  im- 
portant physiological  and  pathologi- 
cal data  have  been  presented  in  their 
anatomical  bearings  in  order  to 
demonstrate  with  greater  clearness 
the  mutual  relations  of  the  structure 
and  functions  of  the  nerve  system. 
The  book  itself  is  too  well  known  to 
need  a  detailed  review ;  it  is  suf- 
ficient to  say  that  it  is  the  old  Gray 
brought  up  to  date. 

The  Principles  of  Pathology.  Vol- 
ume I,  General  Pathology.  By 

J.  George  Adami,  M.A.,  M.D., 
LL.D.,  F.R.S.,  Professor  of  Pathol- 
ogy in  McGill  University,  Mon- 
treal. Octavo,  948  pages,  with  322 
engravings  and  16  plates.  Cloth, 
$6.00  net.  Lea  &  Febiger,  Pub- 
lishers, Philadelphia  and  New 
York.  1908. 

Few  English  or  American  authors 
have  attempted  to  write  a  text-book 
upon  Pathology  which  should  cover 
the  entire  subject,  and  it  is  especial- 
ly interesting  to  receive  such  a  com- 
prehensive and  exhaustive  exposition 
of  the  subject  as  that  set  forth  by 
Professor  Adami  of  McGill  Uni- 
versity. It  is  by  far  the  most  in- 
teresting book  upon  the  subject 
which  has  appeared  in  recent  years, 
and  it  is  not  a  mere  compilation  of 
the  works  of  other  men  but  pre- 
sents original  thought  and  logical 
teachings.  He  aims  to  teach  the 
physician  the  cause  of  disease,  the 
principles  of  pathology,  the  science 
as  distinct  from  the  practice  of  med- 
icine— the  science  upon  which  prac- 
tice is  based.  He  presents  those 
data  which  bear  upon  disease  in 
general  and  teaches  the  deductions 
which    may    originally    be  drawn 
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therefrom.  There  are  two  volumes : 
Volume  I  is  termed  General  Pathol- 
ogy; volume  II,  Systemic,  including 
Special  Pathology.  The  work  be- 
gins not  with  the  study  of  the  blood 
and  of  the  circulatory  disturbances, 
but  with  the  study  of  the  properties 
of  living  matter.  The  manuscript 
of  the  work  had  been  completed,  all 
save  a  few  chapters,  in  April,  1907, 
when  the  greater  part  of  the  Medical 
Building  at  McGill  University  was 
burned  to  the  ground,  containing 
all  the  author's  library,  some  of  the 
chapters  of  his  book  and  many  of 
the  illustrations  which  he  had  been 
collecting  for  years.  On  this  ac- 
count it  has  been  necessary  for  him 
to  use  illustrations  from  many 
sources.  Section  1  of  Volume  I  con- 
stitutes a  study  of  the  cell,  its  his- 
tology, physiology,  chemistry,  and 
so  on ;  its  growth,  reserve,  force, 
states  of  activity,  multiplication, 
adaption,  cell  and  tissue  differentia- 
tion, individual  development  and 
fertilization  occupy  the  first  chapters. 
There  is  also  added  a  chapter  on  the 
biophoric  theory,  inheritance,  and 
parental  and  individual  inheritance. 
Section  2  presents  the  causes  of  dis- 
ease. Section  3  the  morbid  and  re- 
active processes,  proper,  and  the  tis- 
sue changes.  There  is  added  an 
appendix.  It  is  unnecessary  to  say 
that  the  work  is  one  of  absorbing 
interest,  presenting  as  it  does  a  sub- 
ject which,  together  with  physiology 
and  anatomy,  may  be  considered  as 
the  foundation  of  the  science  of  med- 
icine, and  its  teachings  will  be  ap- 
preciated by  all  earnest  students  of 
the  profession. 


A  Text-Book  of  Physiology:  for 

.Medical  Students  and  Physicians. 
By  William  H.  Howell,  Ph.D., 
M.D.,  LL.D.,  Professor  of  Physi- 
ology,   Johns  Hopkins  University, 
Baltimore.     Second  edition,  thor- 
oughly revised.    Octavo  volume  of 
939  Pages>  fully  illustrated.  Phila- 
delphia and  London :  W.  B.  Saun- 
ders Company,  1907.    Cloth,  $4.00 
net;  half  morocco,  $5.50  net. 
Two  years  ago  the  first  edition  of 
Dr.  Howell's  Physiology  received  a 
warm   reception   by  the  profession. 
Although  physiology  is  one  of  the 
essentials  a  knowledge  of  which  is 
necessary    to    intelligently  practise 
medicine,  it  is  rarely  that  the  prac- 
titioner stops  to  read  physiology  or 
ever  to  turn  to  a  text-book  on  the  sub- 
ject after  he  has  passed  an  examina- 
tion in  college.    There  has  been  no 
fundamental  change  made  in  the  ar- 
rangement or  the  scope  of  the  second 
edition ;    of  course  there  have  been 
additions  and  the  entire  work  has 
been  brought  up  to  date,  but  the  book 
remains  practically  the  same  size,  and 
over-expansion    has    been  guarded 
against.    The  section  in  experimental 
pathology  and  surgery  as  they  are  now 
pursued  in  medical  schools  demand, 
first,  a  thorough  knowledge  of  physi- 
ological methods  and  training.  Anat- 
omy, physiology  and  pathology  con- 
stitute the  basis  upon  which  a  rational 
system  of  medicine  must  be  construct- 
ed, and  yet  physiology  is  oftentimes 
neglected,  while  anatomy  and  pathol- 
ogy are  thoroughly  appreciated.  There 
is  nothing  original  in  the  classification 
nor  in  the  presentation  of  the  subject. 
The  text-book  gives  a  clear  picture  of 
the  tendency  of  the  times  in  the  sub- 
ject of  physiology. 
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THE  sanitary  problem  is  as  old  as 
man  himself.  Sanitary  science 
is  comparatively  new,  and  as 
applied  to  the  disposal  of  household 
wastes  it  is  still  more  recent.  It  is 
but  repeating  an  axiom  to  say  to  an 
assemblage  of  physicians  that  no  liv- 
ing organism  can  long  exist  in  health 
if  the  waste  products  of  its  own  vital 
processes  are  allowed  to  accumulate 
around  it.  Toxic  compounds  are  pro- 
duced which  prevent  its  growth  and 
increase  and  which  ultimately  cause 
death.  Every  form  of  life,  therefore, 
holds  within  itself  the  seeds  of  its  own 
destruction.  Instinct  has  taught  this 
truth  to  the  higher  animals,  and  from 
the  earliest  times  it  has  been  a  matter 
of  concern  to  man  wherever  popula- 
tion collected  into  villages  and  cities. 
Until  about  the  middle  of  the  last 
century,  however,  attempts  at  the 
solution  of  the  problem  were  crude 
and  give  little  evidence  of  its  consid- 
eration from  a  scientific  standpoint. 
Progress  in  the  disposal  of  offensive 
matters  may  be  easily  traced  through 
a  few  short  steps  from  the  kitchen 
midden,  a  trench  in  the  earth,  the 
earth  closet,  the  cesspool,  and  last, 
the  modern  sewer  discharging  its 
water-borne  filth  into  the  nearest 
body  of  water  or  stream.  The  un- 
bearable pollution  of  streams  and 
shores  and  the  consequent  difficulty 
of  obtaining  supplies  of  pure  water 
has  made  further  steps  in  the  sanitary 
disposal  of  such  wastes  necessary. 
Remains   of   sewers   or   drains  are 


found  in  the  ruins  of  ancient  cities. 
But  they  bore  little  resemblance  to 
the  modern  self-cleansing  sewer. 
They  were  rather  elongated  reservoirs 
of  filth  in  which  the  foul  matter  en- 
tering them  was  deposited,  and  from 
which  the  partially  clarified  effluent 
flowed  away.  They  were  a  danger 
rather  than  a  safeguard  to  the  health 
of  the  community,  and  a  return  in 
later  times  to  more  primitive  methods 
was  on  the  whole  an  improvement. 
A  better  understanding  of  the  laws 
governing  the  flow  of  water  in  open 
channels,  intensity  and  duration  of 
rainfall,  rapidity  of  run-off  from 
surfaces  of  various  characters,  and  a 
thorough  knowledge  of  the  transport- 
ing power  of  streams,  together  with 
suitable  materials  of  construction  and 
the  ability  to  carry  out  in  construc- 
tion any  suitable  design  has  made  the 
modern  sewer  a  sanitary  appliance 
and  the  most  effective  one  yet  de- 
vised for  the  disposal  of  household 
and  industrial  wastes. 

Following  close  upon  the  universal 
adoption  of  the  water  carriage  sys- 
tem of  sewage  disposal  came  the  evils 
of  polluted  water  supplies.  These 
evils  were  naturallv  felt  first  where 
population  was  most  dense  and 
where  rivers  and  inland  bodies  of 
water  from  which  potable  supplies 
could  be  drawn  were  small.  The  first 
systematic  attempts  to  regulate  meth- 
ods of  sewage  disposal  were  made  in 
Great  Britain.  For  fifty  years  at 
least  in  England  this  matter  has  been 
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a  problem  in  the  solution  of  which 
the  chemist,  the  physician,  the  engi- 
neer, and  later  the  bacteriologist  have 
been  continuously  occupied. 

In  1857  the  first  Royal  Commis- 
sion was  appointed  to  inquire  into 
the  best  methods  of  sewage  dis- 
posal. Such  a  commission  has  been 
almost  continually  at  work  since 
that  time,  and  from  time  to  time  has 
issued  interim  reports  which  are  of 
great  value.  This  commission  has 
great  authority  over  the  acts  of  local 
municipalities.  Subject  to  its  author- 
ity local  government  boards  have 
been  appointed  for  nearly  every 
drainage  area  in  the  kingdom.  Where 
leans  are  necessary  in  the  construc- 
tion of  disposal  works  these  boards 
dictate  the  methods  to  be  followed. 

To  follow  the  work  that  has  been 
done  during  the  last  forty  years  under 
their  general  direction  would  be  a 
long  story.  It  suffices  to  say  that 
sewage  purification  has  become  one 
of  the  great  undertakings  of  the  mu- 
municipalities  comparable  in  import- 
ance to  the  Department  of  Water 
Supply,  the  Department  of  Street 
Cleaning,  or  the  Department  of 
Highways  of  an  American  city, 
though  not  in  any  case  to  be  com- 
pared with  any  of  these  departments 
in  the  matter  of  expense.  Every  mu- 
nicipality large  enough  to  enjoy  a 
sewer  system  is  also  provided  with 
a  plant  for  the  purification  of  sew- 
age, and  much  experience  has  been 
gained  in  the  economical  and  efficient 
operation  of  such  plants.  Almost 
every  known  practicable  method  has 
been  tried  and  can  be  found  in  opera- 
tion. In  the  order  of  time  in  which 
they  came  into  use  they  are  about  as 
follows : 

1.  Dilution. 

2.  Treatment  upon  land. 

3.  Chemical  precipitation. 

4.  biological  treatment  (which  in- 
clude sedimentation  or  septic  treat- 
ment, together  with  treatment  in  sand 
filters,  contact  beds  or  percolating 
filters). 

Tn  almost  all  cases  the  intial  treat- 
ment includes  screening.  Almost  all 
combinations  of  the  above  processes 


can  be  seen  in  operation  at  the  present 
time,  the  details  of  the  methods 
adopted  depending  largely  upon  the 
strength  and  character  of  the  sewage 
to  be  treated. 

At  no  place  in  the  world  has  so 
much  information  been  gained  from 
experiment  and  study  in  regard  to 
this  matter  as  at  the  Experiment  Sta- 
tion of  the  State  Board  of  Health  at 
Lawrence,  Mass.  This  station  was 
established  in  1887,  and  its  work  has 
covered  practically  the  whole  field. 
The  annual  reports  of  the  State 
Board  of  Health  since  that  time  are 
a  classic  treatise  upon  the  subject. 
Recent  English  practice  has  been 
greatly  affected  by  and  largely  mod- 
eled upon  the  results  of  these  experi- 
ments. 

A  number  of  American  cities  have 
carried  out  series  of  similar  experi- 
ments upon  a  smaller  scale.  The 
most  notable  of  these  are  Columbus, 
O.,  Worcester,  Mass.,  Waterbury, 
Conn.,  and  Baltimore,  Md. 

Numbers  of  American  cities  purify 
their  sewage,  but  it  may  be  said  that 
as  a  general  thing  the  plants  are  not 
designed  or  operated  with  the  same 
care  and  efficiency  as  the  average 
European  plant.  Experimental  re- 
search in  European  countries  is  usual- 
ly upon  a  much  smaller  scale  than 
that  at  Columbus  and  Lawrence,  but 
it  is  carried  on  almost  continuously 
in  many  places  side  by  side  with  the 
regular  operation  of  the  plant,  so 
that  the  information  gained  can  be 
made  of  immediate  practical  use. 

In  explanation  of  the  nature  of 
sewage  and  the  changes  which  take 
place  in  its  purification,  I  cannot  do 
better  than  to  quote  from  Barwise  as 
follows : 

"When  quite  fresh  it  is  practically 
inodorous,  and,  if  not  colored  by 
manufacturing  wastes,  is  opalescent 
and  of  a  light  gray  color.  Allowed  to 
stand  in  a  glass,  a  varying  amount  of 
solid  matter  will  be  seen  to  settle  to 
the  bottom,  while  particles  of  sus- 
pended matter,  such  as  filaments  of 
paper  and  fabrics,  albuminous  flocculi 
of  animal  tissues,  and  shreds  of  vege- 
table matter,  will  be  found  floating  in 
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it,  and  upon  the  surface  particles  of  a 
fatty  and  soapy  nature  will  accumu- 
late. 

The  great  bulk  of  the  nitrogen  in 
the  sewage  leaves  the  human  body  in 
the  urine  in  the  form  of  urea.  Chem- 
ically, urea,  which  is  the  last  product 
of  the  oxidation  of  albuminous  foods, 
is  of  the  following  composition, 
CO  (NH2)2,  and  when  obtained  pure 
and  dry  has  the  form  of  colorless 
glistening  crystals,  without  smell,  and 
of  a  cooling  and  niter-like  taste.  But 
almost  immediately  upon  leaving  the 
body  it  is  attacked  by  one  or  other  of 
two  micro-organisms  constantly  pres- 
ent in  the  air,  the  bacillus  urece  and 
the  micrococcus  urece  of  Pasteur. 
Both  of  these  organisms  rapidly  con- 
vert urea  into  carbonate  of  ammonia. 
The  change  which  takes  place  may  be 
expressed  chemically  as  follows: 

Carbonate  of 
Urea.        Water.  Ammonia. 
CO(NH2)2+2  H20=(NH4)2C08 

This  is  the  substance  which  gives 
stale  urine  and  stables  their  pungent 
smell. 

By  the  time  the  sewage  reaches  the 
sewage  disposal  works  as  a  rule  the 
urea  is  completely  transformed.  If 
the  sewage  is  kept  without  undergo- 
ing purification  for  a  day  or  so  it 
undergoes  putrefaction  and  begins  to 
give  off  foul  emanations.  In  the 
course  of  two  or  three  days  the  al- 
buminous matters  begin  to  split  up, 
carbonic  acid,  marsh  gas,  and  ammo- 
niacal  derivatives  being  evolved,  and 
the  sewage,  particularly  when  the 
water  contains  sulphates,  yields  sul- 
phuretted hydrogen,  which  is  known 
by  its  characteristic  odor  of  rotten 
eggs.  When  this  gas  is  formed  the 
sewage  becomes  black.  As  the  above 
changes  take  place  more  and  more  of 
the  solid  matter  enters  into  solution, 
and  the  sewage  becomes  more  difficult 
to  treat  by  chemical  processes  and 
proportionately  easier  to  purify  by  bi- 
ological methods. 

The  change  which  takes  place  is 
sometimes  called  "hydrolysis,"  or 
loosening  by  water,  and  may  be  ex- 


pressed by  the  following  empirical 
lormula : 

One  part  of  albumen,  consisting  of 
7  atoms  of  carbon,  14  atoms  of  hydro- 
gen, 2  atoms  of  nitrogen,  3  atoms  of 
oxygen,  takes  up  6  parts  of  water, 
consisting  of  2  atoms  of  hydrogen  and 
1  atom  of  oxygen,  and  thus  torms  1 
part  of  carbonate  of  ammonia,  3  parts 
of  marsh  gas,  3  parts  of  carbonic  acid 
gas  and  3  parts  of  hydrogen;  or, 
briefly  thus : 

C7H14N203  +  6H20  =  (NH4)2COa 
+  3^H4 +  3C02+3H2 " 

Dilution,  as  you  doubtless  know, 
consists  in  the  direct  discharge  of 
sewage  into  a  body  of  water,  without 
previous  treatment.  If  this  be  a 
stream  with  fairly  swift  current,  the 
waters  of  which  are  not  used  for 
drinking  purposes,  and  the  degree  of 
dilution  sought  is  only  sufficient  to 
avoid  a  nuisance,  it  has  usually  been 
assumed  that  the  sewage  from  1,000 
persons  should  be  diluted  by  a  flow 
of  from  2  to  7  cu.  ft.  per  sec,  de- 
pending upon  the  condition  of  the 
water.  Under  those  circumstances 
the  dissolved  oxygen  in  the  water 
should  be  sufficient  to  oxidize  all  or- 
ganic matter  before  putrefaction  can 
commence.  When  the  discharge  is 
into  salt  water  the  degree  of  dilution 
should  be  much  greater,  as  the  quan- 
tity of  dissolved  oxygen  present  is 
much  less  and  because  the  salts  con- 
tained in  sea  water  have  a  tendency 
to  delay  oxidation.  The  manner  in 
which  the  tide  washes  back  and  forth 
past  the  outlet  will  usually  determine 
the  limit  of  permissible  dilution.  In 
any  case  the  outlet  should  be  far 
enough  from  shore  and  in  a  sufficient 
depth  of  water  so  that  suspended 
matter  will  not  be  deposited  upon  the 
shore.  Where  the  water  into  which 
the  discharge  takes  place  is  used  for 
drinking  purposes  no  permissible  de- 
gree of  pollution  can  be  given.  The 
science  of  bacteriology  has  not  pro- 
gressed to  the  point  where  the  life  of 
pathogenic  germs  in  fresh  water  can 
be  stated  with  certainty.  Where  shell 
fish  are  in  danger  of  pollution  the 
only  safe  procedure  is  to  thoroughly 
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purify  the  sewage  or  to  so  locate  the 
sewer  outlet  that  the  tides  will  not 
bring  the  polluted  water  to  them. 

Treatment  upon  land  includes  both 
intermittent  filtration  and  broad  irri- 
gation. 

Intermittent  filtration  is  the  appli- 
cation intermittently  to  soil  of  as 
large  a  volume  of  sewage  as  can  be 
properly  purified  without  regard  to 
any  return  that  may  be  obtained  from 
crops. 

Broad  irrigation  is  the  distribution 
of  sewage  on  a  comparatively  large 
area  of  arable  land,  with  the  view 
primarily  of  obtaining  as  large  a  re- 
turn in  crops  as  possible. 

By  the  former  method  with  loamy 
or  sandy  soil  properly  under-drained, 
100,000  to  150,000  gallons  of  sewage 
of  average  strength  can  be  purified 
per  acre  per  day. 

By  the  latter  method  the  quantity 
of  sewage  treated  per  acre  per  day 
would  depend  upon  the  character  of 
the  soil,  the  character  of  the  crops 
under  cultivation  and  the  quantity  of 
rainfall.  Generally  not  more  than 
25,000  gallons  per  acre  per  day  can  be 
successfully  treated  in  this  manner. 

As  a  commercial  proposition  this 
method  of  sewage  treatment  has  al- 
most universally  been  found  to  be  a 
failure.  It  is  true  that  in  a  number 
of  instances  sewage  is  still  disposed 
of  in  this  manner.  The  most  notable 
cases  are  the  sewage  farms  of  Paris 
and  Berlin,  but  neither  of  these  farms 
arc  maintained  at  a  profit,  and  in  Ber- 
lin at  least  other  methods  of  disposal 
are  under  consideration. 

Conditions  may  be  such  that  the 
former  method  may  be  advantageous- 
ly used,  though  the  cost  of  land  in  the 
neighborhood  of  cities  is  usually  pro- 
hibitive. Except  in  the  most  arid  re- 
gions the  cases  are  rare  in  the  United 
Stales,  where  either  method  could  be 
shown  to  be  economical  or  desirable. 

Chemical  precipitation  as  practiced 
tO-day  means  in  the  majority  of  cases 
the  application  to  sewage  of  lime, 
alone  or  together  with  copperas,  or 
other  iron  salts,  alum  or  the  salts  of 
aluminum.  A  number  of  patented 
processes  <»f  this  character  have  been 


extensively  exploited  and  have  been 
used  with  some  success  in  a  limited 
number  of  cases.  This  process  offers 
the  widest  field  for  the  activities  of 
the  promoter,  and  the  man  who  has 
<li>covered  a  complete  solution  of  the 
problem  of  sewage  disposal  through 
chemical  precipitation  still  crops  up 
frequently.  There  are  still  under  op- 
eration in  this  borough  four  plants 
for  the  purification  of  sewage,  in 
which  the  treatment  as  originally  in- 
tended consists  of  the  application  of 
lime  chlorine  gas  made  from  H2S04, 
salt,  and  the  black  oxide  of  mangan- 
ese and  the  perchloride  of  iron.  The 
use  of  iron  salts  has  been  entirely 
discontinued,  and  chlorine  is  still  used 
in  only  one  plant. 

These  plants  fail  entirely  in  ob- 
taining the  desired  result  and  the  ex- 
pense of  their  operation  is  entirely  out 
of  proportion  to  the  benefit  obtained. 
The  design  of  modern  plants  to  re- 
place them  is  already  under  way. 

The  chemicals  used  in  various  com- 
binations in  the  numerous  proprietary 
processes  exploited  have  been  almost 
innumerable,  but  not  more  than  three 
or  four  have  survived  the  test  of 
actual  use.  They  are  lime,  copperas 
and  alum,  or  the  sulphate  of  alumi- 
num. Some  combination  of  thes" 
(most  frequently  lime  and  copperas) 
is  still  used  in  a  number  of  very  large 
and  important  plants,  as  at  Barking 
and  Crossness,  where  the  sewage  of 
London  is  treated,  at  Salford  a  large 
suburb  of  Manchester;  Providence, 
R.  I.,  and  Worcester,  Mass.  A  nota- 
ble case  where  lime  alone  is  used  a-  a 
precipitant  and  where  the  plant  is 
comparatively  new  is  Dublin,  Ireland. 
In  most  cases  [  think  it  will  he  found 
that  the  replacing  of  such  systems  of 
treatment  with  more  modern  ones  is 
under  consideration,  and  I  know  of 
no  cases  in  which  new  plants  of  this 
character  are  contemplated.  W  here 
lime  and  copperas  are  used  as  preeipi- 
tants  the  former  is  first  thoroughly 
slaked,  and  by  the  addition  of  suf- 
ficient water  and  thorough  grinding 
reduced  to  a  milk  of  lime.  It  should 
he  thoroughly  stirred,  so  that  as  great 
a  proportion  as  possible  may  be  car- 
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ried  into  solution,  as  in  this  form  it 
is  much  more  effective  in  coagulating 
the  finely  comminuted  particles  of  sus- 
pended matter  and  in  precipitating 
those  still  finer  particles  held  in  col- 
loidal solution. 

The  sewage  is  thoroughly  screened, 
usually  through  screens  of  about 
inch  mesh,  and  the  milk  of  lime  added 
either  in  the  effluent  channel  from  the 
screen  chamber,  at  the  entrance  to  the 
sedimentation  tanks  or  at  the  mouth 
of  the  sewer  itself.  Copperas  thor- 
oughly dissolved  is  added  immediately 
after  the  lime.  The  proportion  in 
which  these  two  chemicals  are  added 
varies  with  the  strength  of  the  sew- 
age, but  is  usually  about  4  grains 
of  lime  and  1*4  of  copperas  per  gal- 
lon of  sewage.  It  is  allowed  to  stand 
a  few  hours  in  the  sedimentation 
tanks  or  to  pass  slowly  through  them 
at  such  a  rate  that  the  suspended  mat- 
ters are  precipitated  and  the  effluent 
is  drawn  off  for  further  treatment  or 
allowed  to  pass  directly  to  the  outlet. 
The  precipitated  matters  form  a  dark 
mass  of  sludge  upon  the  bottom  of 
the  tanks,  which  contains  from  90  to 
95  per  cent,  of  water  and  which  is 
disposed  of  periodically  at  intervals 
of  a  few  weeks  by  transportation  to 
sea  in  barges,  by  spreading  upon  land 
or  by  pressing  into  cakes  for  use  as 
fertilizer,  the  value  of  which  has  been 
found  to  be  about  equal  to  the  cost  of 
carting  it  away.  The  percentage  of 
chemical  purification  by  such  proc- 
esses is  usually  not  greater  than  50. 
Bacterial  purification  may  be  much 
higher,  depending  upon  the  chemicals 
used.  The  suspended  matter  is  nearly 
all  precipitated  and  a  small  portion  of 
the  organic  matter  in  solution  is  also 
removed,  so  that  the  effluent  is  clear, 
but  unfortunately  lime  when  added 
in  excess  has  a  tendency  to  carry  into 
solution  some  of  the  organic  matter 
held  in  suspension  and  the  clarified 
effluent  is  subject  to  putrefaction. 

The  cost  of  chemicals  and  the  re- 
moval of  sludge,  which  is  greatly  in- 
creased in  quantity  over  that  obtained 
by  the  use  of  other  processes,  is  very 
great. 

Although  much  experimental  work 


is  still  being  done,  the  weight  of  opin- 
ion seems  to  be  that  chemical  precipi- 
tation, except  as  an  adjunct  to  other 
processes  and  in  special  cases,  will 
soon  be  almost  entirely  superseded  by 
other  methods  of  treatment  which  are 
more  inexpensive  and  effective. 

Biological  methods  of  sewage  treat- 
ment almost  invariably  include  a  more 
or  less  thorough  screening  as  a  pre- 
liminary operation.  The  outlet  sewer 
discharges  directly  into  a  grit  cham- 
ber, which  is  of  sufficient  size  to  check 
the  velocity  so  that  all  of  the  coarser 
mineral  matter  carried  in  suspension 
may  be  deposited.  The  amount  of 
mineral  matter  thus  collected  is  de- 
pendent entirely  upon  the  character 
of  the  drainage  area  and  the  flow  in 
the  sewers.  If  the  surface  of  the 
drainage  area  from  which  storm 
water  is  collected  is  unimproved  and 
has  steep  slopes  so  that  much  sand 
and  other  detritus  is  washed  into  the 
sewers  in  times  of  storm,  and  if  the 
sewers  are  properly  designed  so  that 
they  are  self-cleansing,  several  cubic 
yards  of  this  material  per  million  gal- 
lons of  sewage  may  be  deposited  at 
times.  The  ordinary  dry  weather 
flow  will  deposit  very  little  in  the  grit 
chamber.  From  the  grit  chamber  the 
sewage  is  allowed  to  flow  through  a 
screen  or  screens,  which  in  most  cases 
are  either  mechanically  operated  or 
are  mechanically  cleaned,  though  in 
the  London  disposal  works,  where 
more  sewage  is  treated  than  at  any 
other  place  in  the  world,  the  screens 
are  cleared  by  hand  raking. 

The  coarser  screens  in  common  use 
consist  of  inclined  bars  with  spaces 
between  of  about  %-inch.  Slowly 
revolving  rakes  pass  upward  along 
these  bars  and  remove  the  coarser 
particles  of  suspended  matter  which 
lodges  upon  them.  The  rakes  move 
upward  to  a  height  of  perhaps  four 
feet  above  the  floor  surface,  where  a 
rapidly  revolving  brush  similar  to 
those  used  in  street  cleaning  machines 
sweeps  the  matter  collected  into  a 
trough  from  one  end  of  which  it  is 
delivered  into  a  cart  or  barrow,  for 
final  disposition,  by  a  long  screw.  If 
the  screening  is  made  more  thorough 
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the  meshes  are  made  much  finer  (in 
some  cases  as  small  as  J^-inch),  and 
the  screen  itself  revolves  like  an  end- 
less belt.  It  is  cleaned  in  the  manner 
explained  above. 

The  material  collected  in  this  man- 
ner is  chiefly  rags,  paper,  sticks,  the 
remains  of  fruit  and  much  other  mat- 
ter which  might  properly  go  into  the 
garbage  pail.  Fecal  matter  is  usually 
too  finely  comminuted  before  reaching 
the  sewer  outlet  to  permit  of  being 
screened  out.  The  quantity  collected 
depends  almost  entirely  upon  the 
strength  of  the  sewage.  In  Great 
Britain,  where  the  sewage  flow  in 
many  cases  is  from  30  to  40  gallons 
per  capita  daily,  23^  to  3  cubic  yards 
of  screened  sludge  per  million  gal- 
lons are  frequently  collected.  In 
America  it  would  ordinarily  be  con- 
siderably less. 

From  the  screen  chamber  the  sew- 
age enters  the  septic  or  sedimentation 
tank,  preferably  with  as  little  disturb- 
ance as  possible,  so  that  the  particles 
of  suspended  matter  may  not  become 
more  finely  divided  and  the  time  re- 
quired for  sedimentation  increased. 
For  this  same  reason  pumping  before 
the  sewage  has  passed  the  septic  tank 
should  be  avoided  where  possible. 

I  shall  not  attempt  to  describe  in 
too  great  detail  the  design  of  the  sep- 
tic tank  or  to  discuss  the  mooted 
points  in  its  action.  The  first  septic 
tank  was  placed  in  practical  operation 
at  Exeter  in  1896,  though  the  princi- 
ples upon  which  it  worked  had  been 
enunciated  by  Dr.  Alex.  Mueller  in 
1865  and  later  by  others,  and  had  been 
practically  demonstrated  by  the  op- 
eration of  Mouras'  Automatic  Scav- 
enger in  1 88 1.  Septic  action  doubt- 
less takes  place  to  some  extent  in 
every  well  built  cesspool.  It  was  en- 
thusiastically hailed  as  a  means  of  to- 
tally destroying  all  organic  matter  de- 
posited within  it.  and  as  a  complete 
solution  of  the  sludge  problem.  It 
was  stated  that  all  organic  matter  de- 
posited in  the  tank  was  hydrolizcd. 
gasified,  or  in  other  ways  converted 
into  harmless  mineral  compounds  by 
the  action  of  anaerobic  bacteria,  and 
among  many  this  belief  still  exists. 


That  it  is  not  in  accordance  with  the 

facts,  however,  has  been  demonstrated 
many  times  and  can  be  so  demonstrated 
whenever  the  action  of  a  septic  tank 
can  be  observed.  German  scientists 
have  always  looked  with  some  sus- 
picion upon  the  extravagant  claims 
made  for  the  septic  tank  by  Dibdin, 
Cameron  and  other  English  engineers 
and  chemists,  and  have  doubted  its 
efficacy  as  a  sludge  destroyer. 

It  was  my  privilege  during  the  past 
winter  to  observe  the  operation  of  a 
tank  of  this  kind  at  Hampton,  Eng., 
which  was  built  by  Dr.  \Y.  Owen 
Travis,  who  is  at  the  present  time 
one  of  the  foremost  opponents  of  the 
original  theory  of  the  septic  tank. 
This  tank  is  built  entirely  of  glass  and 
receives  screened  sewage  directly 
from  the  main.  W  ith  the  microscope 
it  is  possible  to  note  the  various  phe- 
nomena which  occur.  With  the  fur- 
ther aid  of  chemical  analyses  fairly 
correct  conclusions  can  be  arrived  at. 

As  the  suspended  matter  is  depos- 
ited upon  the  bottom  of  the  tank  and 
is  attacked  by  the  anaerobic  bacteria, 
minute  gas  bubbles  are  seen  to  form 
throughout  the  mass  of  sludge.  Some 
of  them  escape  directly,  while  the 
majority  of  them  remain  imprisoned 
until  they  can  run  together  into  larger 
ones  and  become  strong  enough  to 
raise  masses  of  sludge,  and  with  an 
eruptive  action  spread  it  in  fine  par- 
ticles far  and  wide  throughout  the 
supernatant  liquid.  Some  of  it  thus 
passes  out  of  the  tank  with  the  efflu- 
ent, while  the  greater  proportion  set- 
tles to  the  bottom,  to  be  acted  upon 
again  and  again  in  like  manner. 
Analyses  often  show  the  total  solids 
in  the  tank  effluent  to  be  as  great  as 
in  the  entering  sewage.  Occasionally 
masses  of  sludge,  the  specific  gravity 
of  which  is  reduced  by  imprisoned 
gas,  remain  at  the  top  of  the  liquid 
and  gradually  a  scum  is  formed  which 
may  become  of  considerable  thickness. 
The  gases  given  off  are  almost  entire- 
ly nitrogen,  hydrogen,  marsh  gas  and 
carbonic  acid  gas.  Much  of  the  car- 
bonic acid  gas  evolved  is  dissolved 
in  the  sewage  and  is  carried  away  in 
the  effluent.    At  Columbus,  O.,  dur- 
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ing  a  four  months'  trial,  from  March 
to  June,  inclusive,  the  volume  of  gas 
given  off,  which  is  a  fair  measure  of 
bacterial  activity,  varied  from  iy2  to 
7  per  cent,  of  the  volume  of  sewage 
treated.  The  periods  of  greatest  ac- 
tivity are  usually  in  June,  August  and 
September. 

It  was  formerly  thought  necessary 
to  construct  the  tank  of  sufficient  ca- 
pacity to  hold  24  hours'  flow  or  even 
larger.  The  weight  of  opinion  at  the 
present  time  favors  a  period  of  reten- 
tion for  American  sewages  of  not 
longer  than  eight  hours,  so  that  the 
flowing  liquid  itself  may  not  become 
septicized  and  subsequent  treatment 
interfered  with.  The  effluent  of  the 
tank  should  not  be  impregnated 
with  toxic  compounds  to  a  greater  ex- 
tent than  is  necessary  by  its  passage 
above  the  accumulation  of  decompos- 
ing matter  at  the  bottom.  With  this 
end  in  view  it  is  desirable  to  main- 
tain a  velocity  through  the  tank  of 
about  one  foot  per  minute. 

It  is  generally  recognized  that  a 
longer  period  of  retention  in  the  sep- 
tic tank  than  is  necessary  to  clarify 
the  liquid  is  not  beneficial  in  its  fur- 
ther purification  by  filtration,  and 
there  are  those  who  believe  that  the 
septic  tank  might  well  be  abandoned 
altogether  and  the  use  of  very  fine 
screens  substituted.  Recent  experi- 
ments at  the  Massachusetts  Institute 
of  Technology  showed  that  with  Bos- 
ton sewage  at  least  quite  as  good  a 
filter  effluent  could  be  obtained  with 
raw  screened  sewage  as  with  septic 
tank  effluent. 

At  Columbus  during  a  test  extend- 
ing over  eieven  months,  the  average 
degree  of  purification  effected  by  five 
septic  tanks  expressed  as  percentages 
of  removal  of  the  several  constituents 
contained  in  the  applied  sewage  is  as 


follows : 

Oxygen  consumed  (which  is  a 
fair  measure  of  organic  mat- 
ter)   19% 

Organic  nitrogen    19% 

Free  ammonia   3% 

Total  suspended  matter    5°% 

Volatile  suspended  matter  ....  48% 
Mineral  suspended  matter  ....  51% 
Bacteria   90% 


The  difference  between  the  results 
of  an  eight  hour  and  a  24  hour  period 
of  retention  was  not  material.  Sedi- 
mentation tanks  in  which  the  period 
of  retention  is  considerably  shorter, 
the  velocity  of  flow  greater,  and  where 
sludge  is  removed  at  comparatively 
short  intervals  so  that  septic  action 
is  not  set  up  to  any  extent,  produce 
results  nearly  comparable  with  the 
above. 

It  should  be  remembered  that  both 
sedimentation  and  septic  tanks  furnish 
only  preliminary  treatment,  the  value 
of  the  effluent  being  judged  largely 
by  its  susceptibility  to  further  treat- 
ment in  contact  beds,  sprinkling 
filters  or  slow  sand  filters.  It  is  sel- 
dom non-putrescible. 

Contact  beds  are  beds  of  broken 
stone  or  cinders  or  other  material  of 
similar  character  which  will  not  dis- 
integrate under  continued  use.  This 
material  usually  varies  in  size  from 
^-inch  to  2  inches  in  diameter  and 
is  from  4  to  6  feet  in  depth.  These 
beds  are  enclosed  by  water-tight  side- 
walls  and  floor  and  are  provided  with 
ample  nnder-drains  laid  at  frequent 
intervals,  with  the  necessary  channels 
and  piping  to  deliver  the  effluent  of 
the  septic  or  sedimentation  tanks  upon 
the  surface  of  the  beds  and  for  draw- 
ing off  the  purified  effluent  with  any 
desired  rapidity.  In  operation  the 
tank  effluent  is  allowed  to  flow  into  a 
bed  until  it  stands  full  or  nearly  even 
with  the  top  of  the  stone  filling  when 
it  is  shut  off  and  turned  into  another 
bed.  The  filling  should  take  place 
slowly  and  should  require  about  one 
hour.  A  longer  period  than  this  is 
not  thought  favorable  to  the  greatest 
activity  of  aerobic  bacteria  with  the 
consequence  that  the  effluent  is  fre- 
quently putrescible. 

As  to  the  most  advisable  period  of 
contact,  Mr.  Geo.  A.  Johnson  in  re- 
porting upon  the  results  obtained  at 
Columbus,  O.,  states :  "In  general 
terms  it  seems  to  be  a  fact  that  the 
period  of  contact  should  not  be 
longer  than  to  bring  about  a  complete 
absorption  of  the  atmospheric  oxygen, 
which  the  filter  and  the  sewage  con- 
tain, and  to  remove  by  the  agencies 
of  adsorption  and  bacterial  reduction 
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such  a  proportion  of  the  dissolved 
and  suspended  putrescible  matter  and 
oxygenated  nitrogen  compounds,  re- 
spectively, that  the  residual  amounts 
of  the  latter  will  be  adequate  in  the 
oxidizing  of  the  residual  putrescible 
matters  in  the  effluent." 

In  the  case  mentioned  above  a 
period  somewhat  longer  than  one 
hour  accomplished  the  desired  result. 
In  common  practice  I  believe,  how- 
ever, that  a  period  of  approximately 
3  hours  is  common. 

The  operation  of  emptying  a  con- 
tact bed  should  be  carried  out  slowly, 
as  too  great  rapidity  would  tend  to 
wash  out  quantities  of  putrescent  sus- 
pended matter  deposited  through  the 
influence  of  adsorption,  or  the  attrac- 
tion of  surfaces,  upon  the  filtering 
material.  The  time  required  for  fill- 
ing (i  hour)  is  thought  proper  for 
the  time  of  emptying.  After  the  bed 
is  emptied  it  should  be  allowed  to 
stand  empty  for  several  hours  (per- 
haps in  general  from  6  to  8  hours, 
although  the  most  desirable  length  of 
time  would  have  to  be  determined  by 
experiment  in  each  particular  case), 
or  until  the  pores  of  the  filtering  ma- 
terial became  thoroughly  filled  with 
air  and  the  organic  matter  lodged 
upon  the  filtering  surfaces  is  sub- 
jected to  aerobic  action. 

It  is  seldom  thought  sufficient  to 
subject  the  effluent  of  the  septic  or 
sedimentation  tank  to  a  single  con- 
tact as  above  explained,  and  by  far 
the  greater  number  of  plants  employ- 
ing this  system  make  use  of  a  double 
or  even  a  triple  contact  system;  that 
is.  the  effluent  from  the  first  contact 
bed  is  passed  in  a  similar  manner 
through  a  second,  and  at  times  a  third 
bed  of  the  same  character,  but  which 
usually  contains  somewhat  smaller 
material.  With  a  single  bed  five  feet 
in  depth  the  ordinary  American  sew- 
age  can  be  treated  at  the  rate  of 
500,000  gallons  per  acre  per  day  and 
an  uniformly  non-putrescible  effluent 
secured.  That  is  assuming  that  it  has 
undergone   a   thorough  preliminary 

screening  and  sedimentation.  With 
double  or  triple  beds  this  rate  can  be 
more    than    doubled.      The  effluent 


should  be  clear  and  sparkling  and  en- 
tirely non-putrescible. 

As  compared  with  the  crude  sew- 
age from  which  coarser  suspended 
matters  have  been  screened,  this  ef- 
fluent should  show  a  percentage  re- 
moval of  the  matters  originally  con- 
tained therein  about  as  follows : 


Oxygen  consumed    65% 

Organic  nitrogen    72% 

Nitrogen  as  free  ammonia....  38% 

Total  suspended  matter   90% 

Volatile  suspended  matter   90% 

[Mineral  suspended  matter   90% 

Bacteria    45% 


The  manner  in  which  these  results 
are  brought  about  is  not  yet  thor- 
oughly understood,  and  opinions  of 
those  best  qualified  to  judge  are  not 
entirely  in  accord,  but  from  present 
knowledge  of  natural  laws  which  gov- 
ern, it  seems  probable  that  while 
standing  full  the  material  in  suspen- 
sion and  in  colloidal  solution  being- 
brought  into  intimate  contact  with  the 
surfaces  of  the  filtering  material  is  in- 
fluenced by  what  is  known  as  adsorp- 
tion or  the  attraction  of  surfaces,  but 
which  is  perhaps  in  reality  only  mole- 
cular attraction,  and  is  rapidly  depos- 
ited. It  is  possible  also  that  a  process 
of  desolution  also  takes  place  through 
which  more  or  less  organic  matter  in 
solution  is  brought  out  of  solution  and 
largely  deposited.  Theoretically  the 
filter  should  stand  full  only  long 
enough  for  this  deposit  to  take  place, 
and  not  long  enough  for  the  oxygen 
contained  in  the  bed  and  the  small 
amount  in  the  sewage  itself  to  become 
exhausted  so  that  the  anaerobic  or 
facultative  bacteria  may  begin  their 
work. 

After  the  filter  is  emptied  and  the 
pores  are  filled  with  fresh  air  the 
matter  so  deposited,  being  in  favora- 
ble condition  for  such  action,  is  rap- 
idly attacked  by  aerobic  bacteria  and 
i-  oxidized  with  the  Formation  of  COa 
nitrates  and  nitrites.  When  tin-  oxy- 
gen is  again  exhausted  putrefaction 
commences  and  these  compounds  are 
again  reduced. 

Another  filling!  of  the  filter  pro- 
duces a  fresh  deposition  of  organic 
matter,  and  through  the  agency  of  the 
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bacteria  of  putrefaction  and  those  of 
oxidation  another  cycle  of  changes  is 
brought  about.  The  quantity  of  ni- 
trates and  nitrites  present  is  consid- 
ered an  indication  of  the  effectiveness 
of  the  filter's  action.  They  are  con- 
sidered necessary  to  the  production 
of  a  non-putrescible  effluent  because 
of  the  oxygen  which  they  contain  and 
which  is  available  for  the  oxidation 
of  putrescible  matters  in  the  effluent. 

The  main  advantages  of  the  con- 
tact filter  seem  to  be  that  under  cer- 
tain circumstances  considerable  ex- 
pense for  pumping  can  be  saved,  in- 
asmuch as  the  sewage  can  be  allowed 
to  flow  directly  upon  the  bed  and  no 
head  is  lost  between  it  and  the  septic 
tank,  that  the  offensive  liquid  may  be 
kept  entirely  out  of  sight  beneath  the 
surface  of  the  filtering  material,  and 
that  if  operated  from  below  it  is  less 
susceptible  to  the  effects  of  low  tem- 
perature and  heavy  snow.  In  certain 
cases  these  advantages  may  be  suffi- 
cient to  determine  its  adoption. 

The  disadvantages  are  that  only 
Y±  or  1-6  the  volume  of  sewage  can 
be  treated  upon  it  that  can  be  treated 
upon  the  sprinkling  filter  (the  cost  of 
the  necessary  land  would  therefore 
be  enormously  increased)  ;  that  the 
interstices  of  the  filtering  material 
soon  become  clogged  with  sludge  so 
that  ordinarily  it  becomes  necessary 
to  remove  this  material  entirely  every 
few  years  (say  five  or  six),  wash  it 
thoroughly  and  replace  the  portion 
found  fit  for  use  again  after  screen- 
ing, and  that  the  character  of  the  ef- 
fluent is  not  uniformly  so  good  as  the 
effluent  from  sprinkling  filters.  Wash- 
ing and  cleaning  filtering  material  is 
an  expensive  and  nasty  operation.  At 
Manchester,  England,  where  at  pres- 
ent about  46  acres  of  contact  beds  are 
in  operation  it  is  found  that  cleaning 
is  necessary  about  once  every  five 
years.  At  the  time  of  my  visit  it  was 
in  full  swing  and  a  large  force  of 
men  was  employed  in  shoveling  the 
filtering  material  ( which  in  this  case 
is  cinders)  into  dump  cars,  delivering 
it  to  the  screens  where  it  was  washed 
and  screened,  and  in  replacing  it  in 
the  beds.    This  work  was  done  at  a 


cost  of  is.  4-d.,  or  about  33  cents  per 
cubic  yard,  a  little  less  than  half  the 
cost  of  broken  stone  suitable  for  this 
purpose  delivered  at  the  dock  in  this 
city.  Two  cleanings  therefore  at  the 
increased  cost  of  labor  in  this  country 
would  be  equivalent  in  cost  to  an  en- 
tire renewal  of  the  filtering  material. 
These  beds  during  the  last  year  have 
been  operated  at  the  rate  of  478,000 
gallons  per  acre  per  day.  The  effluent 
produced  has  been  quite  generally 
non-putrescible.  The  sewage  dealt 
with  was  considerably  stronger  than 
that  of  this  borough,  the  water  supply, 
which  in  general  is  a  rough  measure 
of  its  dilution,  being  75  gallons  per 
capita  per  day,  while  that  of  this  bor- 
ough is  98.  The  problem  is  also  much 
complicated  by  +he  presence  of  great 
quantities  of  trade  wastes. 

Sprinkling  filters,  percolating  fil- 
ters, or  trickling  filters  as  they  are 
variously  called,  are  filters  to  the  sur- 
face of  which  sewage  after  having  re- 
ceived preliminary  treatment  by 
screening,  sedimentation,  septic  ac- 
tion, chemical  precipitation  or  a  com- 
bination of  these  or  other  processes 
is  applied  in  a  fine  spray  continuously 
and  in  such  manner  that  it  is  evenly 
distributed  over  the  whole  surface, 
the  ideal  condition  being  that  of  a  fine 
rain. 

The  filtering  material  may  be  either 
broken  stone,  cinders,  coke  or  any 
other  material  which  will  not  break 
down  or  become  too  much  compacted 
in  the  bed,  which  is  cheap  and  which 
furnishes  as  great  an  area  of  mod- 
erately rough  surfaces  as  possible  as 
in  the  case  of  contact  beds.  Present 
practice  favors  the  use  of  rather 
coarse  material  from  Y\  inch  to  2^ 
inches  in  diameter  in  beds  of  from 
6  to  12  feet  in  depth.  These  beds  are 
laid  out  in  areas  of  from  J/2  to  2 
acres  each  and  are  provided  with 
smooth  water  tight  bottoms,  usually 
of  concrete,  which  slope  either  inward 
to  a  central  collecting  channel  or  out- 
ward to  a  collecting  channel  border- 
ing the  bed  on  three  sides.  The  floor 
is  covered  with  closelv  laid  collecting; 
drains  formed  of  split  tile  and  laid 
with  open  joints  in  such  a  manner  as 
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to  collect  little  deposit  and  afford  as 
ready  access  as  possible  to  the  efflu- 
ent. Their  ends  should  be  left  en- 
tirely open  to  the  atmosphere  and  they 
should  be  laid  in  continuous  lines 
across  the  bed.  so  as  to  allow  a  free 
circulation  of  air  beneath  the  bed. 
Xo  side  walls  are  necessary,  the  ma- 
terial being  allowed  to  take  its  own 
slope,  though  where  space  is  valuable 
they  are  usually  economical  because 
of  the  greater  area  of  filtering  surface 
which  can  be  obtained.  Side  walls 
should  be  built  with  open  joints  so  as 
to  afford  free  access  of  the  air  to  the 
sides  of  the  bed  and  to  avoid  ex- 
pense. They  may  be  made  as  light 
and  cheap  as  possible  consistent  with 
stabilitv. 

The  main  pipe  or  carrier  through 
which  sewage  is  brought  to  the  bed 
is  usually  extended  along  one  side. 
At  intervals  of  from  30  to  40  feet 
smaller  pipe?  varying  in  diameter 
from  10  to  6  inches  branch  at  right 
angles  and  cross  the  bed  either  on  its 
surface  or  (if  the  climate  is  severe 
and  it  is  thought  there  is  danger  of 
freezing  near  the  bottom.  From 
these  branch  pines  are  taken  off  other 
branches  (4  inches  in  diameter")  at  in- 
tervals of  from  9  to  16  feet  depending 
upon  the  head  of  water  available  and 
the  character  of  iet  used.  The  spray 
jets  are  fastened  directly  to  these 
small  distributing  pipes  so  that  the  en- 
tire bed  mav  be  completelv  covered  by 
sprav.    Such  a  filter  is  designed  for 


depth  have  operated  satisfactorily  at 
rates  of  from  3.000.000  to  4.000.000 
gallons  per  acre  per  day  and  have 
produced  an  effluent  which  is  quite 
uniformly  non-putrescible.  It  is  clear 
and  sparkling  and  is  fit  chemically  to 
be  discharged  into  the  average  stream. 

Experimental  filters  (Xos.  135  and 
136)  have  now  been  in  operation  at 
Lawrence,  Mass.,  for  more  than  eight 
years.  They  have  treated  sewage  at 
rates  varying  from  1.000,000  gallons 
to  4.000.000  gallons  per  acre  per  day: 
98  per  cent,  of  the  samples  of  the 
effluent  tested  have  been  non-putresci- 
ble. and  this  in  face  of  the  fact  that 
preliminarv  treatment  has  been  of  all 
grades  of  thoroughness,  straining, 
screening,  sedimentation,  and  septic 
treatment.  The  filtering  material  in 
these  filters  is  somewhat  finer  than  is 
usual  in  ordinary  practice.  All  of  the 
stone  used  will  pass  a  screen  with  1- 
ineh  meshes  :  40  per  cent,  of  the  stone 
used  will  pass  a  screen  with  T/^-inch 
meshes :  4  per  cent,  of  the  stone  used 
will  pass  a  screen  with  T4-inch 
meshes.  Finer  material  is.  of  course, 
all  screened  out. 

During"  the  vear  IQ03  ( according 
to  Mr.  H.  W.  Clark,  the  chemist  of 
the  Massachusetts  State  Board  of 
Health")  filter  Xo.  136  was  operated 
at  the  rate  of  2.500,000  gallons  per 
acre  per  day  with  raw  strained  sew- 
age and  accomplished  the  following 
purification.  Quantities  are  in  parts 
per  100,000: 


.  Ammonia  , 

Free  —Albuminoids  —  Rjeldahl  Nitrogen-  - 

In  So1ti-  In  Solu-  Chlo-  Oxygen     Ni-  Ni- 

Total      tinn  Total         tion  rine  Cons'd    trates  trites 

Sewape 

Applied..  4. 05    .30,       .24  .80          .49  9.Q6  2.90   

Effluent  1.6      .147      .093  .266          ...  9.02  1.37      T.47  .0107 


continuous  operation  and  will  operate 
satisfactorily  in  all  extremes  of 
weather  to  which  our  own  climate  is 
subject,  and  with  raw  sewage  either 
properlv  screened  or  settled,  or  with 
the  effluent  from  the  septic  tank.  With 
average  American  sewage  experi- 
mental filter^  from  Q  tn  12  feet  in 


Chlorine  cannot  be  appreciably  re- 
duced by  any  practicable  method  of 
treatment.  Considering  the  practical 
absence  of  preliminarv  treatment  this 
i^  a  notable  result. 

Tn  theorv  the  action  of  the  sprink- 
ling filter  is  as  follows:  The  effluent 
from  septic  or  other  preliminary  treat- 
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ment  with  its  contents  of  dissolved 
oxygen  nearly  or  quite  exhausted  and 
with  oxygen  consumed  at  about  37 
parts  per  million  is  brought  into  inti- 
mate contact  with  the  atmosphere 
through  a  fine  spray  and  its  contained 
oxygen  increased  to  80  per  cent,  of 
saturation.  Practically  all  suspended 
matter  and  a  small  portion  only  of 
organic  matter  in  solution  has  been 
removed.  The  main  portion  of  or- 
ganic matter  in  solution  remains  to 
be  dealt  with.  In  this  state  it  passes 
slowly  in  thin  films  over  the  surfaces 
of  the  filtering  material  with  air  in 
contact.  This  is  the  ideal  condition 
for  the  operations  of  oxidizing  or 
aerobic  bacteria  and  the  organic  mat- 
ter in  solution  as  well  as  that  remain- 
ing in  suspension  is  reduced  to  nitric 
and  organic  acids,  which  in  turn  com- 
bine with  bases  in  the  sewage  to  form 
harmless  mineral  salts.  The  opera- 
tion of  removing  matter  in  its  passage 
through  the  filter,  whether  it  be  in  sus- 
pension or  in  colloidal  or  real  solu- 
tion, is  undoubtedly  carried  out  in 
part  at  least  by  adsorption,  the  same 
force  that  will  cause  a  chip  to  adhere 
to  the  side  of  a  boat.  The  result  is 
accomplished  through  the  action  of  a 
physical  force  as  well  as  by  bacterial 
action.  The  material  removed  from 
the  sewage  adheres  to  the  filtering  ma- 
terial in  filters  and  is  thoroughly 
worked  over  by  bacteria.  From  time 
to  time  it  becomes  detached  and  passes 
away  with  the  effluent  in  thin  flakes  of 
inert  humous  matter  which  is  practi- 
cally non-putrescible.  It  is  one  of  the 
conditions  of  success  of  such  a  filter 
that  the  suspended  matter  passing 
away  in  the  effluent  should  be  equal 
to  that  in  the  applied  sewage  plus 
whatever  amounts  have  been  removed 
from  solution  or  the  colloidal  state  so 
that  no  accumulation  of  solid  matter 
may  take  place  within  the  filter  and 
eventually  cause  deterioration  of  the 
effluent  and  necessitate  cleaning.  In 
well  designed  and  operated  filters 
cleaning  should  not  be  necessary  more 
frequently  than  once  in  fifteen  years. 

Fuller  considers  one  of  the  great- 
est advantages  of  this  filter  to  be  that 
it  will  operate  equally  well  with  sew- 


age of  different  strengths  at  various 
rates,  but  which  bring  about  the  same 
load  as  to  organic  matter,  other  things 
being  equal.  In  his  words,  "here  is 
a  style  of  filter  which  will  take  care 
of  the  sewage  of  as  many  people  per 
acre  with  the  dilute  American  sew- 
age as  it  will  with  the  concentrated 
European  sewage."  Instances  may  be 
cited  which  go  to  show  that  in  general 
the  sewage  of  from  3,500  to  4,500 
people  may  be  treated  per  acre  per 
foot  in  depth  of  bed.  Considering 
that  on  the  average  90  grammes  of 
total  solids  are  excreted  per  capita  per 
day,  a  rough  calculation  may  be  made 
of  the  weight  of  organic  matter  that 
can  be  dealt  with  per  foot  depth  per 
acre  per  day.  Being  a  contrivance 
for  the  propagation  of  bacteria,  the 
percentage  of  removal  by  a  filter  of 
this  character  is  not  high.  In  some 
cases  it  has  been  90  per  cent,  to  Q7 
per  cent,  of  those  contained  in  the 
original  sewage,  but  this  result  would 
ordinarily  be  obtained  only  by  a  thor- 
ough sedimentation  of  the  filter  efflu- 
ent. By  this  same  means  nearly  all  of 
the  suspended  matter  in  the  filter  ef- 
fluent mav  be  removed.  The  advisa- 
bility of  incurring  the  necessary  ex- 
pense will  depend  largely  upon  the  de- 
gree of  pnritv  desired,  whether  the 
effluent  is  to  be  discharged  into  salt 
water  or  into  water  from  which  water 
supplies  are  drawn.  By  the  use  of 
such  germicides  as  chlorine  or  sul- 
phate of  conoer  it  is  nossible  to  com- 
nletelv  sterilize  the  effluent,  but  the 
benefit  is  not  alwavs  commensurate 
with  the  expense  which  would  prob- 
ablv  be  not  much  less  than  $5.00  per 
million  gallons. 

The  same  result  can  be  accom- 
plished bv  slow  sand  filtration. 

The  history  of  the  development  of 
snrinkling  filters  is  too  long  for  rene- 
tition  here,  but  it  mav  be  said  that 
they  were  first  studied  extensively  in 
an  experimental  way  by  the  Experi- 
ment Station  of  the  State  Board  of 
Health  of  Massachusetts  at  Lawrence, 
beginning  in  i8qo.  Their  nractical 
features  have  been  develoned  almost 
entirely  by  the  English,  and  thev  can 
be  seen  in  practical  operation  to-day 
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on  a  large  scale  in  a  number  of  Eng- 
lish cities.  There  is  not  a  single  plant 
on  this  continent  at  the  present  time 
of  any  considerable  size  where  their 
operation  can  be  studied.  The  new 
sewage  works  at  Columbus,  O.,  which 
are  now  under  construction  will  in- 
clude sprinkling  niters  6  feet  in  depth, 
upon  which  it  is  designed  to  treat  sep- 
tic tank  effluent  at  the  rate  of  about 
2,000,000  or  2,500,000  gallons  per  acre 
per  day.  Similar  beds  will  be  used 
at  Reading,  Pa.  ;  9-foot  beds  have  been 
recommended  for  the  new  works  of 
Baltimore,  Md.,  where  it  is  expected 
that  3,000,000  gallons  per  acre  per  day 
at  least  can  be  treated.  Plans  are  also 
under  way  for  a  similar  plant  in  this 
borough  to  replace  the  present  26th 
Ward  plant. 

Perhaps  the  most  notable  plant  in 
the  world  of  this  character  is  at  Bir- 
mingham, England,  where  about  20 
acres  of  sprinkling  filters  can  be  seen 
in  practical  operation.  The  sewage 
from  a  population  of  more  than  900,- 
000,  equal  in  volume  to  32,000,000 
United  States  gallons  per  day  is  reg- 
ularly treated  in  this  manner. 

Intermittent  sand  filtration  as  a 
means  of  sewage  purification  was  de- 
veloped in  advance  of  the  contact  bed 
and  sprinkling  filter.  The  Lawrence 
experiment  station  has  been  mainly 
instrumental  in  developing  the  proc- 
ess. It  came  into  quite  general  use 
some  years  ago  throughout  New 
England  and  especially  in  the  towns 
and  smaller  cities  of  Massachu setts. 
The  same  or  more  careful  preliminary 
treatment  is  necessarv  as  with  contact 
beds  and  sprinkling  filters.  It  is  much 
more  necessary,  however,  that  the  re- 
moval of  suspended  matter  should  be 
thorough  in  the  preliminary  treatment 
to  avoid  clogginer  of  the  surface.  For 
this  reason  septic  treatment  is  not  as 
desirable  as  either  fine  screening  or 
plain  sedimentation.  Periods  of  rest 
and  aeration  must  be  frequent  and 
ample  and  material  accumulating  on 
tlie   surface  must   be   frequently  re- 

m<  ived. 

The    percentage    of  purification, 

especially  bacterial  purification,  ob- 
tained is  high  with  careful  operation. 


The  low  rate  at  which  such  filters 
must  be  operated,  and  the  great  area 
of  land  which  must  in  consequence  be 
provided,  makes  their  use  for  the 
larger  cities  generally  impracticable. 
Unless  areas  of  sand  which  are  suita- 
ble for  use  without  the  expense  of 
transportation,  screening  and  placing 
in  artificially  prepared  beds  can  h2 
found,  other  processes  will  be  found 
to  be  cheaper.  As  a  general  thing, 
with  medium  sand  rates  of  filtration 
greatly  in  excess  of  100,000  gallons 
per  acre  per  day  cannot  be  maintained 
for  any  length  of  time  without  more 
than  ordinarily  thorough  preliminary 
treatment.  Sand  filters  may  serve  a 
very  useful  purpose  in  the  final  treat- 
ment of  the  effluent  from  other  proc- 
esses where  the  degree  of  purification 
must  be  as  great  as  possible.  Even 
then  it  is  doubtful  whether  the  use  of 
a  suitable  germicide  with  careful  sedi- 
mentation would  not  generally  be 
found  preferable. 

The  report  of  the  Advisory  Board 
of  Engineers  and  the  Chief  Engineer 
to  the  Sewerage  Commission  of  the 
City  of  Baltimore  for  the  year  1906 
recommends  sand  filtration  as  the  final 
process  after  treatment  on  sprinkling 
filters.  Such  treatment  was  thought 
advisable  in  order  to  obtain  the 
greatest  degree  of  purification  practi- 
cable and  because  of  the  danger  of 
contamination  of  shell  fish  in  Chesa- 
peake Bay,  into  which  the  discharge 
of  75,000,000  gallons  of  sewage  will 
take  place.  The  carrying  out  of  this 
recommendation  would  involve  the 
immediate  purchase  of  500  acres  and 
the  ultimate  purchase  of  2,000  acres 
of  land.  Einal  action  has  not  yet  been 
taken  on  this  proposition,  and  other 
methods  are  under  consideration  with 
the  idea  of  avoiding  this  great  ex- 
pense. 

T  know  of  no  <  'tlier  place  where 
sand  filters  for  the  purification  of 
sewage  are  contemplated,  an<1  believe 
thai  while  thev  have  a  certain  field  of 
usefulness,  it  is  quite  limited.  Even 
under  circumstances  w  here  wat«T  sup- 
plies might  be  contaminated  1>\  the 
discharge  of  effluents  not  having  a 
high  degree  of  bacterial  purity  and 
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where  the  functions  of  sand  niters 
might  be  particularly  applicable  the 
question  may  arise  wnetner  it  is  not 
cheaper  to  purify  the  water  supply  as 
a  wtiole  than  to  carry  tiie  purincation 
ot  sewage  to  tne  necessary  extreme. 

111  all  systems  the  most  vexatious 
problem  met  with  is  the  proper  dis- 
position ot  sludge.  It  is  a  question 
ot  sludge  everywhere;  putrid  sludge 
wnich  accumulates  in  the  grit  cham- 
ber or  is  screened  from  the  raw  sew- 
age ;  sludge  which  accumulates  in  the 
sedimentation  tank  or  the  septic  tank; 
sludge  which  clogs  the  filter  bed  or 
escapes  in  tne  hnal  effluent.  In  all 
cases  it  is  responsible  for  a  large  part, 
and  in  many  cases  the  larger  part  of 
the  cost  of  operating  the  plants.  Prac- 
tice is  fairly  well  defined  so  far  as 
the  operations  necessary  for  the  pro- 
duction of  a  satisfactory  effluent  is 
concerned,  but  not  so  with  the  dispo- 
sition of  sludge.  My  own  observa- 
tion leads  me  to  believe  that  nuisances 
are  much  more  likely  to  arise  from 
sludge  removed  from  the  grit  chamber 
and  the  screens  than  from  all  other 
sources.  This  sludge  is  putrid,  and  if 
not  buried  promptly  or  removed  to 
sludge  boats  creates  a  stench  and  is 
infested  by  swarms  of  flies.  The  best 
demonstration  of  this  can  be  seen  at 
the  Barking  Works,  London,  where  a 
small  mountain  of  sludge  is  removed 
from  the  screens  daily.  It  is  here 
taken  to  sea  in  sludge  boats,  six  of 
which  are  constantly  employed. 

At  Birmingham  where  the  opera- 
tion of  the  plant  is  on  a  somewhat 
higher  plane  and  where  the  average 
daily  flow  of  sewage  is  about  32,000,- 
000  gallons,  Mr.  Watson,  the  engineer 
in  charge,  stated  that  in  1906  the 
amount  collected  was  270,000  cubic 
yards ;  7,000  yards  of  this  was  min- 
eral detritus  collected  in  the  grit  cham- 
ber; 70,000  cubic  yards  of  putrid 
matter  had  to  be  buried  at  once,  and 
124,000  cubic  yards  was  taken  from 
the  septic  tanks  proper.  When  suffi- 
cient land  is  available  it  can  be  dis- 
posed of  in  this  manner  very  handily 
by  spreading  in  layers  about  10  inches 
in  thickness  and  allowing  it  to  dry  out 
to  a  thickness  of  3  or  4  inches,  after 


which  it  may  be  plowed  in.  This  pro- 
cedure is  followed  at  Birmingham, 
where  six  miles  of  the  valley  of  the 
Tame  River  has  been  purchased 
mainly  for  this  purpose.  The  theory 
that  sludge  possesses  a  mammal 
value  great  enough  to  insure  a  margin 
of  profit  ever  the  cost  of  pressing  it 
and  preparing  it  for  application  to 
land  as  a  fertilizer  has  been  entirely 
exploded.  1  have  seen  no  place 
where  sludge  presses  were  not  idle, 
and  have  been  assured  that  all  at- 
tempts to  dispose  of  it  as  a  fertilizer 
have  resulted  in  loss. 

Septic  tank  sludge  has  no  manurial 
value,  at  least  for  a  year  or  two  after 
its  removal  from  the  tank.  It  is  also 
without  odor,  and  may  be  spread  upon 
fields  in  the  neighborhood  of  dwellings 
and  roads  without  causing  a  nuisance. 
Sludge  from  filter  beds  has  a  high 
manurial  value,  but  the  cost  of  pre- 
paring it  for  use  is  higher  than  any 
return  that  can  be  obtained  from  it. 

Fortunately  the  disposal  of  sludge 
in  this  borough  will  never  be  a  serious 
problem,  as  it  can  be  pumped  to  scows 
and  taken  to  sea  without  unreasona- 
ble expense. 

From  present  indications  the  next 
substantial  advances  in  methods  of 
sewage  purification  will  be  in  the  mat- 
ter of  preliminary  treatment  and  in 
the  final  treatment  of  sprinkling  filter 
effluents,  the  study  of  colloids  and 
their  treatment,  the  seeding  of  tanks 
with  suitable  species  of  bacteria  and 
bacterial  antagonism. 

Up  to  the  present  time  English  and 
American  opinion  has  almost  unani- 
mously favored  coarse  screening  or 
roughing  filters  followed  by  septic 
treatment. 

The  septic  tank  was  hailed  in  1896 
by  nearly  all  English  authorities  as  a 
complete  solution  of  the  sludge  prob- 
lem. Here  was  a  contrivance  by 
means  of  which  all  organic  sludge 
was  to  be  destroyed,  either  liquefied  or 
gasified,  and  after  a  period  of  twenty- 
four  hours  of  retention  the  clarified 
liquid  could  be  further  purified. 
Twelve  years'  experience  has  to  a  con- 
siderable extent  disproved  this  theory. 
Under  the  most  favorable  conelitions 


4io 


EDWIN  J.  FORT. 


sludge  accumulations  in  the  septic 
tank  are  reduced  by  10  to  40  per  cent., 
and  this  result  can  only  be  reached 
after  screening  and  in  the  absence  of 
trade  wastes  which  hinder  bacterial 
action.  Much  of  the  sludge  thought 
to  have  been  liquefied  is  found  to  have 
passed  away  in  the  effluent,  or  to  have 
been  retained  in  the  filter  beds.  It 
was  also  found  that  this  long  period 
of  retention  caused  the  liquid  to  be- 
come septicized  and  interfered  with 
its  further  treatment.  This  period  has 
therefore  been  reduced  to  eight  hours, 
with  the  rrospect  that  it  will  be  still 
further  shortened,  and  that  the  septic 
tank  may  become  a  sedimentation 
tank  only,  the  sludge  being  removed 
for  separate  septic  treatment. 

If  what  is  known  as  the  "Hampton 
theory"  (but  which  was  first  promul- 
gated by  German  scientists,  prominent 
among  which  are  Professors  Biltz  and 
Kronke,  of  Gottingen  and  Hamburg, 
and  Professor  Dunbar,  of  Hamburg), 
is  true,  namely,  that  much  of  the  or- 
ganic matter  now  considered  to  be  in 
solution  is  really  in  the  colloidal  state, 
that  its  separation  in  a  particulate  con- 
dition is  a  mechanical  and  not  to  any 
extent  a  bacterial  process,  and  is 
brought  about  by  adsorption,  and  that 
this  process  of  desolution  takes  place 
ordinarily  in  the  filter  bed  and  is  one 
of  the  main  causes  of  silting  up,  then 
the  design  of  the  septic  tank  should  be 
so  changed  as  to  provide  the  contact 
surfaces  required  to  cause  desolution 
before  the  filter  bed  is  reached.  The 
above  is  only  a  part  of  the  Hampton 
theory,  but  it  is  the  most  important 
part. 

Very  fine  screening  is  gaining  more 
and  more  favor.  It  does  not  materi- 
ally increase  the  expense  and  subse- 
quent operations  are  made  much  less 
difficult. 

Comparatively  little  is  yet  known 
of   the   various    species   of  bacteria 


most  favorable  to  anaerobic  action; 
those  most  active  in  aerobic  action  and 
those  which  are  antagonistic  to  one  or 
both  of  the  above  classes.  With  suffi- 
cient knowledge  of  this  subject  it 
might  be  possible  to  propagate  the  de- 
sired species  and  to  seed  the  tanks 
and  beds  when  a  falling  off  in  effi- 
ciency showed  this  to  be  desirable. 
This  is  a  task  which  the  bacteriologist 
has  yet  to  undertake. 

In  conclusion  it  may  be  said  that 
the  design  of  each  new  disposal  plant 
presents  a  separate  problem  which  re- 
quires an  independent  and  careful 
study.  It  is  not  safe  to  say  that  be- 
cause a  certain  system  is  in  use  with 
good  results  in  one  city  therefore  it 
may  be  safely  adopted  in  entirety  for 
another.  Different  conditions  will  re- 
quire different  treatment  to  obtain  the 
most  economical  and  otherwise  satis- 
factory results.  The  degree  of  puri- 
fication required  may  be  different ;  the 
character  of  the  sewage  and  the  fa- 
cilities for  the  removal  of  sludge  are 
quite  likely  to  be  different.  The  ex- 
pense of  pumping  may  make  one  sys- 
tem less  desirable  than  another.  The 
cost  of  land  and  of  chemicals  must 
also  be  considered.  As  a  matter  of 
fact  the  whole  question  is  largely  an 
economic  one,  for  there  are  a  number 
of  processes  by  which  a  satisfactory 
degree  of  purification  may  be  obtained 
if  the  question  of  expense  is  disre- 
garded. The  great  number  of  plants, 
both  large  and  small,  that  are  now  in 
various  stages  of  progress  toward 
completion,  and  the  great  expense 
contemplated  in  their  construction, 
which,  with  few,  if  any,  exceptions, 
are  to  include  screening,  sedimenta- 
tion or  septic  tanks,  or  both,  together 
with  sprinkling  filters,  warrant  the 
statement  that  expert  opinion  quite 
unanimously  favors  this  process  and 
considers  that  it  has  come  to  stay. 


SIGNIFICANCE  OF  PAIN  IN  THE  LOWER  LEFT 
QUADRANT  OF  THE  ABDOMEN.* 


By  JAMES  TAFT  PILCHER,  M.D. 

Associate  Attending  Gastro-Enterologist,  Brooklyn  Hospital. 
BROOKLYN-NEW  YORK. 


NATURALLY,  as  is  the  case 
with  the  consideration  of  all 
subjective  symptoms,  certain 
limitations  must  be  placed  on  them. 
Pain  is  without  doubt  the  most  im- 
portant of  these  which  will  enable  the 
observer  to  recognize,  localize  and 
diagnose  the  trouble.  In  this  light  it 
holds  a  unique  position,  and  this  is 
especially  true  regarding  abdominal 
conditions.  When  a  physician  has  an 
intelligent  patient  who  can  describe 
without  exaggeration  the  mode  of 
onset,  the  character,  the  exact  local- 
ity, the  direction  and  intensity  of 
transmission  of  the  pain,  and  the 
degree  of  altered  function ;  it  is  a 
relatively  simple  matter  for  him  to  at 
least  make  a  discriminating  diagnosis 
by  elimination,  and  reach,  in  many 
cases,  an  absolute  primary  conclusion 
from  the  many  qualities  exhibited  by 
this  most  valuable  clinical  expression 
of  disease. 

I  hope  this  evening  to  make  clearer 
a  few  points  in  this  connection  rela- 
tive to  a  region  which  seems  to  have 
been  neglected. 

Conditions  which  may  be  found  in 
the  left  lower  quadrant  of  the  ab- 
domen can,  in  the  great  majority  of 
instances  be  ascribed  principally  to 
mechanical,  infective  and  chemical 
factors,  thermal  playing  a  very  small 
part  if  any. 

Sigmoiditis  is  probably  the  most 
frequent  and  most  familiar  affection 
which  we  find.  I  shall,  owing  to  the 
time  allotted  me,  be  able  to  merely 
indicate  somewhat  schematically  its 
various  phases,  relevant,  however, 
only  to  the  consideration  of  the  sub- 
ject in  hand. 

It  may  be  conveniently  divided  into 
acute  and  chronic  catarrhal  inflamma- 

*  Read  before  the  Brooklyn  Pathological  So- 
ciety, October  8,  1908. 


tions.  When  one  hears  that  the  pa- 
tient, after  a  few  vague  pains,  has 
rapidly  developed  a  severe  continuous 
burning  pain  in  the  left  iliac  fossa, 
given  in  conjunction  with  a  causative 
history  such  as  the  ingestion  or 
injection  of  drugs,  chiefly  corrosive 
sublimate  or  arsenic,  or  after  having 
been  severely  purged,  he  may  rest 
assured  of  an  acute  inflammation  of 
the  sigmoidal  mucous  membrane. 
Peculiarly  here  the  subjective  history 
of  pain  is  most  important,  as  on  pal- 
pation— unless  the  cause  of  the  pain 
be  an  intussusception — only  a  moder- 
ate degree  of  tenderness  may  be  elic- 
ited and  no  tumefaction  felt.  Subse- 
quently, if  the  condition  be  not 
treated  and  proves  progressive,  peri- 
toneal involvement  may  be  antici- 
pated, evidenced  by  spasm  of  the 
overlying  muscles ;  any  attempt  at 
stool  evokes  obstinate  tenesmus,  and 
usually  in  the  very  acute  stage 
nothing  will  be  passed. 

Passing  over  from  this  condition, 
we  gradually  emerge  into  the  sub- 
acute stage,  recognized  by  the  rather 
continuous  colicky  pain  localized  in 
the  left  iliac  fossa,  with  slight  amelio- 
ration of  the  tenesmus  and  the  pass- 
ing of  many  small,  mucus,  blood- 
stained stools.  We  now  find  the  typi- 
cal tender,  soft,  non-fluctuating,  sau- 
sage-shaped mass,  interpreted  as  the 
heavy,  boggy  gut,  with  its  mucous 
membrane  puffy,  of  a  dark  purplish- 
red,  possibly  with  small,  oozing  ulcer- 
ations, certainly  with  a  background 
of  ecchymotic  spots,  its  musculature 
oedematous,  and  connective  tissue 
framework  succulent  and  painful 
through  its  lack  of  elasticity.  This 
mass  will  persist  for  six  to  eight 
wTeeks  and  then  gradually  resolve 
or  break  down  into  ulceration. 

Here,  then,  we  have  a  further  con- 
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dition  to  analyze,  and  find  in  these 
cases  a  continual  abdominal  pain  be- 
ginning- to  be  superimposed  on  the 
old  intermittent  one  of  the  colicky 
type.  Palpation  gives  more  point 
tenderness,  but  if  the  ulceration  is 
extensive,  naturally  a  more  diffuse 
soreness  is  elicited. 

W  hen  a  perisigmoiditis  intervenes 
we  have  the  usual  clinical  picture  and 
signs  of  pus  formation ;  perforation 
is,  almost  without  exception,  of  a 
virulent  nature,  and  we  rind  the  well- 
known  symptoms  of  peritonitis  devel- 
oping. 

Of  peculiar  interest  in  this  condi- 
tion, before  perforation  takes  place, 
is  the  occurrence  of  an  area  of  hyper- 
algesia. In  the  two  cases  which  I 
have  observed  it  was  present  in  both 
instances.  The  first  showed  a  trian- 
gular area  with  the  base  reaching  to 
the  median  line,  and  extending  from 
about  two  inches  below  the  umbilicus 
to  one  inch  above  the  pubes,  and  the 
apex  about  one  inch  above  and  to  the 
outer  side  of  the  anterior  superior 
spine  of  the  ileum.  In  the  second 
case  the  base  was  in  the  same  posi- 
tion, but  the  apex,  which  was  blunted, 
reached  almost  to  the  eleventh  dorsal 
vertebra.  Whether  this  condition  ob- 
tains in  all  such  cases  I  do  not  know, 
nor  have  I  been  able  to  find  any  lit- 
erature on  the  subject,  but  it  is  worthy 
of  comment  and  observation. 

The  foregoing  remarks  have  a  cer- 
tain amount  of  interest,  insomuch  as 
that  they  are  conditions  which  are 
met  with  repeatedly.  But  the  most 
interesting  phenomena  of  this  region 
which  has  absorbed  my  attention  late- 
ly is  to  be  found  in  the  consideration 
of  tlie  mechanical  conditions,  of  which 
we  here  find  so  many  evidences.  It 
is  from  these  that  the  majority  of  pa- 
tients arc  suffering  who  come  to  us 
with  histories  dating  back  for  months 
and  years,  and  here,  as  in  many  other 
cases,  it  is  the  most  obvious  which  is 
left  to  the  last  for  recognition  and 
diagnosis. 

During  the  last  two  years  I  have 
had  the  opportunity  of  observing  sev- 
eral hundred  autopsies,  and  my  in- 
terest having  been  stimulated  in  this 


direction,  I  was  surprised  to  find  that 
at  least  fifty  per  cent,  of  the  cases 
had  their  sigmoids  tied  down  by 
single  or  multiple  adhesions  in  vary- 
ing situations ;  a  more  accurate  rec- 
ord would  undoubtedly  have  made  it 
higher.  How  many  of  these  persons 
evidenced  symptoms  of  this  condition 
in  life  it  is  of  course  impossible  to 
state,  but  I  feel  convinced  that  many 
had,  before  their  terminal  trouble, 
been  treated  for  conditions  which 
were  only  symptomatic. 

Before  taking  up  the  symptom- 
complex  of  the  general  picture,  let 
us  consider  that  sign  which  can  call 
our  attention  to  the  condition  per  sc. 
Primarily,  the  patient  is  constipated; 
he  complains  of  irregular  intermittent 
pains  localized  in  the  left  inguinal 
fossa,  not  of  a  severe  character,  but 
annoying  and  cramp-like ;  these  may 
be  called  forth  by  any  of  the  simple 
methods  of  stimulating  peristalsis 
and  are  particularly  noticeable  at 
time  of  stool.  Further  concomitant 
symptoms  or  those  seemingly  in  no 
way  associated  with  the  real  trouble 
appear.  The  left  ovary  and  tube  are 
invariably  encroached  upon  and  may 
be  made  the  seat  of  chronic  inflamma- 
tion ;  the  uterus  may  be  pushed  into 
any  of  its  manifold  malpositions, 
causing  any  one  or  all  of  the  usual 
complaints  of  leucorrhea,  menorrha- 
gia,  metrorrhagia  and  dysmenorrhea, 
and  all  due  primarily  to  the  overload- 
ing of  the  sigmoid.  But  when  taken 
in  conjunction  with  a  feeling  of 
weight  in  the  pelvis,  dragging  pains 
in  the  left  iliac  and  lumbar  regions 
in  addition  to  those  of  colicky  char- 
acter, evidences  of  an  overloaded 
bowel  with  its  general  systemic  dis- 
turbances, accompanied  by  defecation 
of  scybalous  mucoid  masses,  it  is  evi- 
dent, I  think,  what  causal  importance 
this  condition  holds  in  the  mechanics 
of  the  sigmoid  flexure,  tts  anatomi- 
cal and  physiological  relations  are 
too  pertinent  and  insistent  to  be  over- 
looked. 

This  was  brought  forcibly  to  my 
attention  a  few  weeks  ago.  A  patient 
who  for  some  years  had  suffered 
from  a  somewhat  extensive  and  in- 
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tractable  fissure  in  ano,  in  addition 
to  which  there  was  a  marked  anti- 
version,  leucorrhea,  dysmenorrhea, 
etc.,  who — after  I  had  put  the  parts 
at  rest  by  divulsion  and  secured  per- 
fect freedom  of  the  sigmoid  from 
feces,  which  was  a  task  of  no  easy 
accomplishment  as  they  had  become 
solidly  packed  by  the  accumulations 
of  many  days  owing  to  the  fear  of 
defecation — volunteered  the  informa- 
tion that  she  had  never  had  such  a 
painless  menstrual  period  as  that 
which  she  had  just  passed  through, 
as  far  as  she  could  remember,  and  on 
further  examination  the  soiling  of  her 
linen,  to  which  she  had  become  ac- 
customed from  her  leucorrhea,  was 
found  to  have  ceased. 

Reverting  to  the  subject  of  un- 
complicated adhesions  of  the  sigmoid, 
I  have  read  with  much  interest  the 
report  of  a  case  by  Dr.  Spence,  pub- 
lished a  few  months  ago,  in  which  he 
found  an  angulation  of  the  sigmoid 
resulting  from  adhesions,  which  has 
been  completely  relieved  by  operation. 
I  have  at  present  a  patient  who  com- 
plains of  nothing  more  than  severe 
cramps  preceding  each  movement  of 
the  bowels,  which  pains  are  invariably 
localized  in  the  left  iliac  fossa.  If  he 
consent  to  the  proposed  operation,  1 
feel  sure  the  findings  will  prove  inter- 
esting. 

To  one  familiar  with  the  protocols 
of  the  larger  morgues,  the  question  of 
diverticuli  of  the  intestine,  and  par- 
ticularly of  the  lower  end  of  the 
descending  colon  and  sigmoid,  offers 
the  observer  a  certain  amount  of  curi- 
osity. Certain  is  it  that  it  is  here  they 
are  most  often  found.  Etiologically, 
constipation  plays  the  most  important 
role.  The  subjects  are  almost  invari- 
ably elderly  people  whose  intestinal 
walls  have  become  relatively  relaxed 
and  atonic.  The  diverticuli  are  usual- 
ly thin-walled,  round  or  ovoid,  and 
multiple.  They  are  undoubtedly  re- 
sults of  mechanical  interference,  and, 
pathologically,  are  merely  hernial  pro- 
trusions of  mucous  membrane  through 
the  separated  fibres  of  the  muscular 
coat. 


The  concretion  which  gradually 
forms  in  the  sac  is,  of  course,  the  pre- 
disposing factor  of  the  subsequent 
varieties  of  inflammatory  reactions 
which,  for  all  clinical  purposes,  may 
most  conveniently  be  summarized 
under  the  same  four  general  groups 
in  which  we  are  accustomed  to  place 
the  phases  of  appendicitis. 

Group  1 — Mild  inflammation  of  a 
diverticulum,  resolving  like  a  catarrh- 
al appendicitis  under  appropriate 
treatment. 

Group  2 — Progressive  inflammation 
of  severe  type,  diagnosis  and  opera- 
tion before  rupture. 

Group  3 — Rupture  with  localized 
abscess. 

Group  4 — Rupture  into  general 
peritoneal  cavity. 

After  reviewing  the  literature  on 
one  hundred  and  twelve  cases  which  I 
have  had  at  my  disposal,  I  feel  confi- 
dent in  stating  that  if  the  signs  and 
symptoms  were  transposed  into  the 
right  lower  abdominal  quadrant,  no 
one  here  would  for  a  moment  be  at  a 
loss  to  make  the  correct  diagnosis. 
Each  of  the  clinical  pictures,  divided 
into  the  above-mentioned  four  groups, 
are  almost  identical  with  the  corre- 
sponding ones  offered  us  by  similar  ap- 
pendical  phenomena.  In  either  of  the 
'first  two  groups  confirmation  may  be 
easily  and  surely  obtained  from  a  high 
dilute  bismuth  irrigation  under  the 
guidance  of  a  competent  radiographer. 

The  condition  is  certainly  more  fre- 
quent than  we  appreciate  at  present, 
and  is  surely  one  which  we  should 
take  into  serious  consideration  in  the 
differential  diagnosis  of  our  many 
abdominal  conditions  relevant  to  this 
quadrant. 

Intussusception  is  usually  easy  of 
diagnosis,  owing  to  the  age  at  which 
it  usually  occurs  ;  the  violent,  recur- 
rent abdominal  pain,  tenderness,  pas- 
sage of  blood-stained  mucus,  and  the 
elongated  cylindrical  tumor  which 
completes  the  picture. 

Considering  further  the  results  of 
mechanical  interference  in  this  re- 
gion ;  volvulus  of  the  sigmoid  presents 
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itself,  which  is  resolved  briefly  into 
the  evidences  of  a  subacute  obstruc- 
tion, occurring  in  people  over  forty, 
usually  males,  giving  a  history  of  con- 
stipation, the  most  prominent  feature 
being  the  extreme  and  rapid  distention 
of  the  intestine  following  in  retro- 
grade the  course  of  the  colon. 

Various  other  conditions  deserve 
mention;  spasm  of  the  sigmoid  is  not 
a  very  infrequent  condition,  and  is 
somewhat  difficult  to  relieve,  but  its 
diagnosis  is  not,  as  a  rule,  attended 
with  much  trouble.     Other  neurotic 


states,  such  as  lumbo-abdominal  neu- 
ralgia, that  of  spasm  of  the  left  ureter 
and  hysterical  conditions,  give,  at 
times,  localized  pain  in  the  region  in 
question. 

Conditions  of  the  female  reproduct- 
ive organs,  namely,  salpingitis,  ovar- 
itis (oophortis),  tubal  adhesions,  ec- 
topic gestation,  etc.,  have  their  own 
indications,  and  the  accompanying 
physical  signs  of  each  do  not  tend  to 
confuse  the  examiner  with  independ- 
ent conditions  causing  pain  in  the  left 
lower  quadrant  of  the  abdomen. 


FEVERS  OF  INTESTINAL  ORIGIN  IN  CHILDREN* 

By  E.  H.  BARTLEY,  M.D. 


THE  intestinal  mucous  membrane 
in  infants  and  young  children  is 
peculiarly  sensitive  to  irritants 
and  infections.  This  is  shown  by  at- 
tacks of  fever,  vomiting,  and  extreme 
nervous  symptoms  often  seen  as  the 
result  of  eating  food  unsuited  to  the 
age  of  the  child, — food  which  would 
cause  no  uneasiness  in  an  adult  or  an 
older  child.  These  symptoms  usually 
disappear  completely  on  emptying  the 
intestinal  canal. 

If  the  irritant  be  not  removed,  the 
symptoms  remain  until  a  true  inflam- 
mation and  permanent  fever  results. 
In  infants  and  children,  solid,  indiges- 
tible, nonputrescible  substances  may 
produce  fever,  not  of  toxic,  but  of  re- 
flex origin. 

Decomposing  or  fermenting  foods 
will  often  produce  symptoms  similar 
to  those  above  described  as  caused  by 
irritating  foods,  with  the  addition, 
usually,  of  diarrhoea.  For  example 
sour  milk,  stale  milk,  stale  meat  broths, 
stale  fish,  etc.  There  are  two  possible 
explanations  of  the  irritation  and  fever 
caused : 

[.  They  arc  due  to  either  the  irri- 
tant nature  of  the  fermenting  mixture 
with  the  living  organisms,  or, 

2.  To  the  effect  of  dissolved  decom- 
position products  after  absorption,  or 

'  Abstract  of  paper  read  before  Brooklyn  Medi- 
cal Society,  September  18,  1908. 


possibly  to  both  of  these  combined,  and 
acting  together. 

If  copious  vomiting  occurs  an  hour 
or  two  after  the  ingestion  of  the  food, 
the  symptoms  may  and  frequently  do 
quickly  subside,  without  permanent  ill- 
ness or  injury.  If,  on  the  other  hand, 
several  hours  elapse  before  vomiting 
occurs,  the  symptoms  do  not  rapidly 
subside  even  after  lavage,  colonic  irri- 
gation and  catharsis.  The  urine  will  be 
found  to  contain  certain  substances 
known  to  be  formed  in  the  intestinal 
canal.  The  fever,  nervous  disturb- 
ances, diarrhoea  and  pain  continue  for 
some  time,  with  sometimes  numbness, 
delirium,  strabismis,  partial  paralysis 
of  certain  groups  of  muscles,  urti- 
caria, circulatory  disturbances,  etc. 

We  can  only  explain  the  occurrence 
and  persistence  of  such  symptoms  by 
the  assumption  of  absorbed  toxic  sub- 
stances, which  we  usually  call  toxins. 

In  some  cases  we  know  that  per- 
manent injury  is  done  to  the  epithelial 
cells  of  the  intestinal  mucosa,  and  the 
kidney.  Kempner  and  others  have 
shown,  by  animal  experiments  with 
the  toxin  of  meat-poison,  that  there  is 
a  degencratien  of  the  cells  of  the  cord 
similar  to  those  known  to  follow  the 
injection  of  diptheria  toxin.  These 
cell  degenerations  resulting  from  the 
absorption  of  these  toxins  explain  the 
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persistence  of  certain  symptoms  long 
after  the  acute  gastro-intestinal  symp- 
toms have  disappeared. 

There  is  another  class  of  cases, 
usually  described  as  cases  of  chronic 
intestinal  indigestion  or  chronic  intes- 
tinal catarrh,  who  suffer  with  period- 
ical attacks  of  fever,  constipation  and 
anorexia  lasting  from  one  to  three  or 
four  days  or  sometimes  one  to  two 
weeks.  Here  we  must  assume  :  1.  A 
periodic  mild  grade  of  inflammation 
of  the  mucous  membrane  of  the  intes- 
tine without  assignable  cause,  or  2.  A 
chronic  intestinal  infection  with  ac- 
tive bacterial  decomposition  of  the 
intestinal  contents,  with  absorption  of 
these  decomposition  products. 

In  typhoid,  paratyphoid,  colon 
bacilli  and  streptococcus  infection  the 
bacteria  pass  into  the  circulation  and 
can  be  isolated  from  the  blood  and 
urine. 

That  there  is  an  absorption  of  tox- 
ins or  bacteria  in  these  cases  can  be 
demonstrated  by  the  serum  reaction. 
It  is  now  generally  admited  that  most 
of  the  acute  intestinal  disorders  of 
infancy  and  early  childhood  are  asso- 
ciated with  a  change  in  the  bacterial 
flora  of  the  intestines.  This  can  be 
demonstrated  by  the  examination  of 
stained  smears  of  the  feces,  which  will 
show  in  each  case  some  one  predomi- 
nating organism. 

That  bacterial  infection  is  the  cause 
of  many  of  the  cases  we  have  here- 
tofore regarded  as  acute  or  chronic 
intestinal  indigestion  may  be  inferred 
by  the  following  facts : 

1.  The  predominance  of  one  kind 
of  bacterium  in  stained  smears  made 
from  the  stools. 

2.  The  penetration  of  the  bacteria 
through  the  injured  mucosa  and  their 
presence  in  the  urine  and  blood. 

3.  The  contagious  nature  of  these 
cases. 


4.  The  appearance  of  the  affection 
in  epidemics  in  hospitals  and  nurser- 
ies. 

The  infection  is  spread  mostly  by 
house  flies,  soiled  linen,  nurses'  hands 
and  toys  soiled  with  the  discharges,  or 
by  nipples  and  comforters. 

In  hospitals  or  nurseries  these  cases 
should  be  isolated  and  flies  excluded 
from  the  room.  The  author  has  seen 
such  an  epidemic  during  the  past  sum- 
mer in  a  nursery  consisting  of  about 
fifteen  cases  with  three  deaths.  Finkel- 
stein,  Escherich  and  Pfaundler  have 
described  similar  epidemics  in  hospi- 
tals. 

Special  attention  was  called  to  cases 
in  which  the  chief  symptom  is  fever, 
with  loss  of  weight.  This  sometimes 
follows  apparent  recovery  from  an 
acute  attack  of  entero-colitis,  and 
sometimes  it  is  associated  with  habit- 
ual constipation.  The  stools  usually 
contain  more  or  less  mucus  and  usually 
though  not  always  have  an  offensive 
pungent  odor.  There  is  generally 
anorexia;  but,  rarely,  a  ravenous  ap- 
petite. The  amount  of  indican  in  the 
urine  is  variable,  but  the  ethereal  sul- 
phates are  invariably  increased.  The 
diseases  to  be  eliminated  in  the  diag- 
nosis are  malaria,  typhoid  or  tubercu- 
losis. 

The  examination  of  the  blood  and 
urine  will  usually  exclude  the  first 
two  of  these  affections. 

The  treatment  recommended  is  a 
daily  laxative  with  a  change  in  diet 
and  some  antifermentative.  In  some 
cases  milk  must  be  excluded  for  a  few 
days.  In  others  the  milk  may  be  con- 
tinued. This  can  be  determined  only 
by  experiment. 

Cases  were  cited  illustrating  the 
varieties  of  cases  mentioned  in  the 
text. 
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IT  is  to  be  expected  that  therapeutic 
prejudices  should  exist  among-  the 
laity,  but  not  that  the  medical  pro- 
fession in  this  scientific  age  should  be 
full  of  them.  Such,  however,  appears 
to  be  the  fact.  Certainly  much  of  the 
medical  treatment  of  to-day  is  deter- 
mined by  the  prejudices  of  individual 
physicians.  Physicians  in  good  stand- 
ing use  and  recommend  remedies  of 
whose  therapeutic  value  there  is  no 
good  evidence,  and  every  text  book  on 
therapeutics  devotes  a  large  or  a 
major  part  of  its  space  to  accounts  of 
remedies  and  methods  of  treatment 
that  are  of  doubtful  value  or  worth- 
less, or,  in  some  cases,  even  injurious. 

The  explanation  of  this  prevalence 
of  therapeutic  prejudices  among  phy- 
sicians is  partly  found  in  the  tendency 
to  prejudice  which  physicians  share 
with  humanity  in  general,  from  which 
the  science  they  deal  with  does  not 
protect  them.  The  perfectly  balanced 
scientific  mind  alone  is  immune  to 
prejudice,  but  that  kind  of  mind  is 
rare,  and  is  perhaps  less  frequently 
met  with  among  physicians  than 
among  other  scientific  men.  Medicine 
although  truly  a  science  is  a  very  im- 
perfect one.  and  one  which  in  its  prac- 
tical application  frequently  shows 
other  than  its  scientific  aspects ;  also, 
the  circumstances  attending  the  prac- 
tice of  most  physicians  do  not  often 
favor  the  long-continued  and  thorough 
observations  necessary  for  the  estab- 
lishment of  definite  therapeutic  con- 
clusions. Moreover,  the  tendency  to 
prejudice,  that  is,  to  believe  without 
sufficient  evidence,  is  greatly  strength- 
ened by  the  desire  to  believe,  and  this 
desire  is  strong  in  physicians  who 
crave  remedies  for  all  morbid  condi- 
tions and  who  chafe  at  the  limitations 
of  legitimate  therapeutics.  This  crav- 
ing makes  it  ea-y  for  them  to  believe, 

•  Read  before  the  Long  Island  Medical  Society, 
October  i,  1907. 


when  they  prescribe  a  futile  drug  and 
the  patient  gets  well,  that  it  was  the 
worthless  drug  which  affected  the 
cure,  though  the  patient's  recovery 
was  entirely  due  to  the  vis  medicatrix 
naturae,  that  most  potent  of  all  thera- 
peutic agents,  and  without  which  all 
others  are  of  no  avail,  which  some- 
times cures  the  patient  in  spite  of  the 
physician's  treatment.  Xor  can  we 
altogether  exclude  from  among  the 
influences  making  for  therapeutic 
prejudices,  pride  of  opinion,  from 
which  physicians  are  not  usually  more 
free  than  other  people,  and  perhaps 
also  the  influence  of  exigencies  in 
which  considerations  of  reputation  or 
profit  are  involved. 

Perhaps  the  most  widely  spread 
therapeutic  prejudice  is  that  in  favor 
of  excessive  medication,  especially 
with  drugs ;  of  giving  treatment  for 
its  own  sake,  without  proper  regard 
for  the  indications  present.  This  pre- 
judice has  roots  which  extend  far  back 
into  the  history  of  medicine,  and  deep 
into  the  constitution  of  human  nature 
and  the  conditions  of  present  medical 
practice.  In  former  times,  when  med- 
icine was  styled  very  appropriately  an 
art  and  a  mystery,  with  the  accent  on 
the  mystery,  treatment  consisted  al- 
most entirely  in  the  administration  of 
drugs  which  were  given  in  accordance 
with  mysterious  and  fantastic  notions 
instead  of  rational  indications.  The 
habit  of  always  giving  drugs  in  disease 
without  knowing  what  they  will  do, 
or  how  they  will  do  -t,  or  if  they  will 
do  it  at  all,  has  survived  to  the  present 
day  among  physicians,  notwithstand- 
ing the  fact  that  medicine  is  now 
called  an  art  and  a  science,  with  the 
accent  on  the  science,  and  the  people 
have  naturally  acquired  the  habit  of 
always  expecting  drugs  when  they  are 
sick.  The  popular  notion  of  medical 
treatment  is  almost  identical  with 
drugging.     This  popular  notion  lias 
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been  crystallized  in  the  medical  prac- 
tice laws  of  this  and  other  States  and 
in  judicial  decisions  thereon;  in  fact, 
it  was  not  until  the  present  year  that 
a  judicial  mind  in  this  State  was  able 
to  perceive  that  the  practice  of  medi- 
cine and  drugging-  were  not  necessar- 
ily co-extensive  and  identical  terms. 

It  is  enough  to  mention  this  preju- 
dice to  receive  the  acquiescence  of  all 
in  its  condemnation ;  but  while  all  are 
ready  to  condemn  it  when  it  is  brought 
to  their  attention,  few  act  as  if  they 
were  free  from  it.  A.nd  there  is  a 
strong  economic  reason  for  its  reten- 
tion ;  the  people  demand  drugs  when 
they  are  sick,  whether  they  need  them 
or  not,  and  the  physician  who  depends 
on  popular  favor  for  his  livelihood 
must  give  the  people  what  they  want 
or  suffer  the  economic  consequences. 
Only  celebrated  physicians  whose 
fame  and  fortune  are  already  estab- 
lished can  afford  to  be  free  from  this 
prejudice. 

In  this  connection  the  writer  wishes 
to  deny  any  intention  of  condemning 
the  use  of  placebos.  Placebos  have  a 
real  therapeutic  value,  that  of  sug- 
gestion, and  the  physician  who  wishes 
always  to  do  the  best  possible  for  his 
patients  should  not  withhold  from 
them  this  valuable  remedy  when  it 
can  benefit  them  ;  but  while  it  is  right 
for  the  physician  sometimes  to  deceive 
his  patients  for  their  good,  he  should 
not  deceive  himself,  and  he  should  be 
especially  careful,  when  he  gives  a 
drug  for  its  suggestive  effect,  that  it 
is  a  harmless  one. 

Another  common  therapeutic  preju- 
dice is  that  in  favor  of  unnecessarily 
large  doses.  Many  physicians  are  not 
satisfied  unless  they  see  immediate  and 
marked  results  from  their  treatment ; 
some  wish  to  make  it  evident  to  their 
patients  that  they  are  doing  something 
for  them,  and  consequently  give  drugs 
in  doses  which  will  quickly  produce 
noticeable  effects,  even  at  the  risk  of 
interfering  with  nature,  whose  cur- 
ative action  is  sometimes  slow.  It 
frequently  happens  that  remedies 
which,  given  in  moderation  would  help 
nature,  hinder  her  by  being  given  in 
too  large  doses ;  and  the  experience  of 


few  physicians  is  free  from  instances 
in  which  this  was  the  case. 

Prejudices  in  favor  of  particular 
remedies  for  which  a  specific  or  su- 
perior symptomatic  action  is  claimed 
without  good  reason  are  very  numer- 
ous ;  man)-  of  them  are  held  by  phy- 
sicians of  skill  and  reputation  whose 
advocacy  of  these  remedies  is  largely 
responsible  for  giving  them  their 
vogue,  which  often  continues  long 
after  their  worthlessness  has  been 
demonstrated,  being  kept  up  by  the 
£reat  mass  of  physicians  who  pre- 
scribe from  habit  or  hearsay.  It  seems 
to  be  easier  to  get  a  worthless  method 
of  treatment  into  extensive  use  than 
it  is  to  stop  its  use. 

Many  of  these  prejudices  in  favor 
of  particular  remedies  strongly  invite 
comment,  but  it  is  not  the  purpose  of 
this  paper  to  enter  into  such  particular 
discussions,  but  to  warn  against  thera- 
peutic prejudices  in  general  and  to 
plead  for  rationalism  in  therapeutics. 
Observance  of  the  following  maxims, 
which  may  seem  like  familiar  tru- 
isms, but  are  not  less  worthy  of  atten- 
tion on  that  account,  helps  us  to  avoid 
therapeutic  prejudices  and  to  treat 
disease  rationally. 

The  physician's  first  duty  to  the  pa- 
tient is  to  put  him  in  the  condition 
most  favorable  for  the  operation  of 
his  natural  recuperative  power,  and 
carefully  to  avoid  doing  anything  that 
will  interfere  with  the  operation  of 
this  power. 

Treatment  should  not  be  given  foi 
the  sake  of  the  treatment  or  for  that 
of  the  physician,  but  for  the  sake  of 
the  patient. 

If  the  patient  does  not  need  medi- 
cine he  should  not  be  given  any. 

If  we  do  not  know  what  medicine 
to  give  we  should  give  none,  or,  a 
harmless  placebo,  if  the  patient's  in- 
terests require  it. 

We  should  not  give  remedies  simply 
from  habit  or  hearsay,  but  for  every 
prescription  we  should  always  have 
good  reasons,  which  will  bear  analysis 
and  criticism. 

Diet,  hygiene  and  nursing  are  spe- 
cifics in  many  diseases  and  essentials 
in  the  treatment  of  all ;  they  should 
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receive  as  much  attention  as  the  pure- 
ly medicinal  treatment,  and  should  re- 
ceive it  first. 

There  are  a  few  true  medicinal  spe- 
cifics which  can  be  got  from  the  drug 
store  and  the  laboratory ;  we  should 
learn  how  to  use  these  correctly  and 
give  them  faithfully  when  they  are  in- 
dicated, but  we  should  treat  expect- 
antly or  symptomatically  those  dis- 
eases for  which  we  have  no  true  speci- 
fics, and  not  strain  after  false  ones  for 
them. 

YVe  have  a  large  number  of  symp- 
tomatic remedies  of  approved  value, 
but  their  value  depends  on  how  they 
are  used ;  they  should  not  be  given  ex- 
cept to  meet  particular  indications 
which  nature  can  not  meet  just  as  well 
without  their  help,  and  we  should 
never  give  them  in  routine  fashion. 

When  prescribing  a  therapeutic 
agent  we  should  always  take  into  ac- 
count any  possible  harm  it  is  capable 
of  doing,  as  well  as  the  possible  good ; 
it  is  no  light  thing  to  introduce  into 
the  complicated  and  delicate  animal 
organism  agents  capable  of  powerful- 
ly modifying  physiological  processes, 
and  when  it  is  done  it  should  be  done 
with  knowledge  and  foresight. 

It  is  better  to  give  too  small  doses 
than  too  large  ones.  The  varying 
susceptibility  of  different  individuals 
to  the  action  of  many  drugs  should 
always  be  borne  in  mind,  and  if  the 
expected  effect  is  not  obtained  with 
an  average  dose,  we  should  not  im- 
mediately blame  the  dose  and  increase 
it,  but  see  first  if  there  is  not  some 
other  reason  for  the  failure.  We 
should  be  especially  cautions  in  the 
use  of  remedies  with  whose  action  we 
are  not  familiar. 

Tt  is  better  to  know  how  to  use  a 
few  remedies  well  than  many  ill. 

Desperate  diseases  do  not  always 
justify  desperate  remedies,  though 
they  do  warrant  us  in  taking  chances 
which  we  would  not  otherwise,  and 
in  no  desperate  case  should  remedies 
more  dangerous  than  tlic  disease  be 
employed. 


Therapeutic  experimentation  is  jus- 
tifiable and  desirable,  but  when  mak- 
ing therapeutic  experiments  we 
should  always  respect  the  right  of 
the  patient  to  have  his  welfare  sacred- 
ly conserved,  and  should  be  ever  on 
our  guard  against  prejudiced  inter- 
pretations of  the  results  of  our  ex- 
periments. 


CARCINOMA  OF  THE  RECTUM. 

At  the  annual  session  of  the  Amer- 
ican Proctologic  Society,  Dr.  J.  R. 
Pennington,  of  Chicago,  111.,  stated 
that  the  purpose  of  this  brief  paper 
was  not  so  much  to  call  attention  to 
any  particular  scientific  manner  of 
treating  a  case  of  carcinoma  of  the 
rectum  as  it  was  to  report,  compare 
and  contrast  the  result  of  two  cases 
which,  in  the  beginning,  were  very 
similar.  One  patient,  however,  fol- 
lowed the  advice  of  a  Christian 
Science  Healer,  and  the  other  that  of 
her  physician. 

To  epitomize :  The  first  patient 
was  a  male,  48  years  of  age,  and  ap- 
parently healthy,  robust  and  vigorous. 

The  second  one  was  a  female,  69 
years  of  age,  weak,  emaciated,  and 
hardly  able  to  withstand  a  surgical 
operation. 

The  man  dictated  what  should  and 
should  not  be  done  for  his  condition. 

The  woman  said,  "Doctor,  I  am  in 
your  hands  and  trust  everything  to 
you.  Do  the  very  best  you  can  for 
me  and  I  will  be  satisfied." 

He  pinned  his  faith  to  Christian 
Science. 

She  pinned  hers  to  her  d<  >ct<  »r. 

I  [e  spent  the  last  year  of  his  life 
in  a  most  miserable  and  wretched 
condition — a  condition  appalling  and 
pitiful  to  beh<  >1<1. 

She  has  suffered  no  inconveniences 
from  the  operation  and  has  spent  the 
past  year  of  her  life  enjoying  the  very 
best  of  health,  happiness  and  pleasure. 
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NEW  TREATMENT  OF  LOCO- 
MOTOR ATAXIA? 

THERE  has  recently  been  much 
discussion  of  a  paper  read  by 
Dr.  Le  Grand  N.  Denslow  be- 
fore the  Academy  of  Medicine,  and 
the  reports  of  his  paper  have  been  so 
confusing  and  in  many  ways  so  exag- 
gerated, that  it  seems  in  place  to  pre- 
sent at  least  some  of  the  facts  concern- 
ing this  subject.  In  the  first  place,  Dr. 
Denslow  has  treated  thirty  cases  and 
in  every  one  of  them  the  symptoms  of 
a  true  organic  ataxia  have  been  pres- 
ent ;  the  symptoms  and  diagnosis  hav- 
ing been  concurred  in  by  men  who  are 
well-known  authorities  on  the  disease. 
Every  one  of  the  cases  had  so-called 
Argyll  Robertson  pupils,  the  knee  re- 
flexes were  absent,  and  they  were 
unable  to  stand  steadily  with  their 
eyes  closed ;  the  majority  of  the  cases 
were  suffering  from  loss  of  control 
of  functions.  In  the  cases  treated 
Doctor  Denslow  claims  that  the  dis- 
tressing symptoms  of  the  disease  have 
been  markedly  lessened  and  the  pro- 
gress of  the  disease  arrested.  His 
method  of  treatment  consists  of  a  re- 
moval of  the  exciting  cause  which  he 
assumes  to  be  situated  in  the  posterior 
urethra.  The  Journal  of  the  American 


Medical  Association  has  made  a  bitter 
attack  upon  Dr.  Denslow,  and  demands 
that  his  statements  be  proven  before 
they  receive  the  sanction  of  the  medi- 
cal profession.  The  New  York  Acad- 
emy of  Medicine  has  not  made  an 
official  statement  concerning  the  mat- 
ter. Dr.  M.  Allen  Starr,  in  his  dis- 
cussion of  the  cases,  states  that  all 
these  patients  had  organic  locomotor 
ataxia  and,  further,  that  all  of  them 
still  show  the  signs  of  loss  of  reflex 
action  and  changes  in  the  pupil  ac- 
tion; he  further  states  that  all  of 
them  were  remarkably  improved  and 
able  to  go  to  work,  where  formerly 
incapacitated.  In  a  letter  from  Dr. 
F.  Robbins  to  the  editor  of  the  Long 
Island  Medical  Journal,  dated  Oc- 
tober 8,  the  following  statement  is 
made  concerning  this  interesting  sub- 
ject, and  it  states  clearly  the  position 
of  Dr.  Denslow  on  the  subject: 

"The  theory  recently  advanced  by 
Dr.  Denslow  as  to  the  causation  of 
locomotor  ataxia,  and  the  reflections 
based  upon  the  same,  represent  the 
results  of  his  clinical  experience  with 
a  large  number  of  patients  (over 
thirty),  who  have  been  under  his  ob- 
servation and  treatment  for  a  consid- 
erable length  of  time,  up  to  several 
years,  without  experiencing  a  relapse. 
In  the  majority  of  the  cases,  the  diag- 
nosis had  been  incontestably  rendered 
long  ago,  and  the  patients  had  grad- 
ually gone  from  bad  to  worse,  occa- 
sionally presenting  the  spontaneous 
remissions  which  are  characteristic  of 
this  disease.  The  effect  of  interfer- 
ence, according  to  Dr.  Denslow's 
method  of  dealing  with  the  condition, 
was  prompt  and  remarkable.  The 
bladder  symptoms,  for  instance,  had 
varied  from  slight  vesical  irritation  to 
grave  cystitis,  with  urinary  inconti- 
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nence,  and  some  of  the  cases  were 
complicated  by  loss  of  control  over 
the  anal  sphincter.  The  marked  im- 
provement following  upon  the  treat- 
ment in  this  group  of  symptoms  is 
utilized  as  an  especially  strong  argu- 
ment in  support  of  a  theory  which  has 
naturally  aroused  great  interest  and 
animated  controversy  among  physi- 
cians as  well  as  laymen. 

The  originator  of  this  new  theory 
seeks  the  key-note  to  the  symptom- 
complex  of  tabes  dorsalis  primarily  in 
an  irritation  of  the  peripheral  nerves, 
which  determines  reflex  disturbances 
in  the  spinal  cord  and  brain,  and  when 
allowed  to  act  without  intermission, 
and  for  a  certain  length  of  time,  ulti- 
mately gives  rise  to  pathological  alter- 
ations in  the  cord.  A  state  of  chronic 
coagulation  of  the  conducting  nerve 
substance,  gradually  becoming  perma- 
nent, is  assumed  to  develop  as  the 
result  of  the  incessant  irritation  at  the 
periphery,  and  in  its  turn  brings  about 
an  increased  sensory  irritability,  the 
first  step  to  the  establishment  and  pro- 
gression of  the  pathological  symptoms 
of  tabes  dorsalis. 

Some  source  or  other  of  peripheral 
irritation  could  be  elicited  in  every 
one  of  these  patients,  and  its  correc- 
tion or  removal  was  at  once  followed 
by  obvious  improvement,  in  shape  of 
arrest  of  pain,  cessation  of  crises,  re- 
turn of  vesical  and  rectal  control,  and 
restoration  of  the  power  to  walk.  In 
the  last  respect,  the  results  obtained, 
while  invariably  positive,  were  in  pro- 
portion to  the  degree  of  disablement 
which  existed  at  the  time  of  the  pa- 
tient's coining  under  treatment. 

The  genito-urinary  apparatus,  more 
particularly  the  middle  third  of  the 

posterior  urelhra.  in  the  male,  was 
found  to  he  (he  seal  of  the  irritation 


in  practically  the  entire  series  of  cases. 
In  this  connection,  special  attention  is 
called  to  the  extremely  delicate  bound- 
ary line  confronting  those  who  would 
successfully  handle  a  class  of  patients, 
in  whom  the  passing  by  a  hair's 
breadth  of  the  safety  limit  may  aggra- 
vate instead  of  relieving  the  irritation, 
precipitate  tabetic  crises,  and  add  to 
the  victim's  sufferings,  if  not  hasten 
the  end.  On  the  other  hand,  in  prop- 
erly selected  cases,  treated  according 
to  the  rules  of  art,  in  strict  con- 
formity with  the  exigencies  of  each 
individual  situation,  the  distressing 
symptoms  were  relieved  in  such  a 
way  that  health  and  strength  were  re- 
established, and  the  patients  were 
enabled  to  resume  their  former  mode 
of  occupation.  A  not  inconsiderable 
increase  in  weight  testified  to  the 
well-being  of  the  patient,  in  the  ma- 
jority of  these  observations.  The 
functional  disturbances  of  locomotor 
ataxia  appear  to  be  grossly  dispro- 
portionate to  the  actual  changes  in 
the  spinal  cord,  when  viewed  in  the 
light  of  Dr.  Denslow's  theory  and  its 
practical  application." 

Dr.  Denslow  has  been  perfectlv 
frank  in  his  statements,  but  his  results 
need  further  investigation  before  they 
can  be  accepted. 


THE    INTERNATIONAL  CON- 
GRESS ON  TUBER- 
CULOSIS. 

THE  recent  Congress  on  Tuber- 
culosis held  in  Washington, 
D.  C,  was  a  decided  success. 
There  were  no  new  or  startling  dis- 
coveries, no  sensational  cures  report- 
ed, and  the  newspapers  of  the  vcllow 
variety  did  n<>t  find  many  items  to 
call   for  the  use  of  large  type.  The 
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advantages  of  public  education  in  hy- 
gienic and  sanitary  matters  was  prom- 
inently set  forth.  The  economic  side 
of  tuberculosis  in  its  relation  to  soci- 
ety and  industrial  conditions  was  pre- 
sented, and  the  sanatoria  and  dispen- 
sary treatment  of  the  disease  occupied 
considerable  time. 

The  most  interesting  feature  of  the 
Congress  was  the  secret  conference 
on  the  relation  of  bovine  to  human 
tuberculosis.  Professor  Koch  held 
that  bovine  tuberculosis  was  not 
transmissible,  while  most  of  the  other 
scientists  have  proved  its  transmissi- 
bility  to  their  own  satisfaction.  The 
various  factions  could  not  agree. 

The  effect  of  the  Congres;  will  be 
felt  throughout  the  entire  world,  and 
will  find  expression  in  many  new  laws 
to  compel  sanitary  living. 


OSTEOPATHS  PHYSICIANS 
UNDER  THE  LAW. 

THE   Court   of   Appeals  handed 
down  a  decision,  last  month,  in 
the  case  of  C.   F.   Bandel,  a 
Brooklyn  osteopath,  granting  a  per- 


emptory writ  compelling  the  Health 
Department  to  accept  and  register  a 
death  certificate  signed  by  C.  F.  Ban- 
del,  O.D. 

The  case  has  been  decided  entirely 
upon  its  merits  according  to  law,  the 
osteopaths  having  been  recognized  and 
licensed  by  the  State  Board  of  Re- 
gents and  the  Board  of  Medical  Ex- 
aminers. It  gives  them  the  right  to 
treat  any  human  ailment  by  any  means 
or  method  except  that  they  cannot 
administer  drugs  or  perform  surgery 
with  the  use  of  instruments. 

Judge  Vann  holds  that  "such  pa- 
tients as  they  do  treat  by  permitted 
methods  should  not  be  denied  the 
right  of  burial  without  disagreeable 
publicity  when  the  medical  attendant, 
duly  authorized  by  law  to  practice 
medicine,  is  presumed  to  be  competent 
to  certify  as  to  the  cause  of  death, 
and  there  is  no  regulation  of  the  health 
department  duly  made  and  published 
which  prevents." 

The  statute  makes  doctors  of  os- 
teopathic physicians,  and  physicians 
may  sign  death  certificates. 


The  Series  of  Public  Lectures  on 
Medical  Topics  of  General  Interest 

— There  still  remain  a  number  of 
lectures  given  under  the  joint  auspices 
of  the  Medical  Society  of  the  County 
of  Kings  and  the  Brooklyn  Institute 
of  Arts  and  Sciences.  These  lectures 
are  held  at  the  Library  Building  of 
the  Medical  Society  of  the  County  of 
Kings.  On  Wednesday,  November 
1 8th,  Dr.  Henry  G.  Webster  will  talk 
on  "Diet  in  its  Relation  to  Disease." 
On  December  2d,  Dr.  Algernon  T. 
Bristow  will  deliver  an  oration  on 
"The  Unity  of  the  Medical  Sciences." 
On  December  9th,  Dr.  James  S. 
Waterman  will  lecture  on  "Nursing 
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in  Acute  Contagious  Diseases."  These 
lectures  are  free  to  the  general  public 
and  no  cards  of  admission  are  re- 
quired. It  is  hoped  that  the  medical 
profession  will  encourage  these  lec- 
tures by  their  attendance. 

Smallpox  at  Patchogue — During 
the  past  month  there  have  been  a 
number  of  cases  of  small  pox  in 
Patchogue,  and  the  physicians  of  that 
town  have  been  busy  vaccinating 
many  new  patients.  It  was  reported 
that  none  of  the  schools  were  closed 
on  account  of  the  disease.  Dr.  Frank 
Overton,  the  Health  Officer,  said 
there  was  no  danger  of  the  spread  of 
the  disease. 
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Tuberculosis  Exhibit  Coming  to 
New  York — After  considerable  delay, 
the  city  has  decided  to  contribute 
$13,000  towards  securing  the  Tuber- 
culosis Exhibit  that  has  been  such  a 
decided  feature  of  the  Washington 
Congress  on  Tuberculosis.  The  ob- 
ject of  bringing  the  Exhibit  to  New 
York  is  purely  for  the  instruction  of 
the  citizens  in  matters  of  health. 

Death  of  Dr.  Herbert  Russell — 

Dr.  Russell  died  at  his  home,  235 
East  68th  Street,  New  York  City,  at 
the  age  of  37  years.  He  was  a  grad- 
uate of  the  Long  Island  Medical  Col- 
lege, of  the  class  of  '96. 

Death  of  Dr.  George  A.  Elliott— 

Dr.  Elliott  died  at  Glen  Cove,  Long 
Island,  where  he  had  gone  for  his 
health.  He  resided  at  208  Washing- 
ton Avenue,  Brooklyn,  and  for  sev- 
eral years  was  diagnostician  for  the 
Board  of  Health.  He  was  41  years 
old,  and  leaves  a  widow  and  five  chil- 
dren. 

Death  of  Dr.  Daniel  C.  Gilman — 

Dr.  Gilman  was  formerly  President 
of  Johns  Hopkins  University.  He 
died  suddenly  last  month.  His  name 
will  ever  be  closely  associated  with  the 
organization  of  the  great  university 
of  which  he  was  the  first  president. 

Gift  to  Presbyterian  Hospital — 

Mr.  John  S.  Kennedy,  for  many  years 
a  member  of  the  Board  of  Managers 
of  the  Presbyterian  Hospital,  placed 
at  the  disposal  of  the  Hospital  the 
sum  of  $.1,000,000,  on  condition  that 
the  money  be  used  to  erect  a  new 
Administration  Building,  and  that 
what  was  left  over  should  be  cm- 
ployed  to  carry  out  other  works  of 
construction  and  reconstruction  of 
which  the  Hospital  has  long  stood  in 
need.  Tt  is  expected  that  the  older 
buildinps  now  standing  will  be  re- 
placed by  new  ones. 

Charity  Ball  in  Aid  of  the  Jewish 
Hospital — Tl  has  been  decided  to  srivc 
a  prand  Charity  Ball  in  the  new  Acad- 
emy of  Music  "ii  December  o.  iqo8. 
in    aid    of   the   Jewish    Hospital  of 

Brooklyn. 


Benefit  of  the  German  Hospital  of 
Brooklyn — The  Arrangement  Com- 
mittee of  the  German  Hospital  Aid 
Society  of  Brooklyn  will  present  the 
Manhattan  English  Opera  Company 
at  the  Academy  of  Music,  November 
2d,  3d  and  4th,  for  the  benefit  of  the 
German  Hospital  of  Brooklyn.  It  is 
expected  that  by  this  means  a  large 
amount  will  be  raised  for  carrying  on 
the  work  of  the  Hospital. 

Death  of  Dr.  George  M.  Edebohls 

— Dr.  Edebohls,  of  New  York  City, 
died  August  8,  1908,  at  the  age  of  54 
years.  He  has  been  for  many  years 
one  of  the  most  prominent  German 
surgeons  of  New  York  City,  and  his 
work  in  decapsulation  of  the  kidney 
brought  him  prominently  before  the 
medical  public. 

Death  of  Dr.  James  S.  King — Dr. 

King  died  suddenly  at  his  home,  839 
Park  Place,  after  an  illness  which 
lasted  scarcely  more  than  an  hour. 
During  the  past  year  he  has  been  in 
unusually  good  health,  and  his  sudden 
death  has  come  as  a  great  shock  to  his 
medical  friends. 

American  Gastro-Enterological 
Association — Dr.  Dudley  D.  Roberts 
has  been  elected  a  Fellow  of  the 
American  Gastro-Enterological  Asso- 
ciation. 

Dr.  C.  G.  Crane  announces  that 
hereafter  he  will  confine  his  practice 
to  diseases  of  the  ear,  nose  and  throat. 
Consultation  hours,  8  to  12  A.  M. 
Telephone,  2987  Bedford. 


REMOVAL  NOTICES. 

Dr.  Nathan  T.  Thayer  announces 
the  removal  of  his  office  and  residence 
to  1433  Avenue  TT,  Brooklyn.  Tele- 
phone, 3020  Flatbush. 

Dr.  Jerome  B.  Thomas  announces 
that  he  has  removed  his  office  and  res- 
idence to  64  Montague  Street.  Office 
hours,  (>  to  12  A.  ?\T.  Telephone,  46 
Main. 

Dr.  Victor  H.  Pentlarge  announces 
the  removal  of  his  office  to  <)i6"  Union 
Street.  Office  hours,  8  to  it  A.  M. 
Telephone,  6363  Prospect. 


TRANSACTIONS 

OF  THE 

BROOKLYN  SURGICAL  SOCIETY 

Regular  Meeting,  April  14,  1908. 
The  President,  A.  H.  Bogart,  in  the  Chair. 


PREGNANCY     COMPLICATING  CAR- 
CINOMA  OF  RECTUM. 

Dr.  W.  F.  Campbell  presented  a 
patient,  a  young  woman  of  28  years, 
who  came  to  the  hospital  for  treat- 
ment for  a  carcinoma  of  the  rectum. 
The  disease  was  so  far  advanced  that 
the  posterior  vaginal  wall  was  in- 
volved. The  microscope  showed  an 
adeno-carcinoma.  She  was  seven 
months  pregnant,  and  the  problem  was 
what  to  do  under  the  circumstances ; 
whether  in  spite  of  the  pregnancy  he 
should  proceed  at  once  to  excise  the 
carcinomatous  portion  of  the  rectum, 
or  whether  he  should  do  a  Caesarean 
section,  and  as  soon  as  she  recovered 
from  that,  proceed  to  excise  the  rec- 
tum. 

Personally  he  was  in  favor  of  doing 
a  Caesarean  section  and  subsequently 
a  resection  of  the  rectum,  for  the  rea- 
son that  if  the  disease  be  allowed  to 
go  on  for  two  months  more,  valuable 
time  would  be  wasted,  the  lymphatics 
would  be  extensively  involved,  and 
there  would  be  little  hope  for  recov- 
ery. On  the  other  hand,  if  pregnancy 
was  allowed  to  go  on  to  term,  the 
womb  itself,  being  open,  would  be 
exposed  to  infection  from  the  carcino- 
matous condition  of  the  vagina. 

He  called  Dr.  Jewett  in  consulta- 
tion, and  he  agreed  with  him  that  the 
best  procedure  was  to  do  a  Caesarean 
section,  and  as  soon  as  she  recovered 
excise  the  rectum.  This  advice  was 
followed.  She  recovered  from  the 
Caesarean  section.  The  foetus  died 
in  fifteen  to  twenty  minutes.  Three 
weeks  after  the  operation  the  blood- 
count  showed  haemoglobin  of  60 
per  cent,  and  3,500,000  red  cells.  In 
order  to  increase  the  haemoglobin 
they  did  a  direct  Crile  transfusion  for 
about  forty  minutes.    This  increased 


the  haemoglobin  10  per  cent,  in  forty- 
eight  hours.  Inside  of  a  week  it  in- 
creased 10  per  cent.  more.  The 
speaker  stated  that  it  takes  a  week  or 
ten  days  to  get  full  effects  from  trans- 
fusion, due  to  the  fact  that  the  new 
blood  stimulates  the  blood-forming 
organs,  and  you  do  not  get  the  real 
increase  in  haemoglobin  until  ten  days 
after  transfusion. 

Two  days  after  the  transfusion  the 
carcinomatous  mass  was  taken  out, 
and  the  upper  portion  of  the  rectum 
brought  down  to  the  anal  portion. 
He  resected  out  the  posterior  vaginal 
wall  and  did  a  plastic  operation  there. 
There  has  been  no  recurrence,  so  far 
as  he  could  see. 

DOUBLE    URETER    FROM  LEFT 
KIDNEY. 

Dr.  W.  F.  Campbell  exhibited  two 
kidneys  with  ureters  and  bladder 
taken  from  the  dissecting  room.  The 
left  kidney  showed  a  double  ureter 
extending  from  the  kidney  to  the  blad- 
der with  separate  ureteral  orifices. 
The  right  kidney  showed  an  accessory 
renal  artery  entering  the  kidney  at 
the  lower  pole. 

SPONTANEOUS  FRACTURE  OF 
FEMUR. 

Dr.  W.  F.  Campbell  said  the 
correct  term  should  be  Pathological 
Fracture,  for  the  reason  that  there  is 
no  such  thing  as  spontaneous  frac- 
ture. There  is  always  a  cause  for 
these  fractures  and  that  a  pathological 
one.  The  fracture  occurs  from  a 
slight  amount  of  traumatism,  or  mus- 
cular action  in  a  bone  the  seat  of  a 
pathological  lesion. 

The  patient  was  a  boy  18  years  of 
age,  who  had  been  employed  at  Pan- 
ama the  year  previously  and  had  con- 
tracted malaria,  for  which  he  had 
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taken  large  doses  of  quinine.  About 
six  weeks  before  the  fracture  occur- 
red he  had  a  sore  on  his  heel  due  to 
the  rubbing  of  a  tight  shoe,  some  sup- 
puration occurred  there  and  it  was 
incised  by  the  family  doctor  and  about 
a  drachm  of  pus  removed.  After  this 
he  seemed  to  be  better  for  a  week 
or  so,  but  finally  he  had  pains  in  his 
knees  running  up  his  thighs,  and  he 
was  treated  by  the  family  physician 
for  rheumatism.  Finally  the  pain  in- 
creased, and  he  called  another  doctor 
who  treated  him  for  sciatica.  His 
temperature  had  gone  as  high  as  104. 
Six  weeks  after  the  sore  appeared  on 
his  heel,  he  was  feeling  pretty  well, 
and  thought  he  would  get  out  of  bed. 
He  lifted  himself  on  his  elbow,  and 
while  attempting  to  lift  the  thigh  to 
get  his  foot  to  the  ground  and  before 
he  got  the  foot  to  the  ground,  he  felt 
a  click  and  sudden  pain,  and  found  a 
big  lump  on  the  outer  side  of  his 
thigh. 

From  the  appearance  of  the  thigh 
the  speaker  imagined  he  had  a  sar- 
coma to  deal  with  because  of  the 
tumefaction.  It  was  nothing  but  the 
displaced  fragments  of  bone.  The 
patient  was  put  up  in  a  double  inclined 
plane  with  extension,  and  the  bone 
seemed  to  be  in  fairly  good  position. 
At  this  time  there  was  a  temperature 
of  101.  He  then  had  an  X-ray  taken, 
and  found  there  was  pretty  good  evi- 
dence of  necrosis  at  the  ends  of  the 
fragments,  and  a  temperature  running 
t<»  101,  so  he  determined  to  operate 
and  see  what  the  focus  of  infection 
was.  On  incision  he  evacuated  three 
ounces  of  pus  and  got  a  good  deal 
of  necrosed  bone.  The  boy's  haemo- 
globin was  only  355  per  cent,  and  red 
cells  3,000,000.  The  shock  of  the 
operation  was  so  great  that  the  boy 
died  in  twelve  hours.  The  amount  of 
blood  lost  was  insignificant. 

SEPTICEMIA    TREATED     BY  INTRA- 
VENOUS INJECTION  OF 
COLLARGOLUM. 

I  I <  •  1 1  \  A.  I  ,i:k  in  reporting  two 
cases  of  septicemia,  one  acute,  the 
other  chronic,  which  we  re  given  intra- 
venous  injcit ion   of  colloidal  silver, 


said  there  seemed  to  be  almost  imme- 
diate and  permanent  recovery. 

Case  I. — A  boy  12  years  old,  was 
brought  into  the  hospital  January  12th. 
He  had  an  acute  appendicitis  with  dis- 
tended abdomen,  free  pus  in  the  per- 
itoneal cavity.  That  night  he  was 
operated,  the  appendix  w  as  removed, 
and  the  patient  given  the  Murphy 
treatment.  The  temperature  gradu- 
ally came  down.  The  wound  drained 
freely  and  the  condition  was  favor- 
able. 

About  January  29th  the  patient  had 
a  swollen  throat  and  complained  of 
chest  symptoms.  The  eyes  were 
swollen  and  inflamed.  These  symp- 
toms lasted  for  a  week  with  a  varying 
temperature  of  103 0  to  normal.  On 
the  7th  of  February  the  pulse  began 
to  get  bad.  During  this  period  he 
had  some  nausea  and  vomiting  and 
the  general  condition  was  poor.  On 
the  suggestion  of  Dr.  Terry  he  was 
given  one  and  a  half  ounces  of  a 
r%  Per  cent,  solution  of  collargol  in- 
jected intravenously.  Immediately 
there  was  a  drop  in  the  temperature, 
the  restlessness  was  improved,  and  he 
seemed  brighter.  This  lasted  for 
three  days  when  the  temperature  went 
up  to  1010.  He  received  another  in- 
jection into  the  other  vein  of  an  ounce 
of  the  same  solution.  Fie  improved 
very  rapidly,  and  is  now  fast  gaining 
in  strength  and  is  in  good  physical 
condition. 

While  not  in  a  position  to  state 
firmly  that  the  effect  was  caused  by 
the  injections  of  collargol,  at  the  same 
time  he  belived  the  active  principal  in 
producing  the  cure  was  the  silver  in- 
jection. He  believed  the  boy  devel- 
oped a  septicemia  of  rather  low- 
grade  with  a  vitality  much  below  par; 
his  phagocytic  resistance  was  weak, 
and  the  collargol  acted  as  a  bacteri- 
cide on  the  germs  circulating  in  the 

blood. 

Dr.  C.  II.  TERRY  said  that  when  he 
examined  the  boy  some  time  after 
the  operation,  he  found  the  sounds 
Over  the  base  of  the  right  lung  were 
feeble  with  bronchial  breathing  over 
the  apex.     From   the   symptoms  he 

believed  the  patient  was  developing 
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tuberculosis,  but  it  proved  to  be  gen- 
eral septicemia. 

The  boy  ran  down  so  rapidly  that 
it  seemed  as  though  he  must  die,  and 
having  seen  the  case  of  Dr.  Parker's 
in  which  the  collargolum  was  used, 
he  thought  the  intravenous  injection 
could  do  no  harm. 

The  first  injection  seemed  to  arrest 
the  disease,  and  after  the  second  in- 
jection the  boy  began  to  pick  up. 
Whether  he  would  have  recovered 
without  the  collargolum  he  could  not 
say,  but  it  struck  him  the  collargolum 
had  a  great  deal  to  do  with  his  recov- 
ery. 

Case  II,  Dr.  Lee  said,  was  a  young 
man,  23,  single,  laborer.  January  13th 
he  came  to  the  hospital  with  "Lud- 
wig's  Angina.''  He  was  unable  to 
open  his  mouth.  The  face  started  to 
swell,  as  well  as  the  floor  of  the  mouth, 
and  it  was  difficult  to  swallow.  Jan- 
uary 1 6th  Dr.  Parker  made  free  in- 
cisions into  the  face.  Pus  was  found 
near  the  tempo  ro-maxillary  joint, 
The  swelling  continued  to  increase 
and  his  condition  became  much  worse. 
On  January  22nd  he  received  an  injec- 
tion of  one  and  a  half  ounces  of  a 
1  per  cent,  solution  of  collargol  into 
the  vein.  Shortly  after  he  began  to 
show  signs  of  general  improvement. 
Pus  discharged  freely  for  a  number 
of  days,  but  the  desperate  character 
of  his  illness  changed  at  this  period, 
and  he  went  along  to  a  fairly  unevent- 
ful recovery.  This  case  was  of  the 
acute  type;  the  other  presented  the 
features  of  a  chronic  septicemia. 

CALCAREOUS    MESENTERIC  GLAND 
SIMULATING  APPENDICITIS. 

Dr.  J.  A.  Lee  said  that  this  patient 
was  a  thin,  delicate  woman  29  years 
old,  with  a  pronounced  brachycardia, 
about  48  to  50  per  minute.  In  1902 
following  an  abortion  she  had  peri- 
tonitis. In  1903  she  had  gonorrhea, 
with  a  recurrence  of  pelvic  peritonitis. 
Since  then  she  has  had  right-sided 
trouble,  with  acute  exacerbations  of 
tenderness  over  the  appendical  region 
and  low  down  in  the  back.  About  a 
year  ago  she  had  an  acute  attack  of 
appendicitis,  pain,  vomiting,  tender- 


ness and  rigidity  over  the  ap- 
pendix. This  attack  confined  her  to 
bed  for  four  weeks.  She  was  then 
able  to  go  around,  but  had  varying 
degrees  of  tenderness. 

The  speaker  saw  her  in  consulta- 
tion for  the  first  time  about  January 
1  st.  She  had  been  sick  for  a  week. 
Examination  showed  the  greatest 
point  of  tenderness  about  one-half 
inch  to  the  left  of  McBurney's  point. 
Vaginal  examination  showed  a  heavy 
uterus  retroverted  and  everything  in 
pelvis  exquisitely  tender.  Her  heart 
action  and  general  condition  was  bad. 
He  advised  rest  in  bed,  strychnine, 
hot  douches  and  ice  bag  to  abdomen. 
Two  weeks  after,  the  acute  symptoms 
having  subsided  he  advised  abdominal 
section. 

When  the  abdomen  was  opened  he 
found  the  appendix  with  some  few  ad- 
hesions lying  to  the  right  of  McBur- 
ney's point  toward  the  anterior  su- 
perior spine.  To  the  left  and  over 
the  greatest  point  of  tenderness  was 
felt  a  hardness  in  the  mesentery. 
With  some  difficulty  this  was  enu- 
cleated, and  proved  upon  examination 
to  be  a  calcareous  mesenteric  gland 
about  the  size  of  a  walnut. 

The  appendix  was  removed.  He 
did  some  plastic  work  on  the  left 
ovary,  suspended  the  uterus,  and  the 
patient  left  the  hospital  well  after  two 
weeks.  He  considered  the  adhesions 
around  the  appendix  due  to  the  old 
pelvic  peritonitis. 

RELAXATION  OF  SACRO-ILIAC 
JOINT. 

Dr.  C.  D.  Napier  presented  a  pa- 
tient with  this  condition.  He  stated 
that  ten  years  ago  the  man  complained 
of  a  similar  attack,  which  came  on 
gradually  with  pain  in  the  back,  pain 
over  the  sacro-iliac  joint  and  sciatic 
notch  along  the  course  of  the  sciatic 
nerve  and  down  the  back  of  the  leg, 
which  laid  him  up  for  three  months. 
Coming  also  on  the  other  side  he  was 
treated  for  double  sciatica.  Then  he 
got  perfectly  well.  Four  years  ago 
he  had  a  similar  attack  limited  to  the 
right  side.  This  laid  him  up  for  six 
weeks.  P>oth  attacks  wrere  without 
any  known  injury. 
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Last  November  while  working  as 
an  engineer  on  the  Blackwell's  Island 
Bridge  the  attack  began  as  four  years 
ago.  He  kept  on  working  with  diffi- 
culty and  in  January  was  treated  for 
rheumatism.  He  got  better  and  went 
back  to  work  and  got  worse  again, 
until  he  came  to  the  speaker  walking 
with  difficulty,  using  two  canes,  stoop- 
ing to  the  left,  and  complaining  of 
severe  pain  over  the  sacro-iliac  joint, 
particularly  over  the  sciatic  notch  and 
the  calf.  Turning  over  in  bed  was 
difficult  and  he  was  in  a  very  helpless 
condition,  having  been  obliged  to  give 
up  work. 

The  speaker  was  unable  to  demon- 
strate any  motion  in  the  sacro-iliac 
joint.  The  man  has  the  typical  symp- 
tom Goldthwaite  speaks  of,  that  is, 
raising  of  the  extended  leg,  either 
lying  or  standing,  brings  out  the  pain. 

As  to  the  treatment,  Dr.  Napier 
puts  adhesive  plaster  around  the  back 
from  the  anterior  spines,  drawing  it 
very  tight ;  this  grips  the  pelvis  pretty 
tightly.  He  puts  on  two-inch  strips 
with  a  few  diagonals  to  reinforce  and 
a  snug,  tight  flannel  bandage  in  order 
to  give  a  little  more  fixation.  In  mod- 
erate cases  he  finds  the  flannel  band- 
age is  unnecessary. 

This  man  was  much  improved  under 
treatment  in  about  five  days.  The 
majority  of  cases  feel  better  almost 
immediately.  Now  he  gets  around 
pretty  freely. 

This  condition  resembles  sciatica  of 
long  standing  in  the  lateral  curvature. 
This  case  shows  the  body  thrown  to 
the  left,  taking  the  weight  off  the 
right  sacro-iliac  joint.  All  the  mo- 
tions of  the  spine  are  usually  limited 
in  this  condition,  not  so  much  now  in 
this  patient  as  when  we  first  saw  him. 
At  first  in  an  acute  case  the  lumbar 
spine  is  usually  stiff. 

Many  of  these  cases,  said  Dr.  Na- 
pier, go  unrecognized  and  are  treated 
for  all  sorts  of  things.  These  cases 
do  have  sciatica  and  a  real  neuritis. 
Some  complain  of  numbness  and  ting- 
ling over  the  outer  side  of  the  leg. 

Discussion. 
Dr.  R.  W.  Wkstrrook  said  he  had 
ecn  cases  more  characteristic  than 


this  where  the  trouble  seemed  to  be 
a  chronic  arthritis.  He  had  a  case 
some  months  ago  in  a  young  adult 
who  had  been  doing  heavy  work  on 
a  farm.  This  case  showed  more 
marked  atrophy  of  the  thigh  and  more 
lateral  curvature, — which  straightens 
out  when  the  patient  is  recumbent, — 
and  less  sensitiveness  on  pressure 
about  the  area  of  the  greater  and 
lesser  sciatic  distribution  and  more 
sensitiveness  in  the  joint  proper  on 
the  extension  of  the  leg  with  the  knee 
stiff.  The  question  in  his  mind  was 
whether  the  case  presented  was  not 
a  case  of  sciatica,  and  not  a  true  case 
of  arthritis  of  the  sacro-iliac  joint. 

As  regards  the  treatment  he  had 
never  been  able  to  make  his  patients 
perfectly  easy  with  a  simple  band 
around  the  pelvis.  He  had  found  it 
necessary  to  fix  the  thigh  with  a  plas- 
ter spica  going  down  to  the  knee. 
With  that  he  got  absolute  cessation 
of  pain ;  and  when  he  removed  the 
fixation  of  the  thigh,  the  pain  returned 
in  the  sacro-iliac  joint  and  along  the 
course  of  the  sciatic  nerve. 

This  man  on  pressure  over  the  but- 
tock and  down  the  back  of  the  thigh 
was  markedly  sensitive,  with  an 
atrophy  of  moderate  degree  and  the 
lateral  curvature  one  may  get  with 
sciatica.  He  had  seen  sciatica  go  on 
with  an  obstinate  course,  and  then 
suddenly  improve.  He  thought  pos- 
sibly such  a  coincidence  might  ex- 
plain the  sudden  relief  here.  W  ith 
the  non-tubercular  arthritis  he  had 
found  a  considerable  degree  of  fixa- 
tion of  the  thigh  necessary  and  also 
the  stilting  of  the  opposite  foot  with 
a  high  shoe,  so  that  with  crutches 
immediate  relief  followed  the  removal 
of  the  weight  upon  the  affected  side. 
Me  had  had  no  experience  with  the 
so-called  "relaxation"  of  the  joint  in 
question,  but  was  sceptical  of  a  band 
about  the  pelvis  being  sufficient  to 
cause  relief. 

Dr.  C.  D.  NAPIEB  said  most  of  the 
cases  he  had  seen  had  been  previously 
called  sciatica  or  rheumatism,  and  had 
not  responded  to  that  treatment,  so 
that  he  was  brought  to  the  firm  belief 
that  a  large  proportion  of  so-called 
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sciaticas  are  not  sciatica  entirely,  but 
are  due  to  pressure  on  the  nerve  from 
the  relaxed  condition  of  the  joint. 

Most  of  the  cases  he  comes  across 
are  cured  by  a  simple  tight  belt  kept 
snug  about  the  pelvis,  holding  the 
pelvis  firm  and  preventing  motion, 
although  in  some  cases  he  adds  a 
spinal  brace  or  stockinette  and  hip 
bandage.  He  had  not  used  the  plaster 
spica,  although  it  is  good  treatment,  as 
the  other  means  have  seemed  to  con- 
trol the  condition  entirely.  Fixation 
of  the  spine  does  the  same  as  fixation 
of  the  joint.  Either  he  thought  was 
good  treatment. 

ABSCESS  OF  THE  LIVER. 

Dr.  H.  B.  Delatour  reported  two 
cases. 

Case  I  was  a  man  35  years  of 
age,  carpenter,  admitted  to  the  Jewish 
Hospital,  August  7,  1907.  He  gave 
a  history  of  having  had  typhoid  fever 
twice,  once  fifteen  years  ago,  which 
lasted  for  two  weeks,  and  again  ten 
years  ago  when  he  was  sick  for  four 
weeks. 

He  was  perfectly  well  until  July 
29th,  nine  days  before  admission  to 
the  hospital,  when,  while  at  work,  he 
was  seized  with  a  severe  headache, 
which  compelled  him  to  go  to  bed. 
The  next  day  feeling  better  he  went 
to  work  again,  but  had  to  stop  soon 
on  account  of  general  weakness,  head- 
ache and  malaise.  He  felt  cold  and 
warm  at  intervals,  but  never  had  any 
active  chils. 

His  leucocyte  count  on  admission 
was  6,600  wTith  polymorphonuclears 
of  76  per  cent.  Later  it  varied  up  to 
20,000  leucocytes,  from  73  to  83  per 
cent,  polymorphonuclears.  Blood  cul- 
tures were  negative.  Six  Widals  were 
negative.  Urine — no  diazo  reaction, 
no  casts,  no  bile,  trace  of  albumin. 

October  5th  the  speaker  made  a 
three  inch  incision  parallel  to  the  ninth 
rib  through  the  periosteum,  which  was 
elevated  and  retracted.  Two  inches 
of  rib  in  the  mid-axillary  line  were 
resected.  The  iodoform  gauze  pack- 
ing was  introduced  to  produce  pleural 
adhesions.  Two  days  later  the  dia- 
phragm was  incised,  and  no  adhesions 


existing  between  the  diaphragm  and 
liver  this  space  was  packed  off  with 
gauze.  Two  days  later,  or  four  from 
the  operation,  the  liver  was  incised 
and  in  the  dome  of  the  liver  an  ab- 
scess cavity  containing  a  pint  of  pus 
was  broken  into.  Drainage  was  con- 
tinued several  weeks  with  final  clos- 
ure of  the  cavity  and  complete  recov- 
ery of  the  patient. 

Case  II. — A  male,  age  27,  admitted 
to  the  hospital,  February  9,  1908.  In 
childhood  patient  had  had  measles, 
scarlet  fever  and  diptheria. 

His  present  illness  dated  back  about 
three  months.  It  began  with  loss  of 
appetite,  nausea,  and  constipation,  but 
no  vomiting.  About  the  same  time  he 
began  to  have  chills  and  fever,  usually 
followed  by  sweating.  Shortly  after 
that  he  felt  severe  pain  in  the  epigas- 
trium. The  pain  had  no  relation  to 
the  ingestion  of  food,  was  intermittent 
and  did  not  radiate.  He  suffered 
from  headache,  vertigo  and  insomnia. 
Blood  examination  showed  leucocytes 
from  9,000  to  19,000,  polymorphonu- 
clears from  77  per  cent,  to  91  per 
cent.  Widals  were  negative.  Severe 
pain  in  the  epigastrium  with  marked 
tenderness  over  the  same  region  was 
the  predominating  symptom. 

A  four-inch  incision  at  the  outer 
border  of  the  right  upper  rectus  from 
the  ninth  rib  downward  was  made 
and  the  peritoneum  opened.  Adhes- 
ins  were  found  binding  the  intestines 
and  gall  bladder.  The  abdomen  was 
thoroughly  examined,  but  no  abnor- 
mal features  were  found  at  the  sur- 
face of  the  liver ;  the  diaphragm  at 
the  surface  of  the  liver  appeared  to 
be  normal.  The  stomach  and  pan- 
creas were  examined  and  found  to  be 
normal;  no  abnormalities  could  be 
found  along  the  caecum  and  append- 
icular region.  The  adhesions  were 
not  torn  apart.  One  iodoform  gauze 
diain  was  left  in  the  peritoneal  cavity 
under  the  liver.  The  wound  was  then 
closed. 

On  February  22  the  liver  was  as- 
pirated and  no  pus  could  be  obtained. 
Two  days  later  the  liver  was  aspi- 
rated again  and  a  small  amount  of  pus 
was  obtained.    The  following  day  op- 
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eration  was  done  as  above  and  two 
small-sized  cavities  were  found, 
packed  and  drained.  On  March  20 
the  right  chest  was  aspirated  and  a 
sero-purulent  fluid  found.  The  pa- 
tient died  on  March  21st. 

The  interesting  points,  Dr.  Delatour 
said,  were :  one  was  a  single,  large 
abscess  of  the  liver,  which  was  nicely 
drained  through  a  posterior  incision ; 
and  in  the  second  there  was  an  entirely 
different  condition  of  infection  of  the 
liver.  The  main  question  was  what 
was  the  source  of  the  infection.  Did 
the  man  have  a  cholecystisis  which  was 
the  source  of  the  infection  by  back- 
ward extension  into  the  bile  ducts? 
The  adhesions  about  the  liver  and  gall 
bladder  were  not  such  as  to  lead  one 
to  believe  that  there  was  an  active 
inflammation  going  on  in  the  gall 
bladder  at  the  time. 

UTERINE    FIBROIDS  FOLLOWING 
CARCINOMA  OF  CERVIX. 

Dr.  W.  J.  Corcoran  said  he  oper- 
ated on  this  patient  in  1903  for  carci- 
noma of  the  cervix  uteri.  The  patient 
was  47  years  old,  and  had  the  classical 
symptoms  of  hemorrhage,  pain  and 
discharge.  The  cervix  was  hard, 
nodular  and  lacerated.  He  removed  it 
by  high  incision  with  the  galvano- 
cautery.  After  that  the  patient  re- 
mained perfectly  well,  improved  rap- 
idly, gained  in  health  and  strength, 
and  remained  well  until  the  first  of 
this  year,  when  her  family  physician 
was  called  in  for  sudden  pain  in  the 
abdomen,  and  making  an  examination 
discovered  a  uterine  tumor.  It  was 
questioned  whether  it  was  worth  while 
to  put  her  to  the  risk  of  a  severe  oper- 
ation. Operation,  however,  was  de- 
rided on.  and  after  removing  the 
tumor  with  the  uterus,  he  was  sur- 
prised to  find  two  encapsulated 
growths. 

The  pathological  report  was:  uterus 
enlarged,  adherent,  wall  thickened, 
two  large.  reddish-brown  lxjdies 
shelled  out  of  mucous  membrane, 
which  were  apparently  organized 
blood-ck>t8  or  fibroids.  Specimen 
sh<  >wn. 

After  eXClsiotl  «>f  the  eervix  by  the 


cautery,  there  is  a  contraction  as  after 
every  burn,  and  it  is  necessary  to  di- 
late and  keep  the  canal  open  for  three 
or  four  months.  In  this  case  that  was 
not  done ;  so  that  there  is  a  possibility 
of  menstrual  blood  being  organized 
into  these  two  tumors.  She  had  no 
pain  whatever  afterward  and  re- 
mained well  for  five  years.  So  I  can- 
not understand  how  retained  secre- 
tions could  accumulate  to  such  an  ex- 
tent without  prompt  and  severe  pain. 

P.  S.  Later  reports  from  the  path- 
ologist show  the  presence  of  carci- 
noma in  the  uterine  wall. 

ABDOMINAL   SECTION  SUBSEQUENT 
TO  EXCISION  OF  CERVIX  UTERI. 

Dr.  W.  J.  Corcoran,  reporting  two 
other  cases,  said  the  patients  were 
about  the  same  age,  past  the  meno- 
pause, and  both  with  hemorrhage. 
Both  had  hard,  nodular  cervices  which 
had  been  torn.  The  same  operation 
was  done,  high  excision  by  the  gal- 
vano-cautery.  One  went  along  all 
right  and  is  well  up  to  the  present  time. 
He  sent  both  of  them  to  the  family 
physician  to  keep  the  cervix  dilated. 
One  remained  well  for  three  weeks 
and  commenced  to  bleed  again.  He 
was  called  and  examined  the  case  after 
she  had  bled  steadily  for  a  month,  and 
decided  to  remove  the  rest  of  the 
uterus. 

When  the  abdomen  was  opened 
there  was  found  a  large  pus-tube  lying 
on  top  of  the  uterus.  She  had  been 
examined  under  an  anesthetic  twice, 
and  this  was  not  recognized  before. 
It  was  soft  and  elastic  and  could 
hardly  he  told  from  the  intestine  when 
the  abdomen  was  open.  That  was 
removed  and  the  patient  is  doing  very 
well.  The  microscope  declared  this 
to  be  a  case  of  endocervicitis  with 
arterior  schlerosis. 

Another  case,  patient  62  years  of 
ag"e,  single,  menopause  nine  years  ago  ; 
about  five  months  ago  commenced  to 
bleed  lightly;  the  intervals  shortened 
until  for  a  couple  of  months  she  was 
bleeding  all  the  time. 

Diagnosis  of  carcinoma  was  made 
and  hysterectomy  performed,    lie  did 
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the  combined  operation,  incision 
around  the  cervix  by  the  cautery,  and 
going  into  the  cul-de-sac  with  the 
cautery,  made  the  posterior  incision 
into  the  peritoneum.  It  was  impos- 
sible to  separate  the  bladder  in  that 
manner  with  safety.    Then  his  asso- 


ciate did  the  operation  from  above. 
He  found  the  uterus  full  of  fibroids. 
The  speaker  believed  the  original  diag- 
nosis will  yet  be  found  to  be  correct. 
Specimen  shown. 

P.  S.  Later  microscopic  examina- 
tion shows  carcinoma. 
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DOUBLE     PYO-SALPINX  AND 
APPENDICITIS. 

Dr.  F.  J.  Shoop  presented  the 
tubes,  ovaries  and  appendix  from  a 
woman  twenty-six  years  old,  married 
a  little  over  one  year ;  no  children ; 
had  one  miscarriage  eight  months  ago 
at  about  the  fifth  month  of  gestation. 

About  the  middle  of  January  she 
was  treated  by  her  physician  for  a 
supposed  attack  of  appendicitis. 

Menstruation  was  regular  in  time  and 
amount  from  the  time  of  the  miscar- 
riage until  the  middle  of  March,  when 
she  flowed  profusely  and  almost  con- 
tinually for  nine  or  ten  clays  ;  April 
12th  she  was  flooding  again  with  pain 
in  right  side. 

The  patient,  still  flowing,  was  re- 
ferred to  the  speaker's  service  at  the 
Samaritan  Hospital,  April  21st;  there 
was  tenderness  over  both  iliac  regions, 
most  marked  on  the  right,  and  over 
McBurney's  point.  Both  recti  mus- 
cles were  placid ;  entire  absence  of 
rigidity,  and  patient  lay  at  ease  with 
both  legs  extended ;  both  ovaries  large 
and  tender ;  tubes  thickened,  but  not 
doughy ;  cervix  uteri  eroded ;  little 
or  no  discharge ;   no  vaginitis. 

Patient  said  her  husband  was  under 
treatment  for  syphilis,  and  that  while 
she  had  no  symptoms  of  it,  she  was, 
without  his  knowledge,  taking  the 
same  treatment.     He  denied  having 


gonorrhea,  and  so  far  as  she  knew 
she  had  never  had  a  vaginal  discharge 
nor  irritation  of  the  urethra  or  blad- 
der. 

April  23d  she  was  curetted,  the  ab- 
domen opened,  the  adnexa  and  appen- 
dix removed,  uterus  freed  from  ad- 
hesions and  fixed.  There  were  plenty 
of' dense  adhesions  requiring  litigation 
and  severing.  The  appendix  was  four 
inches  long,  serosa  congested,  and  on 
opening  after  removal  showed  inflam- 
mation of  entire  mucosa  and  underly- 
ing structures. 

Both  tubes  had  pus  in  them  and 
were  closed  at  both  ends,  though  the 
left  one  leaked  a  drop  or  two  on  pres- 
sure in  getting  it  out.  Both  ovaries 
cystic.  Recent  bands  of  adhesion, 
wrapping  tube  and  ovary  showed 
beautifully  and  were  easily  broken 
down. 

With  history  of  miscarriage  eight 
months  ago,  regular  menstruation 
since  until  March,  then  two  successive 
flooclings  with  no  appearance  of  any- 
thing coming  away  like  foetal  mem- 
branes and  with  pain  in  both  ovarian 
regions  and  enlargement  of  adnexa 
and  absence  of  gonorrheal  symptoms 
possibility  of  ectopic  pregnancy  was 
considered,  but  no  evidence  showed  at 
operation. 

Later.   Patient  made  a  quick  recov- 
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ery  and  went  home  seventeen  days 
after  operation. 

Dr.  J.  O.  Polak  inquired  if  any  ex- 
amination was  made  of  the  scrapings 
from  the  uterus.  Receiving  a  reply  in 
the  negative,  he  said  he  asked  because 
lie  was  interested  to  learn  the  conse- 
quences of  these  tubo-ovarian  lesions 
on  the  endometrium.  Examination  of 
the  scrapings  has  shown  a  very 
marked  change  taking  place  therein 
because  of  the  circulatory  distur- 
bances produced  by  adnexal  disease. 

C/ESAREAN  SECTION   FOR  OVARIAN 
CYST  COMPLICATING  LABOR. 

Dr.  O.  P.  Humpstoxe  stated  that 
this  patient  had  been  in  labor  twenty- 
four  hours  without  any  advance.  The 
doctor  in  charge  outside  had  tried 
forceps  without  effect.  On  ex- 
amination on  admission  to  his 
service  at  the  Jewish  Hospital  he 
found  the  pelvis  occupied  by  a  tumor 
the  size  of  a  small  cocoanut,  soft  and 
giving  the  sensation  of  a  cystic  mass; 
the  head  was  above  the  brim;  the 
cervix  was  dilated  to  about  three 
fingers ;  the  child  by  abdominal  ex- 
amination was  found  lying  in  the 
right  occipitoanterior  position,  alive 
and  of  average  size.  It  was  deter- 
mined that  labor  could  not  be  termi- 
nated in  the  natural  way.  Dr.  Polak 
saw  her  in  consultation  and  agreed 
that  she  was  a  case  for  Caesarean  sec- 
tion. Puncture  of  the  mass  in  the 
vagina  was  considered  and  discarded 
as  not  indicated,  and  attempts  to  re- 
duce the  mass  under  anesthesia  failed. 
Version  was  thought  of  and  rejected. 
She  was  submitted  to  the  classical 
Caesarean  section.  An  incision  five 
inches  long  was  made,  the  uterus 
pushed  up  against  the  wound  and 
opened  and  the  child  extracted.  The 
litems  was  closed  with  through  and 
through  sutures  of  chromic  gut  and 
covered  with  a  Lenibert  suture.  The 
uterus  slipped  down  below  the  ab- 
dominal wound,  so  that  there  could 
be  IK)  adhesions  to  the  scar.  The 
mass  was  found  to  be  an  intra- 
ligamentous cyst  of  the  left  side, 
slightly  larger  than  a  good-sized  or- 
ange, much  congested   and  irritated, 


and  too  extensive  in  its  involvement 
to  take  out  at  that  time.  It  was 
shoved  out  of  the  pelvis,  and  the 
woman  made  an  uneventful  recovery. 

The  interesting  feature,  the  speak- 
er said,  was  the  edematous  condition 
of  the  uterus,  which  was  considered 
to  be  due  to  the  prolonged  labor. 
This  edematous  condition  had  been 
observed  in  other  cases  where  pa- 
tients have  been  long  in  labor.  An- 
other feature  of  interest  was  the 
question  of  reducing  the  size  of  this 
growth  by  puncture,  but  the  strong 
possibility  of  there  being  pus  in  the 
growth  contraindicated  this. 

Dr.  A.  M.  Judd  said  the  only  con- 
dition he  had  seen  which  would  re- 
semble this  had  been  a  vaginal  cyst 
which  interfered  with  labor.  The 
cyst  was  removed  and  labor  allowed 
to  proceed.  He  thought  the  doctor's 
objection  to  puncture  of  this  cystic 
mass  was  well  made,  although  it 
seemed  to  him  if  he  was  sure  it  was 
an  intraligamentous  cyst  he  would 
not  have  objected  at  all.  He  could 
have  gone  ahead  and  have  punctured 
the  cyst  and  removed  it  and  delivered 
the  child  per  mas  naturales. 

TWO  CASES  OF  ECLAMPSIA. 

Dr.  Frederick  Holdex  presented 
the  following  case  histories: 

Case  I. — Airs.  W.,  32  years;  Ire- 
land. II  Para.  Admitted  to  the  ser- 
vice of  Dr.  Polak  at  the  Methodist 
Episcopal  Hospital  April  15,  1908. 
Menstruated  at  14:  28  day  type;  no 
pain ;  gave  an  indefinite  history  of 
nephritis.  One  still  birth  at  term  one 
year  before:  one  miscarriage  ten 
months  before. 

The  patient  had  been  feeling  per- 
fectly well  until  two  nights  before 
admission,  when  she  began  having 
headaches  which  rapidly  increased  in 
intensity  for  thirty  hours,  terminating 
in  a  severe  convulsion.  She  became 
irrational  and  was  admitted  in  a  semi- 
comatose condition,  with  a  high  ten- 
sion pulse  of  88:  temperature  08  de- 
grees :  respirations  20.  Fluid  ex- 
tract of  verat.  viride  m  XV  by  hypo- 
dermic and  ol.  tigli  m  vi  on  tongue 
were  administered.     Five  ounce  ca- 
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theterized  specimen  boiled  solid  and 
contained  numerous  granular  and 
hyaline  casts.  The  lower  extremities 
were  somewhat  edematous.  The 
cervix,  admitting  one  finger,  was 
found  long,  rigid  and  non-dilatable. 

Dr.  Polak  performed  a  vaginal 
Csesarean  operation ;  anterior  and 
posterior  incisions.  The  child,  living 
but  a  few  minutes,  was  delivered  by 
podalic  version,  and  the  uterus  con- 
tracted promptly  after  administration 
of  ergotole,  dram  one.  In  suturing 
the  anterior  uterine  incision  in  this 
case,  the  procedure  was  very  much 
expedited  by  not  trying  to  place  the 
first  suture  in  the  uppermost  angle, 
but  by  placing  it  lower  down  and 
using  it  as  tractor  and  guide  for  the 
angle  suture ;  number  two  chromic 
gut  used.  After  operation  conscious- 
ness was  promptly  regained  with 
slight  haziness. 

Post-operative  treatment :  cups, 
mustard  and  dry  heat  to  loins ;  calo- 
mel gr.  i  dry  on  tongue  every  hour  for 
eight  doses ;  saline  P.  R.  q.  4  h. ;  fluid 
extract  verat.  viride  mv  to  xv  by  hy- 
podermic to  keep  pulse  to  60. 

Six  days  after  operation  the  pa- 
tient complained  of  considerable 
headache,  at  which  time  pulse  was 
still  of  high  tension. 

Tension  on  admission,  160;  April 
17,  180;  April  21,  210;  April  22, 
140. 

Vaginal  wounds  healed  readily  and 
the  patient  was  up  in  a  chair  on  thir- 
teenth day. 

Urine  on  April  25  showed  slight 
cloud  of  albumen,  but  no  casts. 

Case  II. — Airs.  A.,  20  years;  stout 
Italian.  Attended  by  midwife  who 
called  in  a  physician,  and  he  in  turn 
referred  her  to  the  service  of  Dr. 
Polak  at  the  Williamsburg  Hospital 
April  1,  1908.  The  patient  was  a 
primapara.  eight  months  pregnant, 
had  been  in  convulsions  for  five  hours 
before  admission  and  comatose  be- 
tween convulsions  with  edema  of  up- 
per and  lower  extremities.  Catheter- 
ized  specimen  was  boiled  solid.  The 
noise  made  by  the  patient  in  her 
comatose  state  prevented  us  from 
hearing  the  fcetal  heart  sounds.  Upon 


vaginal  examination  the  promontory 
of  sacrum  was  readily  felt  with  the 
index  finger,  the  cervix  barely  admit- 
ting one  finger. 

After  thirty  minutes  spent  in  in- 
effectual manual  and  instrumental  di- 
latation and  as  good  fcetal  pulse  was 
felt  through  prolapsed  cord,  abdom- 
inal Cesarean  was  decided  upon  as 
giving  the  best  chance  of  delivering 
a  living  child  plus  the  advantages  of 
speed  and  less  traumatism  than  by 
vaginal  delivery. 

I  made  a  longitudinal  abdominal 
incision  to  the  right  of  the  median 
line  and  a  longitudinal  uterine  in- 
cision, delivering  a  living  child  7^ 
pounds,  through  placenta  which  was 
anterior.  Interrupted  chromic  sutures 
were  placed  at  half -inch  intervals, 
closing  the  uterine  muscle  and  wired 
by  running  suture  of  fine  catgut  in 
the  uterine  peritoneum.  The  uterus 
contracted  promptly.  The  abdominal 
wall  was  closed  by  continuous  catgut 
sutures  for  peritoneum  and  crossed 
silkworm  gut  sutures.  Convulsions 
were  resumed  shortly  after  opera- 
tion. As  pulse  tension  was  high, 
about  3  viii  blood  was  removed  from 
forearm.  Fluid  extract  verat.  viride 
in  doses  mv  to  mxv  by  hypodermic; 
saline  P.  R.  q.  4  h. ;  chloral  gr  xxx 
by  rectum. 

Resulting  from  this  tension  the  ab- 
dominal suture  broke  and  the  wound 
tore  open  during  a  severe  convulsion. 
Insinuating  intestines  were  replaced 
and  the  wound  reclosed  by  several 
through  and  through  silkworm  su- 
tures. The  patient  did  not  regain 
consciousness  and  died  fifty  hours 
after  the  operation. 

Post-mortem  showed  the  uterus 
well  involuted  and  no  peritonitis 
present. 

CASE    OF   OESARE AN  SECTION. 

Dr.  J.  O.  Polak  presented  the  fol- 
lowing case  history:  Airs.  R.,  aged 
28,  married  and  a  primipara.  Was 
always  well  as  a  child.  Began  to 
menstruate  at  13,  menses  recurring 
irregularly  until  marriage,  flow  last- 
ing three  days  and  painless.  Was 
operated  eight  years  ago  for  appendi- 
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citis.  Last  menstruation  July  7,  1907. 
Entered  my  service  at  the  Williams- 
burg Hospital  April  18,  1908,  re- 
ferred by  Dr.  R.  A.  Henderson  at 
full  term.  Her  pregnancy  had  been 
normal  until  within  the  past  two 
weeks,  when  she  began  to  complain 
of  frontal  headache  and  edema  of  the 
feet  and  legs. 

On  examination  patient  was  four 
feet  ten  inches  in  height.  The  abdo- 
men was  markedly  pendulous.  The 
height  of  fundus  was  36  cm.  The 
child  was  lying  in  a  right  dorso-ce- 
phalic  position  and  the  head  unen- 
gaged. Her  measurements  were  as 
follows:  Ilio-spinal,  21  cm.:  Ilio- 
costal, 25  cm. :  external  conjugate, 
17.5  cm. :  depth  of  symphysis,  6  cm. 
Diagnosis,  generally  contracted  pel- 
vis. The  head  measurements  were 
not  taken. 

Patient  fell  in  labor  on  the  evening 
of  April  20th.  and  after  twelve  hours 
of  hard  labor  the  head  was  still  un- 
engaged and  found  to  be  unengageable 
by  Mueller's  method  with  the  patient 
under  complete  anesthesia  in  the 
Walcher  position.  A  Cesarean  was 
made  and  a  living  male  child  deliv- 
ered, which  weighed  seven  pounds 
eight  ounces.  One  interesting  point 
in  this  section  was  the  torsion  of  the 
uterus  to  the  left,  the  right  cornu  and 
tube  presenting  through  the  abdomi- 
nal incision.  The  usual  longitudinal 
incision  was  made  in  the  uterine 
fundus,  and  the  child  extracted  by 
the  feet.  The  uterine  wound  was 
closed  with  interrupted  chromic  su- 
tures, and  the  abdomen  with  catgut  in 
the  peritoneum,  and  silkworm  gut 
cross  sutures  through  fascia,  muscle 
and  skin.  The  recovery  of  both  pa- 
tients lias  been  uneventful. 

Dr.  O.  1\  I  Iumpstoxi-:  inquired  if 
Dr.  EioldeXl  had  made  observations  on 
the  tension  of  the  pulse  after  doses 
of  veratrum  viride.  A  recent  article, 
he  said,  stated  that  veratrnm  viride 

has  very  little  influence  in  reducing 

tlie  tension  of  the  pulse,  but  better 
results  are  obtained  with  T-50  gr. 
nitroglycerin,  or  some  such  dilator, 
every  hour  put  on  the  tongue. 


Dr.  F.  C.  Holdex  replied  that  this 
case  was  taken  off  veratrum  viride 
and  put  on  nitroglycerin  by  the  house 
physician,  but  they  got  her  quickly 
back  to  the  veratrum  as  the  tension 
rapidly  increased. 

Dr.  j.  O.  Polak  thought  the  status 
of  veratrum  viride  and  nitroglycerin 
is  pretty  well  established,  but  he  did 
not  think  they  are  to  be  used  in  the 
same  class  of  cases.  He  believed 
veratrum  is  indicated  in  those  cases 
where  we  used  to  bleed.  The  full- 
blooded,  high  tension  type  of  case 
with  a  good  deal  of  cyanosis,  and 
those  cases  that  used  to  get  well  by 
letting  off  twenty  ounces  of  blood.  In 
those  cases  he  gets  the  best  results 
from  veratrum ;  while  in  the  thin, 
anemic  women  with  a  very  rapid 
pulse  nitioglycerin  has  given  him  best 
results,  and  he  uses  one  or  the  other, 
as  a  rule,  depending  on  the  type  of 
woman,  her  physique,  cardiac  action, 
rapidity  and  tension  of  her  pulse. 
He  had  not  used  veratrum  viride 
lately  in  thin,  anemic  women,  be- 
cause he  did  not  find  these  cases  had 
the  high  tension  pulse  characteristic 
of  the  other  type  of  women. 

APPENDICITIS  DURING  THE 
PUERPERIUM. 

A  paper  with  the  above  title  was 
read  by  A.  M.  Judd,  M.D. 

Discussion. 

Dr.  L.  G.  Baldwin  said  he  had 
never  seen  a  case  of  appendicitis 
during  the  pucrperium.  In  the  mat- 
ter of  abdominal  section  for  this  con- 
dition it  occurred  to  him  that  the 
method  of  controlling  bleeding,  sug- 
gested by  Dr.  Dickinson,  of  securing 
contraction  of  the  uterus  after  deliv- 
ery by  pulling  the  uterus  well  up  into 
one  or  the  other  iliac  fossa,  might 
not,  if  the  right  side  were  chosen, 
start  Up  a  latent  case. 

The  Speaker  said  he  was  glad  Dr. 
Judd  called  attention  to  the  fact  that 
many  times  we  are  blamed  for  infec- 
tion after  labor  when  it  is  due  to 
latent  points  <>f  infection  which  were 
there  all  the  time. 
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OPERATIVE  remedies  for  the 
replacement  and  retention  of 
the  herniated  contents  of  the 
female  pelvis  have  engaged  the  best 
efforts  of  gynecologists,  and  have  pro- 
duced a  multiplicity  of  measures  too 
numerous  to  mention.  The  various 
methods  of  procedure  show,  conclu- 
sively, that  we  have  not  yet  arrived 
at  a  thoroughly  satisfactory  solution 
of  the  proper  treatment. 

In  order  that  we  may  the  more 
thoroughly  understand  the  treatment 
about  to  be  discussed,  I  will  present 
briefly  the  etiology  and  pathology  with 
some  of  the  complications  found  in 
procidentia  uteri. 

Procidentia  or  prolapsus  uteri  are 
names  that  have  been  used  to  express 
the  downward  displacement  of  the 
uterus,  which  leads  to  its  escape  from 
the  pelvic  cavity  till  it  comes  to  lie 
externally  to  the  pudenda. 

If  we  look  more  carefully  at  the 
structures  protruding  through  the 
vulva,  we  shall  find  that  we  have  to 
cope  with  different  elements  of  the 
pelvic  contents  in  the  different  cases. 
In  all  cases  the  vaginal  walls  have  be- 
come dislocated  and  the  bladder  and 
rectum  are  displaced.  With  the  cys- 
tocele  there  exists  an  hypertrophy  of 
the  intermediate  portion  of  the  cervix 
uteri.  The  fact  that  the  vaginal  mucosa 
lays  hold  of  the  cervix  low  down  in 
front,  at  about  one-third  of  an  inch 


from  the  anterior  lip,  while  behind  it 
passes  up  to  within  one-third  of  an 
inch  from  the  isthmus,  has  led  to  the 
convenient  division  of  the  cervix  into 
three  parts:  (i)  Infravaginal ;  (2) 
supra-vaginal,  and  (3)  intermediate. 
Infravaginal  lying  entirely  free  in  the 
vagina  below  the  level  of  the  anterior 
fornix.  Above,  we  have  the  supra- 
vaginal portion  embraced  by  the  para- 
metrium and  lying  entirely  above  the 
level  of  the  posterior  fornix.  Between 
these  lies  the  intermediate  portion, 
above  the  level  of  the  anterior  and  be- 
low the  level  of  the  posterior  fornix. 
On  its  posterior  aspect,  this  interme- 
diate portion  lies  free  in  the  vagina; 
its  anterior  surface  lies  above  the  vag- 
inal reflection  and  is  in  contact  with 
the  areolar  tissue  which  separates  it 
from  the  bladder  wall. 

This  intermediate  portion  under- 
goes a  remarkable  degree  of  hyper- 
trophy and  elongation  in  cases  where 
the  anterior  wall  of  the  vagina  has 
been  markedly  displaced.  In  many 
cases  the  hypertrophy  may  affect  the 
whole  supravaginal  portion  of  the 
cervix. 

We  know  that  the  uterus  maintains 
its  normal  level  by  virtue  of  a  balance 
between  the  structures  that  sustain  it 
and  the  forces  that  tend  to  depress  it. 
We  must  look,  therefore,  for  the 
causes  of  its  permanent  descent,  either 
on  the  one  hand  to  conditions  that 
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weaken  it,  or  on  the  other,  to  condi- 
tions that  increase  the  strain  upon  it. 
These  conditions  may  be  classified  as 
passive  and  active.  The  former  em- 
braces (i)  faults  in  the  perineum, 
(2)  faults  in  the  vaginal  wall,  (3) 
faults  in  the  uterine  ligaments,  (4) 
faults  in  the  cellular  tissue,  and  (5) 
faults  in  the  pelvis.  Conditions  that 
operate  as  active  causes  are  (1)  en- 
largement of  the  uterus  itself,  (2)  dis- 
tension of  neighboring  organs,  (3)  in- 
crease of  supra-pelvic  pressure. 

In  considering  the  causes  we  have 
to  remember  that  the  process  of  de- 
scent is  a  gradual  one.  Cases  are  met 
with  from  time  to  time  where  the 
patient  has  become  suddenly  aware  of 
the  mischief  and  she  may  state  that 
the  protrusion  was  the  result  of  an 
injury  or  strain;  but  a  physical  in- 
vestigation, and  a  careful  examina- 
tion of  the  history  of  the  case  will 
show  traces  of  long-standing  changes 
in  the  pelvic  structure.  We  have  to 
keep  in  mind  that  we  have  to  do  not 
with  the  effect  of  one  group  of  causes, 
but  with  the  combined  influence  of 
several  of  them  acting  continuously 
and  for  a  long  period  of  time. 

Contraction  of  the  pelvic  brim  and 
expansion  of  the  outlet,  characteristic 
of  the  ricketic  pelvis,  favors  descent 
of  the  uterus ;  so  that  we  sometimes 
find  prolapsus  uteri  in  virgins  asso- 
ciated with  this  form  of  pelvis.  With 
these  changes  in  configuration  are  oc- 
casionally associated  changes  in  the 
inclination  of  the  pelvis,  and  whenever 
the  inclination  of  the  pelvis  is  con- 
tinuously disturbed  and  the  plane  of 
the  brim  instead  of  meeting  the  hori- 
zon at  the  proper  angle  (55  per  cent.) 
becomes  more  or  less  parallel  to  it, 
downward  displacements  of  the  uterus 
are  brought  about.  Such  changes  from 
the  normal  occur  in  elderly  women 
in  whom  the  anterior  curve  of  the 
lumbar  vertebne  is  lost,  and  in  others 
whose  avocations  keep  them,  for  long 
periods  of  time,  in  snch  attitudes  that 
the  promontory  of  the  sacrum  instead 
of  being  four  inches  above  the  level 
of  the  upper  margin  of  the  pubic  sym- 
physis is  nearly  in  the  same  horizontal 
plane.    Tn  ^ome  instances  the  descent 


of  the  uterus  is  due  not  so  much  to 
loss  of  power  in  the  structures  that 
support  it  from  below,  as  to  the  in- 
efficiency of  the  structures  that  should 
retain  it  above. 

It  is  the  relaxation  of  all  the 
ligaments,  utero-sacral,  utero-vesical 
broad  and  round  subsisting  for  some 
time  after  parturition  that  facilitates 
the  sinking  of  the  uterus  which  is  apt 
to  be  initiated  during  the  puerperium. 
When  these  remain  permanently  re- 
laxed and  strained,  a  more  decided 
and  permanent  descent  of  the  uterus 
ensues. 

Operations  designed  to  hold  the 
uterus  up  by  narrowing  the  vagina  so 
much  that  the  uterus  can  not  pass 
through  it,  are  founded  on  a  faulty 
conception  of  pathology  and  must  re- 
sult in  complete  failure  to  remedy  the 
condition.  They  do  not  restore  the 
normal  angle  between  the  uterus  and 
the  vagina.  The  constricted  vagina 
cannot  resist  the  downward  force  of 
the  uterus.  The  cervix  acting  as  a 
wedge  will  force  itself  through  and 
reproduce  the  hernia.  Any  operation 
that  shortens  the  vagina  is  clearly  de- 
fective. Operations  to  be  successful 
must  restore  at  least  the  normal  angle 
between  the  long  axis  of  the  uterus 
and  the  long  axis  of  the  vagina. 

The  two  rational  indications  are: 
(1st)  To  fix  the  upper  extremity  of 
the  vagina  together  with  the  cervix 
uteri  in  its  normal  location — that  is, 
within  an  inch  of  the  junction  of  the 
second  and  third  sacral  vertebra?, 
just  where  the  utero-sacral  ligaments 
would  hold  it  if  in  their  integrity ; 
(2d)  to  bring  the  posterior  wall  of 
the  vagina  close  up  to  the  pubes.  The 
fulfillment  of  these  two  indications  are 
a  sine  qua  11011  to  complete  and  per- 
manent cure. 

The  operations  described  by  Sims, 
Emmett,  Dudley  and  others,  which 
have  consisted  of  superficial  denuda- 
tions and  reefing  of  the  vaginal  walls, 
have  been  onlv  partially  successful  be- 
cause they  did  not  adequately  force 
the  cervix  into  the  hollow  of  the  sac- 
rum, and  also  for  the  reason  that  an 
effective  operation  requires  deeper 
work  than  superficial  denudations  can 
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accomplish.  Timidity  rather  than  te- 
merity has  marked  most  operators  in 
vagino-perineal  work. 

Edward  Reynolds,  of  Boston,  has 
set  forth  two  anatomical  facts  which 
necessarily  underlie  the  success  of 
these  operations.  The  first  point  he 
makes  is  that  to  attain  success  we 
should  ascertain  and  utilize  the  natural 
support  of  the  anterior  vaginal  wall, 
instead  of  simply  denuding  and  gath- 
ering together  the  over-stretched  por- 


ceedingly  firm  and  never  yields,  but 
the  same  cannot  be  said  of  the  attach- 
ments of  the  upper  end  of  the  wall 
though  it  might  be  said  they  are  suf- 
ficient for  the  purpose. 

In  prolapsus  complicated  by  cysto- 
cele,  the  correction  of  the  cystocele  is 
essential  to  the  cure.  Our  experience 
in  late  years,  in  total  extirpation  of 
the  uterus,  has  taught  us  that  the  only 
ligamentous  tissue  between  the  genital 
canal  and  the  pelvic  wall  which  is  not 


Fig.  i — Longitudinal  incision  through  the  mucosa  of  the 
anterior  vaginal  wall. 


tions ;  and  secondly  that  we  should  not 
only  avoid  using  any  part  of  the  over- 
stretched wall,  but  should  actually  ex- 
cise and  do  away  with  it,  both  of 
which  objects  should  be  attained  with- 
out the  performance  of  an  unneces- 
sarily extensive  or  severe  operation. 
The  anterior  vaginal  wall  has  natur- 
ally two  fixed  points  of  attachment. 
The  first  is  of  the  lower  end  of  the 
wall  to  the  posterior  surface  of  the 
pubes :  this  point  of  attachment  is  ex- 


readily  separated  by  the  finger  is  the 
insertion  of  the  broad  ligaments  into 
the  lateral  edges  of  the  uterus  and 
vault  of  the  vagina.  These  are  the 
only  firm  supports  the  vaginal  vault 
furnishes,  and  it  follows  as  a  conse- 
quence they  are  the  only  upper  points 
which  can  be  rationally  used  in  the 
restoration  of  the  anterior  wall. 

The  utilization  of  the  base  of  the 
broad  ligament  has,  moreover,  the 
very  great  incidental  advantage  that  it 
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not  only  relieves  the  uterus  of  the 
weight  of  the  anterior  wall,  but  in  it- 
self tends  to  restore  the  prolapse  by 
throwing  the  cervix  backward.  The 
first  point  in  any  operation  to  correct 
prolapsus  should  be  the  attachment  to 
each  other  of  these  two  firm  portions 
of  the  anterior  wall. 

While  extirpation  of  the  uterus  has 
given  better  results,  in  my  practice, 
than  any  other  measure  to  overcome 
procidentia,  there  can  be  raised  cer- 


A  prolonged  operation,  a  bronchitis 
coming  on,  infection  of  the  field  of 
operation,  the  patient  left  my  hands 
still  with  her  cystocele  and  rectocele. 
While  I  cannot  recall  having  seen 
another  such  case,  the  fact  remains 
that  failure  to  get  union  may  result  in 
disaster — however  remote — militates 
against  extirpation.  There  is  also 
some  objection  to  removing  an  organ 
that  may  be  normal  except  for  its  dis- 
placement.   It  can  be  said  for  vaginal 


Fig.  2 — Separation  of  the  mucosa  and  the  bladder  from 
the  uterus. 


tain  objections  to  its  general  applica- 
tion. The  strongest  objection  is  that 
hernia  through  the  vaginal  vault  does 
happen,  and  failure  of  the  supplement- 
ary plastic  work  may  leave  your  pa- 
tient as  badly  if  not  worse  off  than 
before  the  operation.  I  can  recall  one 
such  case,  where,  in  a  large,  fleshy 
patient  the  prolapsed  uterus  was  five 
inches  long,  with  pus  tubes  suspended 
high  in  the  pelvis  and  undiagnosed 
until  operation  had  been  under  way. 


hysterectomy  that  women  even  well 
advanced  in  years  stand  the  operation 
without  shock  or  showing  any  bad 
general  condition,  and,  as  soon  as  the 
effect  of  the  anaesthetic  passes,  suffer 
no  inconvenience. 

The  operation  which  promises  to 
give  equally  good  results,  which  re- 
moves  no  organ,  which  does  more  to 
relieve  the  troublesome  cystocele, 
which  does  more  to  fulfill  the  indica- 
tions called  for  by  an  anatomical  study 
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and  a  pathological  understanding  of 
the  condition,  is  the  operation  so  defin- 
itely expressed  by  Wertheim  as :  In- 
terpositio  vesico-vaginalis  uteri. 

The  technic  of  placing  the  uterus 
between  the  bladder  and  the  vagina  is 
as  follows : 

A  longitudinal  incision  through  the 
mucosa  of  the  anterior  vaginal  wall, 
extending  from  the  base  of  the  urethra 
to  portio  vaginalis  of  uterus.  The 
mucosa  is  separated  for  about  one  inch 


and  in  this  position  the  vaginal  mu- 
cous membrane  is  sutured  over  the 
uterus. 

If  marked  relaxation  is  present  in 
a  case,  it  is  well  before  suturing  to 
examine  the  sacro-uterine  ligaments 
and  shorten  them  by  taking  a  loop  and 
suturing  it.  If  the  patient  is  of  the 
child-bearing  period  she  must  be  made 
sterile,  which  is  best  effected  by  re- 
moval of  the  tubes  or  excising  a 
portion  of  them  and  then  suturing  the 


Fig.  3 — Bringing  down  the  fundus  uteri  with  the  blad- 
der resting  on  the  posterior  uterine  wall. 


on  each  side,  and  the  bladder  is  separ- 
ated from  its  attachment  to  the  uterus, 
including  peritoneum.  The  fundus 
uteri  is  then  drawn  through  the  aper- 
ture into  the  vagina,  and  the  mucous 
membrane  of  the  vagina  is  fitted  over 
it,  trimming  off  excess  or  enlarging 
denuded  surface  to  accommodate  the 
uterus.  The  bladder  is  pushed  well 
up,  and  fundus  uteri  is  brought  well 
down  toward  pubes,  with  the  bladder 
resting  on  the  posterior  uterine  wall 


severed  ends  so  that  the  tube  is  no 
longer  patent. 

The  advantages  of  interpositio 
vesico-vaginalis  uteri  over  the  plastic- 
uterine  operations  for  prolapsus,  de- 
vised by  Freund  and  Fritsch,  are  sev- 
eral. The  last  named  fixes  the  uterus 
to  the  posterior  wall  of  the  vagina, 
obliterating  the  vagina,  while,  in  the 
operation  here  described,  the  uterus  as 
a  pillow  supports  the  bladder  and  the 
lumen  of  the  vagina  remains  free  for 
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coitus,  while  uterine  secretions  may 
escape  through  the  natural  os  uteri : 
whereas,  inFreund's  operation,  an  ar- 
tificial os  has  to  be  made  in  the  fundus. 

It  may  be  said  that  even  small  uteri, 
such  as  have  undergone  senile  atrophy, 
render  good  service,  and,  in  any  case, 


it  is  better  to  use  them  in  this  way 
than  to  remove  them. 

If  the  uterus  is  too  large,  a  suitable 
portion  may  be  excised  to  reduce  the 
bulk.  . 

In  employing  the  uterus  in  this  plas- 
tic manner  posterior  colpotomy  must 
also  be  done. 


THE  TREATMENT  OF  FRACTURES  AND  DEPRESSED 
DEFORMITIES  OF   THE   NOSE   BY  MEANS  OF  A 
COMBINED  BRIDGE  AND  INTRA-NASAL  SPLINTS.* 

By  WILLIAM  WESLEY  CARTER,  A.M.,  M.D. 

Assistant  Surgeon  Manhattan  Eye,  Ear  and  Throat  Hospital. 


SINCE  broken  noses  come  within 
the  pale  of  every  professional 
man's  experience,  I  feel  that  in 
bringing  this  subject  before  you  I  am 
complying  with  the  request  of  your 
president,  when  he  invited  me  to  read 
a  paper,  that  I  should  select  a  practi- 
cal subject  and  one  of  general  interest. 

I  have  long  been  impressed  by  the 
inadequacy  of  the  methods  at  present 
employed  for  supporting  the  bridge  of 
the  nose  and  immobilizing  it  in  its 
proper  position  until  union  has  oc- 
curred after  recent  accidental  fractures 
and  after  operative  fractures  for  the 
correction  of  flat  nose.  The  prevail- 
ing treatment  of  broken  noses  is  ex- 
tremely lax,  the  methods  employed  are 
neither  careful  nor  rational  and  are 
not  attended  by  surgeon-like  results. 
The  chief  reason  for  this  is  that  the 
surgeon  does  not  apply  properly  the 
laws  of  mechanics  in  devising  the  ap- 
paratus intended  to  hold  the  parts  in 
position. 

It  is  essential  to  remember  that  we 
arc  dealing  with  that  most  wonder- 
ful of  all  architectural  structures,  the 
arch.  Each  word  in  the  definition  of 
the  arch  carries  with  it  practical  sig- 
nificance to  the  surgeon.  An  arch  is  a 
structure  built  in  a  curved  line  in  such 
a  manner  that  it  will  retain  its  position 
whetl  the  structure  is  supported  only 
;it  its  two  extremities.  We  must  assume 

*  Kr.nl  by  invitation  at  tin-  Annual  Meeting  of 
tbc  Suffolk  County  Medical  Society  at  Rivcrhea<I, 
N.  Y.,  October  29,  1908. 


that  the  arch  is  composed  of  an  in- 
definite number  of  segments ;  upon  the 
proper  position  and  mutual  pressure 
of  each  of  these  depends  the  integrity 
of  the  entire  structure.  The  nose  is 
an  equilateral  arch,  the  piers  of  which 
are  the  nasal  processes  of  the  superior 
maxillae.  The  crown  of  the  arch  is 
in  a  measure  strengthened  by  the  sep- 
tum, but  its  preservation  depends 
upon  the  septum  only  to  the  extent 
that  the  upper  edge  of  the  latter, 
wedged  in  between  the  lateral  car- 
tilages, furnishes  the  keystone  to  the 
nasal  arch  in  part  of  its  extent. 

It  will  be  seen,  therefore,  how  im- 
portant it  is  that  we  should  bear  in 
mind  the  principles  of  the  arch  when 
devising  any  apparatus  for  restoring 
a  flattened  nose.  Not  only  must  the 
crown  of  the  arch  be  raised,  but  what 
is  of  equal  importance  the  piers  upon 
which  the  whole  structure  depends 
must  be  brought  nearer  together,  nar- 
rowing the  base  of  the  nasal  arch  to 
the  extent  that  the  crown  has  been 
raised.  Unless  this  is  done  we  can 
be  sure  that  the  elevation  of  the  crown 
will  not  be  permanent.  It  is  the  writ- 
er's belief  that  the  unsatisfactory  re- 
sults so  frequently  obtained  in  this 
particular  field  of  surgery  are  due  to 
the  non-observance  of  these  import- 
ant fundamental  principles. 

I  believe  that  the  surgeon  in  no  case 
of  fracture  of  the  nose  should  be  sat- 
isfied with  simple  adjustment  of  the 
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parts  without  using  some  means  for 
retaining  them  in  their  proper  posi- 
tion until  union  has  taken  place.  In 
fracture  of  the  nose  the  tendency  to 
displacement  of  the  parts  after  ad- 
justment is  familiar  to  every  surgeon, 
and  unfortunately  the  impending  un- 
satisfactory result  is  usually  masked 
until  it  is  too  late  by  the  tumefaction 
of  the  tissues,  and  too  often  we  find 
after  the  subsidence  of  this  that  in 
addition  to  cosmetic  injury  that  the 
respiratory  capacity  of  the  nose  has 
also  been  impaired. 

In  looking  over  the  literature  on  the 
subject  I  have  been  impressed  by  the 
lack  of  confidence  that  the  various 
writers  show  in  the  methods  they  ad- 
vise for  immobilizing  the  nose  after 
fractures  and  in  correcting  depressed 
deformities. 

The  device  in  use  for  this  purpose 
may  for  convenience  be  classified  as: 
(i)  Extra-nasal.  (2)  Intra-nasal. 
(3)  Interstitial.  Of  Extra-nasal  ap- 
pliances, those  in  most  frequent  use 
are  plaster  strips  drawn  across  the 
nose  and  attached  to  the  cheeks,  a 
small  roller  bandage  being  placed  on 
either  side  of  the  nose. 

The  chief  objections  to  this  method 
are :  ( 1 )  It  is  impossible  to  immobilize 
the  part  by  attaching  adhesive  plaster 
to  the  skin  which  is  movable.  (2) 
The  plaster  presses  down  upon  the 
nose  and  tends  to  produce  or  increase 
any  tendency  to  depression.  (3)  This 
method  of  treatment  takes  no  account 
of  intra-nasal  conditions.  (4)  The  re- 
sults obtained  are  very  uncertain. 

The  same  objections  may  be  urged 
against  the  various  forms  of  moulds 
and  splints  attached  to  bands  to  be 
worn  about  the  head.  They  cannot  be 
adjusted  so  that  they  will  not  slip,  they 
exert  pressure  in  only  one  direction 
and  they  do  not  take  into  account  the 
preservation  of  the  nasal  cavities. 

Interstitial  measures  include  such 
expedients  as  bridges  made  of  cellu- 
loid, hard  rubber,  silver,  etc.,  intro- 
duced under  the  skin.  These  have  in- 
variably sloughed  out,  and  we  may 
frankly  state  that  we  are  no  longer 
warranted  in  employing  such  methods. 
On  the  other  hand  in  moderate  de- 


grees of  deformity,  where  the  nose  is 
not  too  broad  and  the  intra-nasal  con- 
ditions are  satisfactory  the  interstitial 
injection  of  paraffin  may  be  used.  It 
is  also  useful  supplementary  to  opera- 
tive measures  where  a  good  result  can- 
not be  obtained  by  re-position  of  the 
tissues.  It  is  reasonably  certain  that 
hard  paraffin  is  neither  absorbed  nor 
organized,  but  is  encapsulated  and  re- 
mains permanently  in  situ  if  properly 
injected.  Ulceration  and  expulsion 
of  the  mass  has  occurred  in  rare  in- 
stances but  never  to  the  writer's 
knowledge  when  injected  into  the  tis- 
sues of  the  nose.  However,  it  is  my 
belief  that  the  injection  of  paraffin  into 
the  tissues  of  young  and  growing  sub- 
jects is  not  warranted;  and  in  no  in- 
stance is  it  advisable  where  deformity 
can  be  corrected  by  the  re-adjustment 
of  the  normal  tissues  of  the  organ,  for 
the  presence  of  any  foreign  body  in 
the  tissues  is  a  menace  and  is  to  be 
avoided  if  possible. 

Intra-nasal  appliances  for  raising 
the  bridge  and  for  preventing  im- 
pending depression  are  in  common 
use.  A  study  of  the  shape  and  dimen- 
sions of  the  nasal  cavities  will  show 
how  ill-adapted  are  such  means  to  the 
conditions  to  be  overcome.  The  nasal 
cavity  is  a  truncated  cone  with  apex 
pointing  forward.  According  to  th< 
observations  of  the  writer  upon  the 
cadaver,  the  roof  of  the  nose  if  pro- 
longed forward  and  downward  would 
meet  the  level  of  the  floor  at  an  angle 
of  70  degrees.  The  vertical  diameter 
of  the  nasal  orifice  is  only  three-eighths 
of  the  distance  from  the  center  of  the 
nasal  bone  to  the  floor  of  the  nose. 
Therefore,  any  rigid  splint,  such  as 
Asche's,  that  could  pass  through  the 
naris,  could  not  possibly  exert  any  lift- 
ing force  upon  the  dorsum.  Roe's 
spring  splint  is  pressed  at  once  tow- 
ards the  choanae  by  the  inclination  of 
the  roof  of  the  nose  and  hence  was 
found  ineffective.  Furthermore,  the 
introduction  of  a  splint  into  the  nose 
has  a  tendency  to  increase  the  hori- 
zontal diameter  of  the  nasal  cavity  at 
the  expense  of  the  vertical  and  thus 
it  actually  causes  a  depression  of  the 
bridge.     This   applies   especially  to 
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gauze  packing  and  to  compressed  cot- 
ton splints. 

Depressed  deformities  of  the  nose 
may  be  classified  as:  (i)  Congenital. 
(2)  Traumatic.  (3)  Those  due  to 
disease. 

In  regard  to  the  operative  treatment 
for  old  depressed  deformities,  those 
cases  present  the  most  favorable  pos- 
sibilities where  there  has  been  little  or 
no  loss  of  tissue,  as  in  those  resulting 
from  trauma.  Old  syphilitic  cases  are 
very  unfavorable,  and  atrophic  rhinitis 
cases  are  difficult  and  the  results  un- 
certain on  account  of  defects  in  the  de- 
velopment of  the  nasal  bones,  the  ex- 
tensive absorption  of  all  the  tissues 
and  the  increased  dangers  of  infection 
from  the  purulent  secretions. 


Fig.  1 — Combined  bridge  and  intra-nasal 
splint  for  the  correction  of  depressed  de- 
formities of  the  nose. 

In  the  treatment  of  old  deformities, 
whether  due  to  traumatism  or  disease, 
the  nasal  bones  must  be  thoroughly 
mobilized  and  the  elasticity  of  the  soft 
parts  completely  overcome  before  ap- 
plying the  retaining  apparatus.  This 
mobilization  can  be  accomplished  with 
the  Adam's  forceps,  by  placing  one 
blade  within  the  nose  and  the  other 
outside,  the  latter  being  covered  with 
rubber  tubing  to  protect  the  skin. 
When  the  nose  is  particularly  broad 
and  flat,  a  portion  of  the  nasal  pro- 
cesses of  the  superior  maxillae  may  be 
chipped  off  with  the  chisel  and  used 
in  building  up  the  arch.  Normally 
this  process  forms  about  half  of  the 
nasal  arch.  Its  grain  according  to 
Berens,  runs  upward  and  forward,  so 
that  there  is  no  danger  of  the  split  ex- 
tending into  the  orbit.  The  nasal  duct 
must  be  thought  of,  but  according  to 
the  observations  of  the  writer  upon  a 
large  number  of  skulls,  this  duct  which 


runs  downwards  and  backward,  cor- 
responding to  a  line  drawn  from  the 
inner  canthus  to  the  first  molar  tooth, 
is  placed  five-eighths  of  an  inch  behind 
the  anterior  border  of  the  nasal  pro- 
cess of  the  superior  maxilla.  It  is, 
therefore,  safe  in  the  ordinary  opera- 
tion. 

In  most  flat  nose  cases  the  septum 
is  too  short  to  permit  of  the  dorsum 
of  the  nose  being  raised,  therefore,  it 
must  be  lengthened.  To  eftect  this  I 
have  devised  a  sliding  flap  operation 
on  the  septum  that  will  permit  this 
without  leaving  a  perforation.  This 
will  be  described  later. 

The  special  instrument  to  which  I 
wish  to  call  your  attention  and  which 
I  believe  will  prove  as  useful  to  the 


Fig.  2 — Illustrating  the  mechanics  of  the 
bridge  and  intra-nasal  splint. 

general  surgeon  as  to  the  specialist, 
consists  of  a  bridge  made  of  steel,  and 
as  light  as  is  compatible  with  strength. 
The  bridge  is  formed  by  two  curved, 
fenestrated  wings  2l/2  cm.  wide  and 
joined  by  a  hinge.  The  distance  that 
these  wings  can  be  separated  is  regu- 
lated by  a  thumbscrew.  The  edges  of 
the  wings  diverge  to  correspond  to 
the  shape  of  the  nose,  they  are  padded 
with  rubber,  and  near  the  margins 
are  small  holes  that  permit  of  addi- 
tional gauze  padding  being  stitched  on. 

The  second  part  of  the  apparatus 
consists  of  two  narrow  hard  rubber 
splints,  perforated  by  four  small  holes. 

All  the  precautions  necessary  for  an 
aseptic  operation  are  observed  and 
the  patient  is  placed  under  a  general 
anaesthetic  Assuming  that  we  have  a 
recent  fracture,  or  if  it  is  an  old  de- 
formity, that  the  tissues  have  been 
thoroughly  mobilized,  as  described 
alx>ve.  the  application  of  the  apparatus 
is  as  follows:    No.  14  iron-dyed  silk 
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is  passed  through  one  of  the  perfora- 
tions in  the  splint  and  knotted  (the 
hole  is  selected  according  to  the  dis- 
tribution of  the  lifting  force  desired), 
the  other  end  is  threaded  into  a  large 
curved  needle,  this  is  passed  from 
within  the  nose  through  the  cartilagin- 
ous dorsum  just  below  its  attachment 
to  the  nasal  bones,  and  near  the  sep- 
tum. The  roof  of  the  nose  is  thin  and 
easily  perforated.  The  splint  is  now 
drawn  into  the  nose  and  adjusted  to 
the  roof.  This  process  is  repeated  on 
the  other  side.  The  bridge  is  then  ap- 
plied and  the  wings  adjusted  with  the 
thumb-screw  to  give  the  proper  sup- 
port to  the  base  of  the  nasal  triangle. 
The  sutures  are  now  run  through  the 
fenestra?  of  the  bridge  immediately 
above  their  exit  from  the  nose  and 


Fig.  3 — Sectional  view  of  splint  and  bridge 
in  place. 


drawn  tight  enough  to  lift  the  dorsum 
into  its  proper  position  and  reduce  the 
deformity.  The  sutures  are  then  tied 
together  over  the  bridge.  There 
should  be  only  sufficient  tension  to 
support  the  bridge  of  the  nose.  As 
will  be  seen  by  the  diagram  the  upper 
portion  of  the  intra-nasal  splint  rests 
under  the  nasal  bones  and  the  lower 
under  the  cartilaginous  dorsum.  The 
apparatus  is  automatically  held  in  po- 
sition and  there  is  no  tendency  to  dis- 
placement. It  should  be  worn  for  ten 
days  or  longer;  during  this  time  the 
patient  should  remain  in  bed.  The 
nose  should  be  irrigated  twice  daily 
with  Dobell's  solution  and  vaseline 
should  be  put  in  the  nose  at  night. 

In  uncomplicated  fractures  of  the 
nose  fixation  occurs  in  eight  days  and 
bony  union  in  a  fortnight. 


In  recent  accidental  fractures  the  in- 
strument should  be  used  as  early  as 
possible. 

In  abscess  of  the  septum,  after  the 
evacuation  of  the  pus  the  apparatus 
should  be  applied  and  worn  for  several 
days  after  the  abscess  has  healed. 

The  instrument  was  developed  after 
thorough  experimentation  on  the  ca- 
daver. In  devising  it  I  tried  to  dupli- 
cate the  forces  employed  by  Nature 
in  the  development  of  the  flattened 
nose  of  the  infant  into  the  symmetrical 
and  more  shapely  organ  of  the  adult. 

The  mechanics  of  the  apparatus 
may    be    illustrated  diagramatically. 


Fig.  4 — General  view  of  bridge  in  position. 


The  line  vertical  to  the  base  of  the 
nasal  triangle  represents  the  down- 
ward pressure  of  the  bridge,  produced 
by  the  tension  of  the  sutures  on  the 
dorsum.  The  horizontal  line  repre- 
sents the  pressure  exerted  horizontally 
by  the  wings  and  controlled  by  the 
thumb-screw.  The  mean  direction  of 
the  pressure,  therefore,  that  is  actually 
applied  to  the  base  of  the  nasal  tri- 
angle bisects  the  angle  formed  by  the 
vertical  and  horizontal  lines  and  gives 
the  proper  support  to  the  base,  while 
the  lifting  force  is  applied  to  the  apex 
through  the  sutures  attached  to  the 
intra-nasal  splints.  The  combined  ac- 
tion of  these  forces,  therefore,  would 
tend  to  construct  a  symmetrical  nose. 
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Where  the  nose  is  very  flat  and 
broad,  the  septum  is  too  short  and 
must  be  lengthened  before  attempting 
to  raise  the  bridge.  I  do  this  in  the 
following  manner:  through  a  button- 
hole slit,  I  elevate  the  mucous  mem- 
brane on  one  side  of  the  septum.  I 
then  introduce  a  sharp-pointed  bis- 
toury into  the  submucous  sac  and  be- 
ginning at  the  anterior  border  of  the 
vertical  plate  of  the  ethmoid  cut 
through  the  cartilage  and  mucous 
membrane  of  the  other  side  at  a  high 
level  (indicated  by  the  dotted  line  A) 
and  the  mucous  membrane  of  the 
proximal  side  at  a  lower  level  (indi- 
cated by  heavy  line  B),  thus  leaving  a 
long  flap  of  mucous  membrane  at- 
tached to  the  upper  segment  of  the 
septum,  which  is  intended  to  fall  into 
the  interval  between  the  segments  of 
the  septum  and  prevent  a  perforation 
when  the  dorsum  is  raised. 


Fl&  5 — Lengthening  the  septum  prepara- 
tory to  raising  the  dorsum  in  broad,  flat 
noses.  A  and  B  outline  the  area  of  mu- 
cous membrane  elevated  to  form  a  flap. 


I  lengthen  the  fore  part  of  the  sep- 
tum in  the  following  manner:  Down- 
ward from  the  center  of  the  septum  I 
make  an  inverted  Y-shaped  incision 
separating  the  columnar  cartilages 
and  continued  under  the  floor  of  either 
nostril,  making  two  flaps  that  are 
brought  together  in  the  median  line 
and  sutured  with  fine  silk,  thus  length- 


ening the  septum  and  raising  the  tip 
of  the  nose.  The  incision  in  the  floor 
of  either  nostril  is  then  extended  un- 
der the  alae,  liberating  them  so  that 
they  can  be  brought  toward  the  me- 
dian line  and  sutured,  thus  narrowing 
the  nostril  and  producing  a  shapely 
nasal  orifice. 

For  the  sake  of  showing  the  differ- 
ent conditions  under  which  this  instru- 
ment can  be  used  to  advantage,  I  will 
call  your  attention  briefly  to  the  fol- 
lowing cases : 

(1)  An  amateur  pugilist,  21  years 
of  age,  family  and  personal  history 
unimportant,  while  jockeying  in  a  race 
three  years  ago,  fell  from  his  horse, 
striking  on  his  nose.  Following  the 
injury  his  nose  was  flat  and  he  was 
unable  to  get  the  slightest  amount  of 
air  through  it;  on  account  of  this  he 
gave  up  boxing. 

Examination  showed  a  broad,  flat 
nose,  both  nasal  chambers  being  ob- 
structed by  a  very  thick  septum. 

On  January  23d  I  did  a  submucous 
resection  of  the  septum,  relieving  the 
nasal  stenosis. 

On  examining  the  patient  under 
ether  five  days  later  I  found  the  nasal 
bones  to  over-ride  the  nasal  processes 
of  the  superior  maxillae  and  the  lateral 
cartileges  to  be  displaced  backward  at 
their  junction  with  the  lower  edges  of 
the  nasal  bones. 

After  thoroughly  mobilizing  the 
nasal  tissues  by  means  of  the  Adam's 
forceps  and  by  using  the  chisel  from 
within  the  nose,  I  applied  the  bridge 
and  splints  and  adjusted  it  so  as  to 
relieve  the  deformity.  The  apparatus 
was  removed  in  eight  days. 

The  result  both  as  to  contour  of  the 
nose  and  integrity  of  the  nasal  cham- 
bers is  good  and  remains  so  up  to  the 
present  time. 

(2)  The  second  patient  is  a  man  24 
years  of  age  of  good  family  history. 
I  [e  has  never  had  any  serious  illness 
and  denies  venereal  disease.  He  has 
suffered  with  atrophic  rhinitis  in  its 
most  severe  form  since  early  child- 
hood. 

Examination  showed  a  broad,  flat 
nose  almost  on  a  level  with  his  cheeks. 
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The  nasal  chambers  were  very  roomy 
and  were  covered  with  crusts. 

He  was  treated  with  daily  irriga- 
tions of  saline  solution  and  massage 
with  25  per  cent,  argyrol  solution  three 
times  a  week  for  six  months.  Both 
the  local  and  general  conditions  hav- 
ing greatly  improved  under  this  treat- 
ment, in  March  I  lengthened  the  sep- 
tum, modified  the  size  and  shape  of 
the  nostrils  and  raised  the  dorsum  as 
previously  described  by  means  of  the 
bridge  and  splints. 

In  this  case  the  nasal  bones  had 
completely  disappeared,  and  I  chipped 
off  pieces  of  the  nasal  processes  of  the 
superior  maxillae  and  used  them  in 
building  up  the  arch. 

The  case  progressed  satisfactorily 
and  the  splints  were  removed  in  ten 
days. 


Fig.  6 — Showing  inverted  Y-shaped  inci- 
sion for  lengthening  the  forepart  of  the  sep- 
tum in  flat-nose  cases. 

A  small  perforation  resulted  from 
the  septal  operation;  this  was  due  to 
the  extreme  tenuity  and  poorly  nour- 
ished condition  of  the  septal  tissues. 

The  result  is  very  satisfactory.  The 
patient  has  been  greatly  relieved  by 
the  narrowing  of  the  nasal  chambers 
and  the  consequent  improvement  in  his 
atrophic  rhinitis.  The  shape  of  the 
nose  is  much  better,  the  arch  being 
higher  and  the  nostrils  narrower  and 
more  shapely  than  before  the  opera- 
tion. We  may  reasonably  assume  that 
these  improvements  are  permanent,  as 
eight  months  have  elapsed  since  the 
operation. 

(3)  The  third  case  demonstrates 
the  usefulness  of  the  instrument  in 
recent  fractures  of  the  nose.  In  this 
class  of  cases  especially  there  has  long 
been  felt  the  need  for  an  instrument 


that  will  immobilize  the  parts  in  their 
normal  position  until  union  has  oc- 
curred. 

A  boy  17  years  of  age  fell  from  par- 
allel bars  in  a  gymnasium  on  Septem- 
ber 5th,  striking  on  his  nose. 

Examination  two  days  after  the  in- 
jury showed  the  nose  to  be  badly 
swollen  and  discolored,  a  ragged  cut 
extended  across  the  nose  through 
which  the  •  nasal  bones  could  be  felt 
with  a  probe.  The  nasal  chambers 
were  completely  obstructed.  The  pa- 
tient was  etherized  and  nasal  bones, 
which  were  broken  and  protuding  into 
the  nasal  chamber,  were  pulled  into 
position  by  means  of  the  bridge  and 
splints.  The  ease  with  which  the 
parts  were  replaced  was  a  demonstra- 
tion of  the  correct  mechanics  of  the 
apparatus  to  those  present.    The  in- 


Fig.  7 — The  septum  lengthened  and  the 
tip  of  the  nose  raised,  making  a  shapely 
nasal  orifice. 

strument  remained  in  position  for  a 
week  when  it  was  removed. 

The  result  in  this  case  is  as  nearly 
perfect  as  possible  both  as  to  contour 
of  the  nose  and  integrity  of  the  nasal 
chambers.  In  fact,  the  boy  tells  me 
that  he  can  breathe  through  his  nose 
much  better  than  before  the  injury. 

(4)  The  fourth  case  is  a  boy  14 
years  of  age,  he  had  his  nose  broken 
in  a  fight  last  May. 

Examination  showed  a  flattened 
nose;  there  being  a  step-like  de- 
pression at  the  point  of  junction  of 
the  nasal  bones  with  the  lateral  car- 
tilages and  considerable  over-riding  of 
the  nasal  bones  over  the  nasal  pro- 
cesses of  the  superior  maxillae,  espe- 
cially on  the  left  side,  where  there  was 
a  very  large  bony  protuberance  (well 
shown  in  the  cast).   The  nasal  cham- 
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bers  were  almost  obstructed  by  a  thick 
irregular  septum. 

On  July  12th  I  did  a  submucous  re- 
section of  the  septum ;  this  relieved 
the  stenosis.  And  on  October  13th 
under  ether  I  mobilized  the  nasal 
bones  by  first  liberating  them  from  the 
nasal  processes  of  the  superior  max- 
illae with  a  small  chisel,  working  from 
within  the  nose,  and  completed  their 
mobilization  with  the  Adam's  forceps. 
(This  method  was  devised  by  Dr. 
lierens.)  The  dorsum  being  held 
down  by  the  short  septum,  I  made  a 
diagonal  cut  through  the  upper  part 
of  the  latter,  beginning  below  and 
emerging  on  the  opposite  side  near 
the  roof  of  the  nasal  chamber.  This 
enabled  me  to  raise  the  dorsum  with- 
out leaving  a  perforation.  I  did  not 
attempt  a  sliding  flap  operation  in  this 
case  on  account  of  the  previous  sub- 
mucuous  operation.  It  may  be  that 
this  diagonal  cut  in  the  septum  will 
answer  the  purpose  and  prove  to  be 
more  practical  than  the  more  intricate 
sliding-flap  operation,  I  wish  here  to 


emphasize  the  importance  of  releasing 
the  dorsum  from  the  binding  action  of 
the  shortened  septum,  otherwise  it 
cannot  be  raised. 

All  the  tissues  of  the  nose  being 
made  perfectly  flaccid,  the  bridge  and 
splints  were  applied  and  the  nose 
pulled  into  its  proper  position.  The 
apparatus  was  worn  for  eight  days. 

The  result  in  this  case  is  very  satis- 
factory, the  nose  being  shapely  as  is 
shown  in  the  cast  and  the  nasal  steno- 
sis being  completely  relieved. 

In  conclusion  I  will  say  that  in  the 
cases  where  I  have  used  the  combined 
bridge  and  intra-nasal  splint  the  re- 
sults have  been  very  satisfactory.  The 
instrument  has  the  advantage  of  re- 
storing the  function  of  the  nose  as 
well  as  its  contour  by  a  re-arrange- 
ment of  its  parts  and  without  the  in- 
troduction of  foreign  substances  into 
its  tissues.  It  corrects  the  deformity 
by  reversing  the  direction  of  the  forces 
that  produced  it. 

69  West  50th  Street. 


THE  MEDICAL  SERVICE  OF  THE  UNITED  STATES 
MARINE  CORPS.* 

By  FREDERICK  L.  BENTON,  M.D. 

Surgeon  in  the  United  States  Navy. 
BROOKLYN-NEW  YORK. 


THE  recent  critical  political  con- 
dition in  Cuba,  which  for  a  time 
threatened  to  assume  serious 
proportions  involving  loss  of  life, 
destruction  of  property  and  general 
paralyzation  of  trade  and  commercial 
life  in  the  Island,  caused  interest  for 
a  time  to  be  centered  upon  the  move- 
ments of  the  organization  officially 
known  as  the  "United  States  Marine 
Corps ;"  for  upon  them  at  this  time 
de  volved  the  duty  of  hastening  to  the 
disturbed  area  to  assume  control  of 
the  military  situation  on  shore,  pre- 
vent the  loss  of  life  and  destruction 
of  property  and  to  use  such  methods 
a-  were  necessary  to  preserve  the 
balance  of  power  until  the  arrival  of 

'Written  for  The  Military  Surgeon. 


larger  forces  or  until  conditions  were 
settled  by  more  peaceful  methods.  A 
brief  history  of  this  corps,  its  methods 
of  work,  duty  and  organization,  with 
a  description  of  its  medical  service 
under  its  varied  conditions  of  duty, 
both  at  sea  on  the  warships  of  the 
navy,  on  landing  forces  from  the 
ships,  expeditionary  duty  with  the 
army,  such  as  has  lately  arisen  in 
Cuba,  in  the  past  in  China,  Africa,  the 
Philippines  and  numerous  times  in 
Central  and  South  America,  and  in 
fact  almost  everywhere  where  the 
vessels  of  the  navy  have  been  sta- 
tioned, might  be  of  some  interest 
to  those  who  have  heard  of  this 
organization,  of  how  warships  have 
proceeded   to   some  out-of-the-way 
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place  and  have  landed  marines ; 
how  the  situation  was  controlled  at 
the  time  or  settled  by  more  peace- 
ful methods  of  diplomacy. 

This  briefly  has  been  the  routine  of 
duty  as  performed  by  the  marines,  as 
far*  as  is  known  by  the  public  at  large, 
but  a  short  history  of  this  organiza- 
tion will  not,  I  hope,  be  out  of  place 
at  this  time  before  this  Association  of 
Military  Surgeons,  for  closely  inter- 
woven with  the  military  achievements 
of  the  Marine  Corps  performed  afloat 
and  ashore  in  many  corners  of  the 
globe,  in  civilized  and  savage  warfare, 
the  history  of  the  Medical  Corps 
of  the  Navy  is  closely  allied,  for 
at  all  times  and  at  all  conditions  of 
service,  such  as  no  other  military  or- 
ganization has  ever  been  called  upon 
to  perform,  the  medical  officer  of  the 
navy  has  been  present  and  has  always 
performed  his  duties  with  credit, 
therefore  a  brief  history  of  the  Ma- 
rine Corps  and  its  medical  service  is 
briefly  traced. 

The  first  authentic  record  of  the 
Marine  Corps  in  this  country  that  we 
have  dates  back  to  1740,  when  three 
regiments  of  Colonial  Marines  were 
established  by  act  of  Parliament.  The 
commanding  officer,  field  and  staff 
officers  were  appointed  by  the  crown  ; 
the  company  commanders  and  lieuten- 
ants were  nominated  by  the  Provincial 
Government.  There  is  no  record  of 
this  organization  having  its  own  med- 
ical corps,  for  then  its  medical  corps 
was  obtained  from  the  Royal  Navy  as 
at  present  from  our  own. 

The  original  Marine  Corps  of  the 
United  States  was  established  by  act 
of  Continental  Congress  Octaber  9, 
1775,  and  numbered  1,000  men.  It 
was  composed  of  men  who  were  all 
good  seamen,  were  acquainted  with 
maritime  affairs  and  so  could  perform 
equally  well  the  duty  of  the  sailor  as 
well  as  that  of  the  soldier  as  the  emer- 
gency required. 

Their  history  showed  that  they 
performed  valuable  services  during 
the  Revolutionary  War,  notably 
around  Philadelphia,  in  the  attack 
upon  New  Providence  and  upon 
vessels  of  the  new  navy. 


During  this  period  their  medical 
service  was  rendered  by  the  medical 
officers  of  the  navy  who  were  known 
as  surgeons  and  surgeons'  mates. 
They  were  not  commissioned  officers, 
although  classed  as  such,  and  were 
often  employed  from  civil  life  for  the 
cruise.  These  medical  officers  doubt- 
less performed  their  duties  in  much 
the  same  manner  and  under  the  con- 
ditions custom  and  tradition  have 
handed  down  to  us  to-day.  They  had 
no  hospital  corps  and  worked  under 
the  disadvantage  of  being  provided 
with  such  assistants  as  could  be  pro- 
vided from  the  deck  force,  from  men 
who  were  untrained  and  incapable 
above,  to  be  transferred  below  to  the 
surgeons'  division  during  action. 

It  is  worthy  of  note  that  this  condi- 
tion still  existed  in  our  own  naval 
medical  service  until  the  outbreak 
of  the  Spanish-American  war  in 
1898,  when  the  United  States  Naval 
Hospital  Corps  was  established. 

As  quoted  from  Cullom's  History 
of  the  Marine  Corps,  "at  no  period  of 
the  history  is  it  probable  that  the  ma- 
rines were  more  important  than  dur- 
ing the  War  of  the  Revolution."  In 
many  cases  they  preserved  the  vessels 
to  the  country  in  suppressing  the  tur- 
bulence of  their  ill  assorted  crews  and 
the  effect  of  their  fire  not  only  then, 
but  in  all  subsequent  conflicts,  under 
those  circumstances  in  which  it  could 
be  resorted  to,  has  been  singularly 
creditable  to  the  steadiness  and  dis- 
cipline. The  history  of  the  navy 
even  at  that  early  date,  as  well  as  in 
these  later  times,  abounds  with  in- 
stances of  their  gallantry. 

The  marine  incurs  the  same  risks 
of  disease  and  tempests,  undergoes 
the  same  privations,  suffers  the  same 
hardships  and  sheds  his  blood  in  the 
same  battles  as  the  seamen  and  the  na- 
tion owes  him  the  same  rewards,  and 
the  writer  might  add,  gets  them. 
These  statements  are  all  true  and 
much  more  could  be  added,  but 
time  and  space  do  not  permit.  There 
is  little  to  say  about  them  and  their 
medical  service  during  this  period, 
but  to  note  that  at  the  close  of  the 
war  the  Marine  Corps  was  disbanded, 
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and  like  the  army  and  navy,  passed 
from  existence. 

In  April,  1798,  the  present  Navy 
Department  was  established,  and  in 
July  of  the  same  year  the  United 
States  Marine  Corps  was  created. 
The  commissioned  officers  were  ap- 
pointed by  the  President  and  he  was 
empowered  in  case  the  marines  were 
ordered  ashore  to  appoint  the  neces- 
sary staff  officers,  with  the  exception 
of  the  medical  officers,  who  were  as- 
signed then  as  now  from  the  Medical 
Corps  of  the  Navy  in  cases  where  the 
marines  were  serving  on  warships,  or 
from  them  were  sent  as  landing-  forces 
or  expeditionary  duty  with  the  ships 
acting  as  a  base,  or  with  the  army. 

In  cases  where  it  is  impossible  to 
secure  the  medical  officer  from  the 
navy  the  commanding  officer  of  the 
marines  was  authorized  to  hire  a 
civilian  physician  by  contract,  which 
arrangement  still  exists  and  is  utilized 
in  emergencies. 

This  period  following  the  re-estab- 
lishing of  the  Marine  Corps  in  1798 
was  one  of  the  most  useful  and  active 
of  its  existence,  for  from  that  period 
until  the  present  day  the  service  of 
the  marines  has  been  closely  allied 
with  that  of  the  Navy  Medical  Corps 
and  during  their  service  with  the 
brief  war  with  France,  they  shared 
equally  the  honors  that  came  to  the 
navy. 

The  war  with  Tripoli  added  to  their 
achievements  both  at  sea  and  in  the 
interior  of  Africa.  Service  in  the 
war  of  1 812,  on  the  Great  Lakes,  at 
sea,  on  duty  with  the  army  on  sev- 
eral occasions  notably  at  the  capture 
of  Washington,  and  in  the  attack  on 
Baltimore  and  New  Orleans. 

The  service  of  the  corps  during  the 
campaign  against  the  Creek  Indians 
in  Florida  in  1836  was  also  a  subject 
of  favorable  commendation. 

Here  it  is  of  interest  to  note  that 
the  medical  officers  on  this  expedi- 
tion were  detailed  both  from  the 
Army  and  the  Navy  Medical  Corps 
to  serve  with  the  marine  regiment 
during  that  campaign  and  the  hospi- 
tal corps  detachment  secured  being 
detailed  from  the  line  of  the  army 
and  a  few  of  them  from  the  navy  and 


marines,  for  at  this  time  no  hospital 
corps  existed  in  either  branch  of  the 
service,  the  hospital  corps  of  the  army 
being  established  first  in  1887,  while 
that  of  the  navy  still  later  in  1898, 
although  it  had  been  agitated  and 
legislation  for  its  establishment  had 
been  asked  for  from  time  to  time. 

The  Mexican  War  again  called  the 
marines  and  the  medical  officers  of 
the  navy  to  be  associated  together  in 
active  service  under  General  Scott. 
Later  on  Perry's  memorable  expedi- 
tion to  Japan,  which  partook  of  the 
nature  of  active  expeditionarv  duty 
upon  the  attacks  of  the  Chinese 
pirates,  when  both  the  Americans  and 
English  served  together,  and  which 
the  Navy  Medical  Corps  were  present 
to  render  its  service  to  both  nations. 

From  this  period  followed  active 
expeditionary  duty  in  the  insurrection 
of  Montevideo,  against  the  savages  in 
Washington  Territory,  against  the 
pirates  in  China,  against  the  savages 
in  Waya,  expeditionary  work  in  Par- 
aguay, John  Brown's  insurrection  and 
numerous  occasions  until  the  outbreak 
of  the  Civil  War,  in  which  the  ma- 
rines and  the  naval  medical  officers 
were  associated  both  on  shipboard 
and  landing  forces  and  on  shore  with 
the  army.  It  is  but  a  repetition  at 
best  of  their  previous  duty  as  is  the 
case  also  in  the  Spanish-American 
War  and  in  the  Philippine  insurrec- 
tion, in  the  Boxer  campaign  and  ex- 
peditionary duty  still  later  in  Central 
America  and  last  of  all  in  Cuba. 

As  this  brief  narration  of  the 
duty  performed  by  the  Marine  Corps 
under  the  many  varied  conditions  is 
an  attempt  to  show  that  although  it 
has  no  distinctive  medical  corps,  its 
medical  service  has  always  been 
efficiently  done  by  the  Medical  Corps 
of  the  Navy  and  will  show  to  those 
who  visit  our  warships  as  they  lie  at 
anchor  before  us  in  the  harbor  that 
the  duty  of  the  marines  and  the  medi- 
cal officers  of  the  navy  does  not  en- 
tirely consist  in  pacing  the  decks  or 
taking  their  afternoon  tea  under 
pleasant  surroundings. 

With  a  military  history  of  such  a 
varied  and  extensive  nature,  naturally 
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the  next  question  to  interest  us  as 
medical  men  relates  to  its  medical 
service. 

Strictly  speaking,  it  has  none,  for 
while  the  Marine  Corps  has  its  other 
staff  officers  and  departments,  such 
as  its  adjutant  and  inspector,  pay- 
master and  quartermaster  depart- 
ments, it  has  no  medical  service  of  its 
own,  depending  entirely  upon  the 
Medical  Corps  of  the  Navy  for  its 
service,  so  that  the  description  of  its 
medical  service  is  but  that  of  the  med- 
ical organization  of  the  navy  with 
marines  such  as  has  been  rendered 
since  the  earliest  date  of  its  establish- 
ment. 

A  description  of  the  medical  ser- 
vice as  is  rendered  the  marines  while 
on  board  one  of  the  warships  of  the 
navy  is  hardly  necessary  at  this  time, 
except  to  state  that  the  marines  who 
number  from  ten  to  eighty  men  are 
considered  by  the  medical  officer  as 
a  part  of  the  ship's  crew  to  receive 
medical  treatment,  while  officially  the 
marine  guard  is  considered  a  distinct 
department,  they  not  being  consid- 
ered as  a  part  of  the  ship's  comple- 
ment. As  the  most  important  duty 
rendered  by  the  Marine  Corps  is  per- 
formed ashore  as  an  expeditionary 
force  from  the  fleet  or  with  the  army 
in  varying  sized  detachments,  the 
scheme  of  organization  of  the  med- 
ical service  must  of  a  necessity  be  a 
flexible  or  sliding  scale  which  must 
obviously  change  its  character  by 
number  solely.  It  must  meet  the 
character  of  the  service  required  for 
which  the  marines  are  ordered,  must 
be  mobile,  compact,  easily  handled, 
complete  as  possible  and  in  every  de- 
tail assist  in  the  military  necessity 
and  not  hamper  the  working  of  the 
organization  which  essentially  is  of 
an  expeditionary  character  and  whose 
mobility  is  its  strong  point ;  therefore 
any  medical  service  but  that  of  the 
simplest  character  commensurate 
with  efficiency  is  the  medical  service 
required  for  service  with  the  marines. 

To  this  end  the  following  organi- 
zation has  been  established  by  the 
medical  department  of  the  navy  in 
its  service  on  shore  with  sailors  and 


marines  in  landing  forces  from  the 
ships,  and  has  proven  itself  satisfac- 
tory for  its  simplicity  and  efficiency 
in  conditions  such  as  have  arisen  in 
the  past. 

Marines  are  landed  for  expedi- 
tionary work  from  naval  stations, 
yards  or  ships,  are  made  up  of  de- 
tachments of  varying  size  and  organ- 
ized into  expeditionary  brigades  or 
provisional  regiments,  or  from  a  part 
of  the  fleet  or  ship's  landing  force. 
It  labors  under  the  disadvantage  of 
having  no  defined  military  unit,  no 
regimental  unit  of  the  army,  there- 
fore the  medical  organization  must 
of  a  necessity  adapt  itself  to  this  tem- 
porary arrangement. 

The  medical  service  on  shore  in 
time  of  action  is  divided  into  the  ser- 
vice of  the  front  and  the  service  of 
the  rear. 

The  service  of  the  front  includes 
the  firing  line,  dressing  station,  and 
field  hospital. 

The  service  of  the  front  is  ren- 
dered by  the  ambulance  party,  which 
corresponds  to  the  unit  known  in  the 
army  as  the  Ambulance  Company, 
and  aims  to  provide  not  less  than  a 
ratio  of  four  per  cent,  of  medical 
assistance  for  those  engaged. 

The  service  of  the  rear  includes  the 
base  hospital,  or  hospital  ship  of  the 
navy,  the  medical  supply  depot  and 
the  transportation  arrangements  for 
the  sick  to  the  hospitals  in  the 
United  States. 

The  ambulance  party  which  pro- 
vides the  personnel  of  the  firing  line, 
dressing  station  and  field  hospital  is 
distributed  as  follows:  As  nearly  as 
possible  one  hospital  steward,  one 
hospital  apprentice,  first  class,  and 
one  hospital  apprentice  are  assigned 
to  each  section  composed  of  one 
commissioned  officer,  three  non- 
commissioned officers  and  twenty- 
four  men  as  a  unit,  two  such  sections 
composing  a  company. 

As  this  proportion  is  a  liberal  one 
the  ambulance  party  of  a  company 
of  about  fifty-six  is  seen  to  consist  of 
two  hospital  stewards,  two  hospital 
apprentices,  first  class,  and  two  hos- 
pital apprentices  as  a  minimum,  with 
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four  stretcher-men  and  extra  hospital 
corps  men  as  circumstances  demand 
and  permit  of. 

The  above  arrangement  is  that 
which  is  laid  down  by  the  United 
States  Navy  regulations  for  landing 
forces  from  ships  of  the  navy  and  is 
applied  also  to  the  marines  when  on 
same  time,  but  on  detached  service 
from  the  ships  of  the  navy  and  when 
serving  with  the  army,  this  propor- 
tion of  Hospital  Corps  men  is  rarely 
obtainable. 

From  this  unit  are  detailed  such 
hospital  stewards  and  apprentices  as 
are  considered  necessary  for  duty  at 
the  dressing  stations  and  the  field 
hospital. 

First  aid  is  rendered  on  the  firing 
line  by  the  hospital  apprentice,  first 
class,  under  the  direction  of  a  junior 
medical  officer  or  a  hospital  steward, 
who  do  little  but  apply  the  first  aid 
dressings,  control  hemorrhage  and 
direct  the  removal  of  the  wounded 
by  the  stretcher-men  to  the  dressing 
stations  in  the  rear  of  the  firing  line. 

The  dressing  stations  are  located 
about  three  hundred  yards  in  the  rear 
of  the  firing  line,  where  the  wounded 
may  be  readily  removed  by  the 
stretcher-men  under  cover,  as  it  is 
protected  from  the  rifle  fire  as  the 
natural  contour  of  the  ground  or  as 
a  temporary  earthworks  will  permit. 

One  or  more  medical  officers,  with 
hospital  stewards  and  hospital  ap- 
prentices, here  render  the  first  sys- 
tematic surgical  aid ;  the  first  aid 
dressings  are  readjusted  if  necessary, 
splints  applied,  hemorrhage  con- 
trolled and  diagnosis  tags  attached 
and  the  patient  paced  in  as  favorable 
a  position  as  possible  for  transporta- 
tion by  litter,  ambulance  or  other 
wheeled  transportation  to  the  field 
hospital. 

The  ambulance  station  or  point 
nearest  to  the  dressing  stations  to 
which  ambulances  can  safely  ap- 
proach is  not  a  recognized  station  in 
the  service  of  the  front  of  the  navy 
or  marines  when  serving  independ- 
ently or  together  on  shore  in  landing 
('"!(  (•-.  but  there  is  no  doubt  that  its 
usefulness  and  necessity  are  very  ap- 
parent when  landing  forces  from  the 


ships  are  acting  at  a  distance  from 
their  field  hospital,  in  which  event 
such  wagons,  carts,  animals  and  na- 
tive carriers  are  hired  or  impressed 
into  service  as  has  been  done  in  the 
past  for  similar  emergencies.  It  be- 
comes doubly  necessary,  due  to  the 
locations  of  the  dressing  stations, 
these  being  located  but  three  hundred 
yards  in  the  rear  of  the  firing  line, 
at  which  point  it  would  not  be  feasi- 
ble to  drive  the  ambulances  when  the 
troops  are  engaged,  to  this  end  there 
is  little  doubt  but  that  in  the  future 
this  ambulance  station  will  be  adopted 
when  possible  for  the  medical  depart- 
ment of  the  navy  when  on  shore  duty 
with  landing  forces. 

The  field  hospital,  the  last  station 
of  the  service  of  the  front,  is  in  naval 
and  marine  expeditionary  duty  a  flex- 
ible unit,  depending  entirely  upon  the 
nature  of  the  service  as  to  its  size  and 
organization ;  varying  in  capacity 
from  the  regulation  twelve  bed  regi- 
mental hospital  such  as  the  army  use 
on  detached  service,  and  is  also  issued 
by  the  navy  for  detached  expedition- 
ary duty  with  marines,  to  one  which 
would  be  sufficiently  large  to  act  as 
a  base  hospital  to  accommodate  at 
least  15  per  cent,  of  the  command  in 
the  absence  of  the  base  hospital  or 
the  hospital  ship  of  the  navy. 

The  field  hospital  is  in  command  of 
the  senior  medical  officer  on  shore, 
who  selects  his  assistants  from  among 
those  known  to  be  most  proficient  in 
special  lines  and  hospital  corps  men 
from  those  belonging  to  the  ambu- 
lance party.  As  a  general  thing  the 
personnel  and  material  of  the  field 
hospital  is  secured  from  the  flagship. 

The  service  of  the  rear  includes  the 
base  hospital  or  ship,  the  medical  sup- 
ply depots,  and  transportation  ar- 
rangements of  sick,  wounded  and 
convalescents  to  the  naval  hospitals  in 
the  United  States. 

The  service  is  efficiently  rendered 
in  the  larger  and  newer  vessels  of  the 
battleship  and  cruiser  type  which  have 
the  advantage  of  each  ship*  providing 
in  itself  a  complete  service  of  the  rear, 
including  that  of  a  complete  section 
of  a  field  hospital,  medical  supply  de- 
pot,   transportation    with  systematic 
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and  complete  facilities  where  satisfac- 
tory medical  and  surgical  aid  under 
the  excellent  aseptic  conditions,  with 
an  abundant  supply  of  ice,  sterilized 
and  hot  water  at  hand. 

This,  briefly  expressed,  is  a  synopsis 
of  the  medical  organization  of  the 
navy  when  serving  on  shore  duty  writh 
the  marines,  but  as  the  marines  are 
frequently  serving  with  the  army  on 
detached  and  expeditionary  duty,  this 
medical  organization  is  altered  to  cor- 
respond to  the  changed  conditions  of 
the  service. 

When  ordered  to  duty  with  the 
army,  the  entire  marine  organization 
of  whatever  unit  it  may  happen  to  be, 
all  staff  departments,  including  the 
medical  officers  and  hospital  corps  of 
the  navy  attached,  being  directly  under 
the  commanding  general  of  the  bri- 
gade, division  or  corps  to  which  the 
marines  may  be  assigned,  the  marines 
being  organized  into  provisional  regi 
ments  for  such  duty. 

The  status  of  the  Medical  Depart- 
ment of  the  Xavy  on  duty  with  the 
marines  serving  with  the  army  is  not 
fixed  by  regulation  as  is  that  of  the 
marines.  They  are  both  still  working 
under  navy  regulations,  coming  under 
the  Articles  of  'War  of  the  Army  so 
far  as  discipline  is  concerned  ;  the  rou- 
tine of  duty  and  drill,  customs  of  the 
service,  etc.,  being  altered  only  to  the 
extent  to  make  them  correspond  to 
that  of  a  unit  of  the  same  strength  be- 
longing to  the  army,  this  being  under- 
stood. The  medical  service  as  is  ren- 
dered to  the  marines  by  the  Medical 
Department  of  the  Navy  when  serv- 
ing with  the  army  resolves  itself,  but 
to  that  of  only  the  service  of  the  front 
and  corresponds  exactly  to  that  which 
is  provided  by  a  unit  of  the  same  size 
of  the  army. 

The  personnel  of  the  medical  de- 
partment of  a  provisional  regiment  of 
marines  is  not  laid  down  in  the  navy 
or  army  regulations,  but  the  following 
subjoined  tables  represent  a  minimum 
of  what  is  provided  for  a  provisional 
regiment  of  a  thousand  marines  while 
serving  with  the  army. 

i  Regimental  Surgeon  (Lieutenant 
Commander). 


4-8  Regimental  Assistant  Surgeons 
(Lieutenants,  or  Lieutenants  Junior 
grade). 

2-6  Hospital  Stewards. 

10-15  Hospital  Apprentices,  first 
class  or  Hospital  Apprentices. 

One  Regimental  Field  Hospital 
equipment  complete  for  a  regiment  of 
1,200  men  provided  by  the  navy, 
which  requires : 

1  Escort  Wagon  for  transportation. 

3  Ambulances  when  serving  on  de- 
tached duty;  or  one  to  each  battalion 
which  are  provided  by  the  quarter- 
master of  marines. 

It  will  be  seen  that  the  number  of 
medical  officers  assigned  to  1,200  men 
is  greatly  in  excess  of  that  laid  down 
in  the  Field  Service  Regulations  of 
the  Army.  The  reason  of  this  is  evi- 
dent when  it  is  understood  that  the 
marines  rarely  actually  serve  together 
in  units  larger  than  the  battalion  but 
are  divided  into  posts  and  subposts 
on  detached  service,  and  as  they  are 
called  to  duty  with  the  army  solely  in 
emergencies,  the  necessity  for  more 
medical  officers  becomes  evident. 

For  such  detached  service  for  a 
company  or  smaller  detachment  of 
marines  the  medical  equipment  as  far 
as  possible  consists  of : 

1  Medical  Officer  (Lieutenant,  or 
Lieutenant  Junior  grade). 

2  Hospital  Corps  men  of  the  Xavy. 
1  Expeditionary  Medical  case,  pro- 
vided by  the  Navy. 

1  Expeditionary  Surgical  case,  pro- 
vided by  the  Xavy. 

1  Ambulance,  provided  by  the 
quartermaster,  or  other  wheeled 
transportation  provided  by  the 
marines.  In  addition  the  command- 
ing officer  is  requested  to  provide 
two  men  to  act  as  bearers  and  to 
assist  the  medical  officer  of  the  de- 
tachment. 

This  regimental  field  equipment  is 
held  in  readiness  for  expeditionary 
duty  at  each  of  the  Naval  Medical 
Supply  Depots  in  the  United  States 
and  additional  outfits  in  the  Philip- 
pines. They  are  packed  and  pre- 
pared for  immediate  shipment  and 
upon  notification  by  the  Secretary  of 
the  Navy  that  an  expeditionary  force 
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of  marines  is  to  be  organized  for 
active  service  the  surgeon-general 
directs  the  disposition  of  such  field 
equipment,  assigns  such  medical  of- 
ficers and  hospital  corps  men  as  are 
necessary,  arranges  for  subsistence 
and  additional  supplies  not  supplied 
by  the  Medical  Department,  including 
ambulances,  transportation  facilities, 
animals,  forage  and  special  details  are 
provided  by  the  quartermaster  of 
marines. 

Transportation  en  route  and  sub- 
sistence is  furnished  by  regularly  fur- 
nished naval  vessels  acting  as  trans- 
ports and  also  the  accommodations  on 
board  during  the  voyage,  the  marines 
are  re-examined  for  ineffectives,  in- 
struction in  first  aid  is  given  and  those 
found  physically  unable  to  perform 
active  duty  are  either  left  on  ship- 
board or  assigned  to  light  duty  or 
special  duty.  As  a  matter  of  fact, 
such  are  found,  as  they  are  previously 
examined  when  the  detail  is  being 
made  up  and  those  found  physically 
mable  to  oerform  active  field  service 
remain  at  home  with  the  detail  to 
guard  the  yards,  stations  or  property 
left  in  their  charge. 

The  marines  rarely  serve  as  an  in- 
dependent military  organization  for 
any  prolonged  period.  They  are, 
however,  self  supporting,  carrying 
pay,  commissary  and  provisional  med- 
ical supplies  with  them  and  as  such 
can  render  efficient  service  in  these  de- 
partments for  an  extended  period,  but 
as  their  duty  is  emergency  duty,  in- 
tended to  cover  the  interval  until  the 
army  can  arrive  when  the  marine  or- 
ganization in  its  entirety  becomes  a 


part  of  the  army  of  invasion  or  occu- 
pation, including  all  staff  departments. 

In  this  manner  the  Medical  De- 
partment becomes  to  all  intents  and 
purposes  a  part  of  the  army,  so  far 
as  character  of  duty  and  command 
can  make  it  so.  Its  organization, 
however,  remains  unaltered,  per- 
sonnel and  material  unchanged  and 
its  own  methods  of  performance  of 
duty  is  continued,  altered  only  to  the 
extent  to  have  it  correspond  to  the 
army  routine. 

Medical  supplies,  ambulances  and 
everything  necessary  for  future  ser- 
vice of  the  front,  are  in  this  event, 
supplied  from  the  Army  Supply 
Depots. 

In  a  permanent  camp  with  the 
army,  there  is  no  regimental  hospital. 
Each  regiment  has  a  small  infirmary 
in  a  suitable  building  or  one  hospital 
tent  in  which  minor  cases  are  treated 
and  an  A  wall  tent  to  serve  as  sur- 
geon's office  and  dispensary.  All 
cases  requiring  hospital  treatment  are 
immediately  sent  to  the  brigade  or 
division  field  hospital. 

After  all  has  been  said  of  the  medi- 
cal service  of  the  marine  corps  and 
its  close  relation  to  the  navy  and 
army,  one  cannot  help  but  remark 
that  as  long  as  •  efficiency  and  pre- 
paredness which  has  been  and  still 
are  the  ever  present  aims  of  all  our 
government  services  there  is  no 
reason  to  doubt  but  that  the  medical 
and  hospital  corps  of  the  navy  will 
continue  to  render  its  best  service  to 
the  marines  as  it  has  so  many  times 
in  the  past  with  efficiency  to  the 
marines  and  credit  to  itself. 


AN  APPEAL  FOR  MENTALLY  DEFECTIVE  CHILDREN* 

By  SIEGFRIED  BLOCK,  M.D. 


IN  November,  1907,  I  had  the  pleas- 
ure of  reading  a  paper  before  a 
medical  society,  in  which  I  dwelt 
upon  the  subject  of  "Mentally  Defect- 
ive Children" — a  subject  which  is 
c<  -niinanding  the  attention  of  the  pro- 
fession  more  and  more  each  day,  and 


upon  which  I  desire  to  say  a  few- 
words  this  evening. 

In  my  former  paper,  I  mentioned 
that  fully  85  per  cent,  of  the  school 
children  are  afflicted  with  some  form 
of  physical  or  mental  defection,  and, 
speaking  conservatively,  at  least  three- 
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fourths  of  this  percentage  are  men- 
tally deficient.  On  this  basis,  it  can 
readily  be  seen  that  over  60  per  cent, 
of  the  school  children  fall  below  the 
accepted  mental  standard  of  the  Board 
of  Education  of  New  York.* 

Based  upon  the  census  of  1890,  if 
a  curve  were  drawn  to  represent  the 
ages  of  all  criminals,  the  highest  point 
for  all  crimes  would  be  found  to  exist 
between  the  ages  of  ten  and  fifteen 
years.  This  curve  would  be  found  to 
run  practically  parallel  with  a  similar 
curve,  drawn  to  represent  the  age  of 
onset  of  adolescent  insanity  or  de- 
mentia praecox,  according  to  the  same 
census. f 

When  a  child  who  is  a  regular  at- 
tendant at  school  does  not  evince 
sufficient  ability  to  insure  his  promo- 
tion, and,  in  fact,  is  left  back,  as  the 
expression  is,  time  and  time  again,  it 
is  evident  that  there  is  something  radi- 
cally wrong.  If  the  cause  is  other 
than  physical  or  mental,  the  remedy 
lies  with  the  teacher  or  parent,  but  if 
it  is  physical  or  mental,  then  it  is  time 
for  the  doctor  to  step  in.  Truancy, 
for  example,  is  usually  the  result  of  a 
defection,  and  fully  60  per  cent,  of 
truants  are  defectives.  I  will  take 
truancy  as  this  evening's  example. 

In  1904,  the  New  York  City  Super- 
intendent of  Schools  showed  that  two- 
fifths  of  the  elementary  grade  scholars 
were  older  than  what  might  reason- 
ably be  termed  the  "normal"  age  for 
the  grade.  In  1906,  however,  this 
percentage  decreased  to  30  per  cent. 
If,  for  example,  we  take  New  York, 
Boston,  Philadelphia,  Kansas  City  and 
Camden,  together  representing  about 
5  per  cent,  of  the  total  school  popula- 
tion of  the  United  States,  we  can  form 
a  fair  estimate  of  the  retardation 
which  exists.  Boston  has  the  lowest 
percentage,  about  22  per  cent.,  and 
Kansas  City  the  highest,  about  77  per 
cent! 

In  the  cities  just  mentioned,  con- 
sidered collectively,  about  5  per  cent 

*  The  percentages  are  taken  mostly  from  the 
reports  of  the  Board  of  Education  of  New  York 
City. 

t  According  to  Terman. 

t  Frem  "Retardation  of  Pupils  of  Five  City 
School  Systems,"  Oliver  P.  Con'am,  Ph.D.,  Dis- 
trict Superintendent  of  Schools,  Philadelphia,  Pa. 


of  the  scholars  are  three  years  above 
the  average  and  2  per  cent,  four  or 
more  years  above  the  average  age  for 
the  grade. 

It  is  not  my  wish  to  pose  as  a  sta- 
tistician, but  from  what  I  have  just 
mentioned,  it  can  readily  be  perceived 
how  momentous  the  problem  is.  We 
well  know  that  it  is  receiving  careful 
attention  from  school  teachers,  truant 
officers,  children's  aid  societies,  etc., 
but  the  doctor  is,  as  yet,  too  small  a 
factor. 

Examination  of  the  school  statistics 
of  the  Board  of  Health  physicians 
shows  faulty  vision,  adenoids,  defect- 
ive hearing,  bad  teeth  and  poor  nour- 
ishment as  the  prevailing  causes  of 
deficiency.  Weak  heart  is  sometimes 
mentioned  and  incapability  of  degener- 
ates three  or  four  times ;  but  many 
fundamental  causes,  such  as  hysteria, 
neurasthenia  and  epilepsy,  etc.,  which 
can  only  be  treated  by  the  doctor,  are 
never  mentioned.  This  would  indi- 
cate that  accurate  medical  study  and 
care  of  these  children  is  sadly  lacking. 

Since  my  connection  with  the  Chil- 
dren's Court  of  Brooklyn,  I  have 
come  to  consider  the  criminal  child 
and  his  mentally-defective  brother  on 
an  equal  plane.  Sometimes,  it  is  true, 
a  removable  cause  such  as  improper 
guardianship  or  harmful  companions, 
is  responsible  for  the  malicious  out- 
bursts, but  upon  careful  examination 
of  the  family  history,  it  is  remarkable 
how  many  cases  can  be  classed  with 
the  epileptic.  Instead  of  a  falling  fit, 
they  have  an  "Equivalent,"  of  a  char- 
acter so  much  contrary  to  social  ethics, 
that  they  are  eventually  arrested  and 
brought  to  the  Children's  Court. 

I  will  briefly  mention  a  few  cases 
to  make  my  points  more  clear : 

A  young  boy,  sixteen  years  of  age, 
is  a  chronic  vagrant,  notwithstanding 
the  fact  that  his  parents,  who  are  well- 
to-do,  afford  him  a  cheerful  home  and 
cater  to  his  wants.  The  boy  is  of 
athletic  build,  and  naturally  easily  ex- 
cels in  athletic  sports,  such  as  swim- 
ming, etc.  He  is  also  a  good  violinist 
and  an  excellent  sketch  artist.  He 
is  the  oldest  child  and  only  son, 
having  four  sisters  all  healthy.  Phy- 
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sical  examination  shows  his  ears  to 
be  large,  unequal  and  standing  out 
far  from  his  head.  His  palate  is 
arched  very  high  and  both  sides  of  his 
face  are  not  symmetrical.  He  has 
good  vision,  excellent  hearing  and  is 
not  troubled  with  enlarged  adenoids. 
His  family  history  reveals  the  fact  that 
his  paternal  grandfather  had  epilepsy, 
and  his  cousin  (son  of  the  father's 
brother)  is  similarly  afflicted. 

Four  years  ago  he  was  arrested  for 
the  first  time  on  a  charge  of  vagrancy, 
and  was  discharged  in  the  custody  of 
the  probation  officer.  At  this  time  it 
was  learned  that  he  had  previously 
run  away  from  home  on  several  oc- 
casions. A  year  later  he  was  arrested 
in  Philadelphia  on  the  same  charge 
and  sent  to  the  Brooklyn  Disciplinary 
School  for  14  months.  Since  his  lib- 
eration, he  has  been  found  in  various 
cities,  and  each  time  has  been  sent 
home  to  his  parents.  After  a  stay  at 
home  of  a  few  weeks  or  months,  he 
has  invariably  run  away  again. 

The  boy  stated  to  me  that  every 
now  and  then  he  is  seized  with  a  de- 
sire to  run  away  and  cannot  control 
himself.  After  the  desire  has  worn 
off  and  he  realizes  he  is  away  from 
home,  he  is  usually  filled  with  remorse. 
Recently  I  learned  from  his  father, 
that  the  boy  had  written  him  from 
Indiana  where  he  is  working  in  a  drug 
store,  that  as  soon  as  he  could  save 
enough  money  to  pay  his  fare  and  buy 
presentable  clothing,  he  would  return 
home. 

I  have  been  treating  the  boy  with 
bromides  K.  T.,  phosphoric  and  nitric 
acids  and  the  boy  has  improved  con- 
siderably. While  the  defection  has 
not  entirely  disappeared,  the  boy's  de- 
sire to  roam  is  becoming  less  and  less, 
and  his  parents  acknowledge  that  the 
boy  is  changing  for  the  better. 

Another  case,  which  may  be  used 
to  illustrate  a  possible  monomaniac, 
may  not  be  amiss : 

T  have  as  a  patient,  a  young  boy 
al>ont  IS  years  old.  of  Russian-Jewish 
extraction,  the  son  of  parents  who.  a 
short  time  ago,  were  very  poor,  but 
within  the  last  few  years  have 
amassed  quite  a  little  money.  Their 


success  has  made  the  family  money- 
mad  and  the  father  is  a  typical  miser. 
Naturally,  the  boy  has  become  imbued 
with  the  money-seeking  spirit,  and  in 
his  seeking  after  money,  has  twice 
been  arrested,  once  for  burglary  and  a 
short  time  thereafter,  for  picking 
pockets,  which  resulted  in  his  being 
sent  away  for  three  months. 

The  boy  shows  no  signs  of  degen- 
eracy, neither  is  there  any  evidence  of 
insanity  in  the  family,  but  he  will  stop 
at  nothing  to  obtain  money.  About 
six  months  ago,  the  mother  became 
insane  and  was  sent  to  Flatbush  In- 
sane Asylum,  although  she  had  shown 
no  signs  of  ill  health  previous  thereto. 
A  few  months  ago  she  was  released, 
and  a  few  days  thereafter  committed 
suicide.  Here  we  now  have  an  in- 
stance of  a  family  history  of  insanity, 
brought  to  our  notice  after  the  boy 
had  been  treated  a  long  time  without 
any  suspicion  of  such  taint. 

The  lad  is  entirely  devoid  of  the 
finer  instincts,  for  recently  he  stole 
a  quantity  of  his  dead  mother's  cloth- 
ing and  pawned  the  same. 

The  boy's  monomania  is  the  obtain- 
ing of  money,  and  it  is  obvious  that  any 
attempt  at  reformation  by  a  teacher 
or  the  iudiciary  will  be  a  dismal  fail- 
ure. Only  the  physician  can  be  of 
service. 

Then,  we  have  other  cases,  snch  as 
hysteria  or  paranoia  with  distinct  de- 
lusions, two  of  which  I  will  briefly 
mention. 

A  young  boy,  attending  Public 
School  144,  could  not  be  induced  to 
attend  regularly.  Not  even  the  truant 
officer's  threats  or  the  Children's 
Court  reprimands  could  get  him  to 
attend  school  for  more  than  one  or 
two  days  at  a  time.  One  day,  while 
talking  with  him.  he  incidentally  re- 
marked that  he  did  not  like  the 
benches  in  the  school,  and  did  not  like 
to  sit  in  them.  T  took  the  matter  up 
with  the  District  Superintendent,  and 
at  his  suggestion  asked  the  hov  what 
school  he  would  like  to  attend.  He 
mentioned  Public  School  33,  located 
about  a  mile  from  his  home.  Tt  was 
finally  arranged  to  send  him  there,  and 
he  has  not  missed  a  day  since.  I 
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might  remark,  however,  that  both 
schools  have  identically  the  same 
benches.  Perhaps  this  is  more  of  the 
nature  of  stubbornness  than  hysteria, 
but  I  believe  it  a  case  worthy  of  con- 
sideration. 

Another  boy  from  this  school  regu- 
larly played  truant  and  naturally 
failed  to  obtain  a  promotion.  He 
claimed  that  the  boys  hit  him,  the 
teacher  gave  him  the  most  work  or 
had  a  grudge  against  him;  that  the 
boys  maltreated  him  so  that  he  feared 
to  come  out  at  closing  time.  He  even 
claimed  that  the  principal  continually 
spied  on  him.  A  detective  was  sent  to 
follow  the  boy,  and  although  the  boy 
came  home  with  the  same  story  on 
three  different  occasions,  the  detective 
asserted  that  it  was  a  deliberate  lie. 
This  case,  I  believe  can  safely  be 
classed  with  the  beginning  paranoias. 

There  are  also  numerous  instances 
where  some  affection  distracts  the 
child's  attention  from  the  teacher's 
explanations  and  consequently  he  or 


she  does  not  advance.  Then  again, 
there  are  cases  of  children  who  are 
in  a  very  mild  degree  Cretins,  where 
a  course  of  thyroid  extract  will  pro- 
duce marvellous  results. 

These  few  cases  clearly  indicate 
that  a  teacher  can  avail  nothing  in 
evercoming  the  defects  mentioned. 
The  physician  only  can  bring  the  child 
to  a  normal  condition  so  that  he  or 
she  will  not  be  handicapped  in  their 
school  work.  Of  course,  such  marked 
cases  as  imbeciles,  micro-  or  macro- 
cephalics,  pronounced  epileptics  or 
other  gross  pathological  conditions  of 
the  human  make-up,  we  are  as  yet  too 
little  advanced  to  be  of  much  assist- 
ance, but  the  vast  majority  of  the 
cases  are  such  as  can  be  readily  aided 
by  the  physician,  and  I  trust  more  in 
future  than  has  been  the  case  in  the 
past,  and  many  a  boy  or  girl  will  be 
thus  assisted  to  get  the  proper  prep- 
aration and  training  necessary  to 
make  them  good  citizens. 

848  Greene  Avenue,  Brooklyn,  N.  Y. 


IN  MEMORIAM 

William  Nathan  Belcher,  M.D. 
Nov.  20,  1907. 

Time's  passage  leaves  his  memory 
fresh  and  dear. 

Amid  life's  stress  our  thoughts  in- 
clude him  yet, 

And  ever  shall;  once  known,  who 
could  forget? 

Such  bright,  sweet  fancies  dry  our  sor- 
row's tear. 
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FALL  MEETING  OF  THE  AS- 
SOCIATED PHYSICIANS  OF 
LONG  ISLAND. 

THE  Thirty-second  Regular  Meet- 
ing of  the  Associated  Physicians 
of  Long  Island  was  held  at  the 
Garden  City  Hotel,  Garden  City,  Sat- 
urday, October  31,  1908,  under  very 
gratifying  conditions  regarding  the 
weather,  attendance  and  enjoyment  of 
the  scientific  and  social  sessions. 

To  those  who  went  down  by  train 
the  trip  was  made  much  pleasanter 
through  the  courtesy  of  the  Long 
Island  Railroad  in  reserving  a  car  for 
the  members'  use.  Many,  however, 
availed  themselves  of  the  good  roads 
to  make  the  run  in  their  autos,  so  that, 
while  the  train  crowd  was  rather  lim- 
ited, there  was  a  satisfactory  attend- 
ance when  the  meeting  was  called  to 
order. 

The  executive  session  proved  note- 
worthy from  the  fact  that  two  im- 
portant changes  in  the  By-Laws  were 
voted.  The  first  made  the  Committee 
on  Public  Health  a  permanent  com- 
mitter to  be  composed  of  all  Health 
Officers  of  Long  Island,  who  were 
members  of  the  Associated  Physicians 
of  Long  Island  The  second  provided 
thai  membership  in  a  County  Society 
was  no  longer  necessary  to  member- 


ship in  the  Associated  Physicians  of 
Long  Island,  thus  making  the  Society 
a  perfectly  independent  organization. 

Doctor  William  B.  Brinsmade  pre- 
sided over  the  scientific  session  and 
the  first  paper,  entitled  "The  Treat- 
ment of  Fractures,"  was  presented  by 
Doctor  James  P.  Warbasse,  of  Brook- 
lyn. The  paper  was  discussed  by  Drs. 
Algernon  T.  Bristow,  Charles  East- 
mond,  William  H.  Rankin,  Paul  M. 
Pilcher,  Walter  C.  Wood  and  William 
B.  Brinsmade.  The  second  paper, 
"The  Treatment  of  Infantile  Club- 
Foot,"  was  read  by  Doctor  Jaques  C. 
Rushmore,  of  Brooklyn,  and  discussed 
by  Dr.  Walter  Truslow. 

The  dinner  following  the  business 
and  scientific  sessions  was  a  decidedly 
good  one  and  seemed  to  be  appreciated 
by  the  sixty-seven  members  and  guests 
who  attended. 

The  members  of  the  Entertainment 
Committee  who  were  responsible  for 
bringing  about  such  satisfactory  re- 
sults were  Drs.  Frederick  C.  Holden, 
Louis  N.  Lanehart  and  Martin  M. 
Kittell,  and  they  well  deserved  the 
thanks  voted  them  by  the  Society. 

J.  C.  H. 

THE  SIGNING  OF  PETITIONS 
BY  PHYSICIANS. 

IN  the  November  issue  of  the  New 
York  State  Journal  of  Medicine, 
the  attention  of  the  members  of 
the  State  Society  has  been  called  to 
the  dangers  that  may  follow  the  in- 
discriminate signing  of  petitions  to 
be  presented  before  Legislative 
Committees.  It  points  out  that  the 
State  Society  has  a  Committee  on 
Legislation  whose  duty  it  is  to  keep 
in  touch  with  professional  and  public 
opinion  and  "represent  the  Society 
in  procuring  the  enforcement  of  the 
medical  laws  of  the  State  in  the 
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interest  of  public  health  and  of 
scientific  medicine,  and  in  procuring 
the  enactment  of  such  medical  laws 
as  will  best  secure  and  promote  the 
welfare  of  the  whole  people."  Such 
committees  are  also  maintained  by 
the  County  Societies,  who  work  in 
connection  with  the  State  Society. 
Oftentimes,  when  these  committees 
have  decided  to  bring  before  the 
Legislature  some  new  act  affecting 
the  science  of  medicine,  petitions  are 
circulated  by  them  which  physicians 
are  asked  to  sign  and  forward  to 
their  representative  in  the  Legis- 
lature. There  are,  however,  other 
forms  of  petitions  which  are  circu- 
lated by  ignorant  societies  and  pre- 
sented to  the  practitioner  asking  for 
his  signature,  frequently  being  done 
by  some  friend  or  acquaintance 
whom  he  does  not  wish  to  offend 
by  refusing.  Many  times  these  peti- 
tions are  started  by  the  newspapers, 
simply  to  create  an  item  of  news  and 
to  bring  forth  discussions  that  will 
attract  readers  to  their  columns. 

During  the  past  year  many  physi- 
cians have  been  persuaded  to  sign 
petitions  in  favor  of  the  anti-vivisec- 
tion bill,  and  it  is  safe  to  say  that 
two-thirds  of  those  signing  did  not 
know  the  contents  of  the  bill  to 
which  they  gave  their  approval,  or 
else  are  sorry  they  signed  the  peti- 
tion, when  the  purpose  of  the  anti- 
vivisection  bill  has  been  made  clear 
to  them.  The  Legislative  Commit- 
tees of  the  County  Societies  of  Long 
Island  have  combined  in  asking  the 
members  of  the  County  Societies  and 
of  the  Associated  Physicians  of 
Long  Island  to  refrain  from  signing 
petitions  which  are  not  presented 
to  them  through  the  regular  chan- 
nels of  the  State  or  County  Societies. 


CRUSADE    AGAINST  TUBER- 
CULOSIS. 

SINCE  the  meeting  of  the  Inter- 
national Congress  on  Tubercu- 
losis at  Washington,  the  cru- 
sade against  tuberculosis  has  been 
taken  up  not  only  by  medical  men 
but  by  many  other  organizations. 
During  the  past  few  Sundays  the 
clergymen  of  Brooklyn  have  brought 
the  subject  forcibly  before  the  mem- 
bers of  their  congregations ;  the  ap- 
peal has  been  made  in  a  very  clear 
and  logical  way;  they  have  shown 
them  that  tuberculosis  is,  first,  a 
communicable  disease,  therefore  it 
must  be  feared  by  those  who  are 
exposed  to  it;  second,  that  it  is  a 
preventable  disease,  therefore  they 
should  guard  against  it  just  as  they 
should  guard  against  the  spread  of 
smallpox  or  measles,  and  just  as  in 
the  past  the  dread  disease  leprosy 
was  exterminated  by  a  similar 
crusade;  and,  third,  tuberculosis  is 
a  curable  disease,  and  the  methods 
which  are  employed  have  been  care- 
fully outlined. 

Also,  the  Labor  men  have  become 
interested  in  the  work.  The  Central 
Federated  Union  has  decided  to 
hold  its  meeting  on  Sunday,  Decem- 
ber 13,  in  the  Assembly  Hall  of  the 
Museum  of  Natural  History;  it  is 
to  be  a  mass-meeting  in  connection 
with  the  committee  for  the  Preven- 
tion of  Tuberculosis  of  the  Charity 
Organization  Societies,  and  the 
meeting  is  to  be  addressed  by  two 
physicians  and  two  Labor  delegates 
in  trades  where  there  is  danger  of 
the  spread  of  tuberculosis. 

The  International  Tuberculosis 
Exhibit  will  mark  the  beginning  of 
an  extensive  campaign  against  the 
disease.    The  exhibit  is  an  exhaus- 
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tive  one,  having  been  brought  to 
New  York  at  considerable  expense. 
Fifteen  European  Governments  have 
sent  official  exhibits.  Now  that 
people  of  all  grades  are  interested 
in  the  fight  against  this  disease,  it 
is  probable  that  the  mortality  from 
it  will  be  very  greatly  decreased. 


STATE    BOARD     OF  EXAM- 
INERS IN  OPTOMETRY. 

MANY  opticians  are  seeking 
certificates  of  exemption 
under  the  law  which  goes 
into  effect  in  this  state  on  January 
i  st,  1909.  At  that  time  the  practice 
of  optometry  will  be  confined  to 
those  who  pass  examinations  and 
who  receive  the  certificates  of  a 
board.  In  order  to  obtain  an  exemp- 
tion certificate  it  must  be  shown 
that  the  applicant  has  been  engaged 
in  the  business  of  examining  eyes 
and  adjusting  eye-glasses  for  at 
least  two  years  before  the  passage 
of  the  statute.    The  law  has  pro- 


vided for  a  class  of  professional  men 
without  any  adequate  preparation. 
It  is  hoped  that  the  provisions  of 
the  Board  of  Examiners  will  be 
rigidly  carried  out.  Instead  of  a 
thirty  days'  course  which  the  pres- 
ent schools  of  optometry  claim  is 
sufficient  to  make  their  pupils  com- 
petent to  examine  eyes  and  pre- 
scribe lenses,  they  have  been  noti- 
fied that  a  two  years'  course  will  be 
essential.  If  the  members  of  the 
medical  profession  and  the  county 
societies  would  pay  more  attention 
to  enforcing  the  letter  of  the  law 
and  less  time  to  crying  over  what 
might  have  been,  they  will  accom- 
plish just  as  much  as  they  could  by 
preparing  another  bill.  W  hat  the 
opticians  fear  is  that  the  oculists 
will  have  the  law  interpreted  in  such 
a  way  that  only  men  who  have  had 
a  complete  education  can  practice 
optometry.  In  other  words,  the 
opticians  wish  to  become  oculists 
without  having  the  qualifications  for 
the  same. 
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Nassau  Hospital — It  is  reported 

that  Mrs.  Sage  has  endowed  a  bed 
at  the  Nassau  Hospital  by  the  gift 
of  $5,000.  The  fund  of  $50,000  to 
cover  the  expenses  of  the  new  build- 
ing has  at  last  been  made  up  and 
the  hospital  is  now  on  a  firm  basis 
again. 

Marriage  Announcement  —  Mr. 

and  Mrs.  William  J.  Cosgrove 
announce  the  marriage  of  their 
daughter  to  Doctor  T.  Maxwell 
(ialloway  on  Monday  the  16th  of 
X'ovembcr,  1908,  at  Fall  River, 
Mass. 

Medical  Society  of  the  County  of 

Kings — At  the  stated  meeting  Tues- 
day, November  17,   1908,  a  paper 


was  read  by  Dr.  Martin  B.  Tinker, 
of  Ithaca,  on  "The  Treatment  of 
Lacerated  and  Contused  Wounds 
and  Compound  Fractures."  Dr. 
Vander  Veer,  of  Albany,  read  a 
paper  upon  "The  Ethics  of  Our 
Profession."  The  meeting  was 
largely  attended  and  the  papers  by 
these  distinguished  men  were  very 
much  appreciated. 

Pasteurized  Milk — At  the  Annual 
Meeting  of  the  New  York  County 
Medical  Society,  Nathan  Straus 
spoke  as  follows : 

"I  didn't  come  here  to  talk  on  the 
theory  of  pasteurization,"  said  Mr. 
Straus,  "but  I  can  talk  from  experi- 
ence.   I  have  been  active  for  six- 
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teen  years,  and  wherever  I  have 
pasteurized  milk  I  have  reduced  the 
death  rate.  The  reason  is  not  for 
me  to  explain.  It  is  a  fact.  When 
I  was  at  Heidelberg  last  year  I 
found  that  the  death  rate  among 
children  in  Sandhausen,  a  suburb, 
or,  rather  like  Harlem  is  to  New 
York,  was  46  per  cent.  I  put  in  a 
plant  and  pasteurized  milk,  making 
only  one  condition — namely,  that  the 
same  milk  should  be  used  as  before, 
only  it  should  be  pasteurized.  This 
reduced  the  death  rate  more  than 
one-half." 

Then  Mr.  Straus  said  he  would 
answer  any  question  about  milk, 
saying  that  he  knew  all  about  milk. 
No  one  asked  any  questions. — New 
York  Times. 

The  Jewish  Hospital,  Brooklyn — 

A  meeting  of  the  Directors  of  the 
Jewish  Hospital  of  Brooklyn  was 
held  November  15,  1908,  and  the 
yearly  report  was  presented.  It 
shows  an  increase  in  the  number  of 
patients  cared  for;  last  February  a 
number  of  new  beds  were  opened 
up.  At  present  there  are  175  beds 
available  for  patients.  During  the 
past  year  $25,000  was  received  in 
contributions  from  the  Brooklyn 
Jews.  Mr.  Abraham,  President  of 
the  hospital,  announced  that  a 
building  for  a  nurses'  home  would 
be  constructed,  and  accommoda- 
tions for  100  more  patients  would 
be  provided. 

Discussion  of  the  Emanuel  Move- 
ment— A  year  ago  there  was  con- 
siderable discussion  in  the  Brooklyn 
papers  as  to  the  virtue  of  the  Eman- 
uel movement.  The  Brooklyn 
newspapers  were  bitter  against  the 
medical  profession  because  they 
saw  fit  to  criticize  some  of  the 
leaders  of  this  movement.  The 
medical  press  has  again  entered  its 
protest.  The  New  York  Medical 
Record  claims  that  this  movement 
is  likely  to  do  more  harm  than  good. 
It  is  also  noted  that  a  number  of 
our  prominent  men  in  New  York 
City  have  taken  upon  themselves  to 


write  to  the  newspapers  and  they 
have  been  severely  criticised  for  it. 
Certainly,  the  discussions  have 
tended  to  lessen  the  dignity  of  the 
profession. 

Directory  for  Graduate  Nurses — 

For  the  benefit  of  the  profession  and 
the  general  public  The  Medical 
Society  of  the  County  of  Kings 
maintains  a  directory  for  graduate 
nurses,  masseurs  and  masseuses. 
There  is  no  fee  for  securing  a  nurse, 
and  the  society  directory  is  open 
day  and  night. 

Brooklyn  Surgical  Society — At  the 

last  meeting  the  regular  date  for  the 
meeting  of  the  society  was  changed 
to  the  first  Thursday  in  the  month. 

Army  Medical  Corps  Examination 

— The  preliminary  examinations  for 
appointments  in  the  Army  medical 
corps  for  the  year  1909  will  be  held 
on  January  11,  1909,  at  points  to  be 
designated.  The  examinations  in 
subjects  of  general  education  is  not 
required  in  the  case  of  applicants  hold- 
ing certificates  from  recognized  col- 
leges or  high  schools,  or  graduates  of 
medical  schools. 

Death  of  Walter  J.  Corcoran — Dr. 

Corcoran  died  on  November  5th  at  his 
residence,  1034  Bergen  Street.  He 
graduated  from  the  College  of  Physi- 
cians and  Surgeons,  New  York,  in 
1882,  and  for  a  number  of  years  was 
assistant  to  Dr.  Byrn  at  St.  Mary's 
Hospital,  and  later  became  Gynecolo- 
gist to  the  same  hospital.  He  was  an 
active  member  of  many  of  our  socie- 
ties and  his  death  has  been  felt  very 
keenly  by  many. 

Suffolk  County  Medical  Society — 

At  the  Annual  Meeting  of  the  Suffolk 
County  Medical  Society,  held  at  Riv- 
erhead,  L.  I.,  the  following  officers 
were  elected  for  the  ensuing  year : 
President,  M.  B.  Heyman,  Central 
Islip ;  vice-president,  S.  B.  Allen,  Riv- 
erhead;  treasurer,  B.  D.  Skinner, 
Greenport ;  Secretary,  Frank  Overton, 
Patchogue;  censors,  E.  S.  Moore, 
Bayshore;  P.  V.  B.  Fowler,  Centre 
Moriches ;  C.  E.  Wells,  Sag  Harbor. 
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SUPPURATING    CYST    OF  THE 
URACHUS. 

Dr.  \V.  L.  Duffield  said  that  this 
patient,  a  girl  ten  years  old,  was  ad- 
mitted to  the  Jewish  Hospital  on  Feb- 
ruary 24,  1908.  Her  illness  dated  six 
weeks  prior  to  admission  and  began 
with  vomiting  and  abdominal  pain. 
The  vomiting  lasted  but  a  short  time, 
the  pain  became  of  an  intermittent 
character,  and  the  abdomen  became 
distended  and  very  tender.  The  pa- 
tient lost  weight  rapidly ;  in  fact,  some 
days  after  her  admission  and  after 
forced  feeding  her  weight  was  but 
thirty-five  pounds. 

A  fluid  wave  was  elicited  over  the 
abdomen.  At  the  umbilicus  and  im- 
mediately below  it  were  two  points  of 
redness  with  fluctuation.  Her  tem- 
perature was  101  2-5  deg.,  pulse  130, 
and  respirations  32.  Her  blood  exam- 
ination showed  33,000  leucocytes  with 
89.5  per  cent,  polymorphonuclears. 
Her  urine  contained  a  few  pus  cells. 

Under  general  anesthesia  an  inci- 
sion was  made  connecting  the  two 
jxnnts  of  suppuration  and  several 
pints  of  pus  evacuated.  The  cavity 
was  irrigated,  and  on  exploration  was 
found  to  extend  in  a  symmetrical  di- 
rection on  both  sides  from  the  umbili- 
cus upward  and  outward  to  the  free 
border  of  the  ribs  and  downward  into 
the  pelvis.  It  was  apparently  preperi- 
toneal, as  none  of  the  abdominal  vis- 
cera could  be  seen  or  palpated. 

The  wound  was  drained  at  first  with 
gauze  and  later  with  tubes,  daily  irri- 
gations given,  and  on  April  1st  she 
was  discharged  cured.  A  reduction 
in  the  size  of  the  cavity  seemed  to  be 
hastened  by  allowing  the  patient  to 
sit  up  after  the  wound  had  contracted 
down  to  a  comparatively  small  open- 
ing and  did  not  seem  to  produce  any 


weakening  of  the  abdominal  wall. 
Her  temperature  following  operation 
was  practically  normal.  The  organ- 
ism found  in  the  pus  was  not  identi- 
fied. 

Dr.  R.  S.  Fowler  said  the  doctor 
remarked  about  the  abscess  cavity 
closing  more  quickly  by  having  the 
patient  sit  up  to  allow  better  drain- 
age. In  doing  suprapubic  cystotomy 
he  makes  the  bladder  incision  low 
down  behind  the  pubis,  and  gets  the 
patient  out  of  bed  the  next  day.  He 
found  these  patients  heal  up  very 
quickly,  owing  to  the  intra-abdominal 
presence  obliterating  the  dead  space 
in  the  prevesical  region. 

RADIOGRAPH    SHOWING    STONE  IN 
THE  PANCREAS. 

Dr.  R.  S.  Fowler,  presenting  a 
radiograph  taken  by  Dr.  Eastmond, 
showing  a  stone  in  the  pancreas,  said 
this  was  the  case  he  reported  to  the 
Society  two  months  ago,  in  which  the 
diagnosis  had  been  made  of  stone  in 
the  pancreas.  This,  he  said,  was  the 
first  X-ray  picture  taken,  which  con- 
firmed the  diagnosis  of  pancreatic 
stone. 

Replying  to  a  question  as  to  whether 
the  diagnosis  of  pancreatic  stone  was 
made  during  life,  Dr.  Fowler  said  this 
was  the  case  he  had  operated  on,  in 
which  the  head  of  the  pancreas  was 
enlarged  and  drained,  but  the  man's 
condition  did  not  allow  him  to  go  fur- 
ther. It  was  thought  at  that  time 
there  was  some  local  reason  for  the 
enlargement.  After  drainage  the  en- 
largement again  took  place,  so  he  sus- 
pected there  must  be  a  stone  there  be- 
cause this  man  suffered  intermittent 
attacks  of  pancreatic  colic. 

So  far  as  the  speaker  could  learn 
this  was  the  sixth  or  seventh  case  re- 
ported in  the  literature. 
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Answering  a  further  question,  Dr. 
Fowler  said  he  did  not  remember 
whether  there  was  any  sugar  found  in 
the  urine,  but  the  Cammidge  reaction 
was  present. 

INFLAMED  HORSE-SHOE  KIDNEY. 

Dr.  R.  S.  Fowler  stated  that  this 
patient,  a  male,  20  years  of  age, 
butcher  by  occupation,  was  admitted 
to  the  medical  service  of  the  German 
Hospital  January  6,  1907,  with  the 
following  history: 

His  present  illness  began  three  days 
before  admission  with  sudden  severe 
pain  in  the  right  iliac  region,  severe 
on  moving  about,  but  not  so  noticea- 
ble when  quiescent.  The  pain  came 
in  paroxysms.  Constipation  and  se- 
vere headache  accompanied  the  attack. 
The  day  before  admission  there  was 
an  epistaxis  lasting  two  hours. 

Physical  examination  showed  mark- 
ed tenderness  at  McBurney's  point, 
and  a  hard,  immovable,  tender  tumor, 
the  size  of  one's  thumb  at  this  point. 
Temperature  on  admission  99.2  deg., 
pulse  76,  respirations  24.  He  was 
kept  in  the  medical  service  under  ob- 
servation for  twenty-four  hours. 
Widal  negative;  neucocytes,  12,800; 
polymorphonuclears  60  per  cent. 
Urine  negative.  Temperature  ranged 
after  admission  between  100.6  deg. 
and  101.6  deg. 

The  patient  was  referred  to  the 
speaker  for  operation  the  following 
day.  He  was  suffering  considerable 
pain ;  it  was  thought  that  the  case  was 


one  of  appendicitis  complicating  ty- 
phoid fever,  of  which  he  had  several 
cases  in  the  previous  two  months. 
Operation  disclosed  a  far  different 
condition,  i.  e.,  that  rarest  of  surgi- 
cal anomalies,  an  inflamed  horse-shoe 
kidney  dislocated  hi  the  pelvis.  Pal- 
pation revealed  the  condition  ac- 
curately. An  aberrant  portion  of  kid- 
ney tissue  about  the  size  of  the  last 
thumb  phalanx  lay  over  the  iliac  vein. 
It  was  this  that  had  been  mistaken 
for  an  inflamed  appendix.  The  peri- 
toneum was  incised  and  this  small 
mass  removed.  Unfortunately  a  rad- 
ical of  the  iliac  vein  was  injured,  and 
in  the  attempt  to  grasp  this  with  a 
long  clamp  some  kidney  tissue  was 
injured,  necessitating  tamponade  of 
the  wound. 

The  after  course  was  uneventful, 
except  for  the  occurrence  of  a  renal 
fistula,  which,  at  the  time  of  discharge 
from  the  hospital,  gave  promise  of 
speedy  closure ;  but  a  very  small 
quantity  of  urine  was  escaping,  and 
this  was  rapidly  lessening.  For  three 
weeks  after  his  operation  he  ran  an 
irregular  temperature  ranging  from 
99  deg.  to  103  deg.,  but  not  of  a  septic 
type.  Further  blood  examinations 
were  negative ;  likewise  Widals. 
Urinary  examination  showed  a  trace 
of  albumin  and  some  blood  under  the 
microscope.  Microscopical  examina- 
tion of  the  excised  kidney  tissue  re- 
vealed a  considerable  amount  of  con- 
nective tissue  and  very  little  kidney 
structure. 
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UNRUPTURED    TUBAL  PREGNANCY. 

Dr.  J.  O.  Polak  presented  these 
specimens,  and  said  that  in  each  in- 
stance the  diagnosis  of  unruptured 
ectopic  had  been  made  before  opera- 
tion. 

The  first  patient  (aged  thirty- four 
wars,  three  children — last  twenty 
months  ago — one  miscarriage  four 
years  ago)  entered  the  hospital  May 
18,  having  last  menstruated  seven 
weeks  before  admission.  She  had 
skipped  the  two  previous  periods. 
The  last  How  was  thought  to  have 
been  brought  on  by  some  medicine  she 
had  taken  when  she  found  that  the 
period  was  passed,  and  after  this  she 
passed  some  clots ;  two  weeks  later 
she  began  to  complain  of  pain  in  each 
side  of  the  lower  abdomen  lasting  a 
week;  this  pain  was  sharp  and  fol- 
lowed by  soreness;  during  this  time 
she  spotted;  she  had  distinct  pelvic 
discomfort.  The  pain  then  became 
localized  in  the  left  lower  abdomen ; 
there  would  be  no  bleeding  for  several 
days  and  then  she  would  spot  again. 
The  day  before  admission  the  speaker 
saw  her  in  his  office,  and  made  a  pre- 
sumptive diagnosis  of  ectopic.  While 
riding  in  a  street  car  she  felt  as 
though  something  had  given  way  in 
the  left  lower  abdomen  and  began  to 
spot  again;  then  to  bleed  profusely, 
but  had  no  pain.  The  diagnosis  was 
made  011  the  irregular  menstrual  his- 
tory, and  the  fact  of  the  patient  hav- 
ing distinct  pelvic  discomfort  and  hav- 
ing a  mass  on  the  left  side,  which  was 
exquisitely  tender,  and  the  so-called 
Boldt's  Sign — i.  e.,  exquisite  tender- 
ness of  the  cervix  as  it  is  moved. 

Tlx  lube  was  removed  without  re- 
moving the  ovary.  The  recovery  was 
uninterrupted. 


The  second  patient  came  into  the 
speaker's  service  at  the  Jewish  Hos- 
pital May  27.  She  was  thirty-six 
years  oi  age ;  perfectly  well  until  five 
days  before  admission ;  she  skipped 
tne  May  period,  when  she  was  sud- 
denly seized  with  sharp  pain  in  the 
left  lower  abdomen  followed  by  bleed- 
ing. The  pain  recurred  frequently 
and  with  it  would  be  profuse  bleeding. 
The  day  before  entering  the  hospital 
she  was  seized  with  severe  pain  in  the 
left  side  while  out  walking  and  felt 
faint  and  dizzy.  The  uterus  was  en- 
larged and  displaced  by  a  tender  tu- 
mor in  the  left  lateral  fornix.  The 
diagnosis  was  made  by  the  house  sur- 
geon. In  this  case  both  the  tube  and 
ovary  were  removed. 

ADENOCARCINOMA  AT  SITE  OF  RE- 
MOVAL OF  UTERINE  POLYP. 

Dr.  J.  O.  Polak  stated  that  this 
patient  had  come  into  the  hospital 
with  a  history  of  menorrhagia,  and 
had  a  large  polyp  almost  delivered 
through  the  cervix.  He  removed  the 
polyp  by  morcellcment,  packed  the 
uterus  and  sent  the  patient  home  in  a 
week.  Dr.  Wm.  Linder  referred  her 
back  to  him  some  six  weeks  later  for 
hemorrhage.  He  did  an  abdominal 
hysterectomy  upon  her,  and  the  pa- 
thologist, Dr.  Blatteis,  reported  that  at 
the  point  at  which  the  pedicle  of  the 
polyp  was  separated  an  adeno-carci- 
110111a  had  developed.  The  operation 
was  greatly  facilitated  by  the  use  of 
the  Ktisten  incision  owing  to  the  pa- 
tient's obesity. 

LARGE  UTERINE  FIBROID. 

Dr.  J.  O.  Polak  presented  a  speci- 
men of  a  very  large  fibroid  of  the 
anterior  wall  splitting  the  two  broad 
ligaments.    In  order  to  remove  it  it 
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was  necessary  to  dissect  up  the  blad- 
der. During  the  dissection  he  opened 
into  the  bladder,  closing-  the  rent  at 
the  time.  After  delivering  the  tumor 
out  of  the  abdomen,  he  made  an  am- 
putation of  the  uterus  above  the  in- 
ternal os,  closing  in  the  broad  liga- 
ments with  a  continuous  suture  and 
the  abdomen  in  lavers. 

One  very  interesting  point  in  this 
case  was  the  appearance  of  the  ureter 
at  the  finish  of  the  operation:  just  be- 
fore closing  the  abdomen  he  saw  a 
raw  surface  in  the  left  lateral  cul  de 
sac,  which  he  attempted  to  cover  with 
peritoneum.  As  he  went  down  with  his 
needle  he  pulled  up  the  ureter,  but 
found  it  had  not  been  cut  and  had 
dropped  down  in  the  separation.  The 
fibroid  weighed  23  pounds. 

PROLAPSE  AFTER  OPERATION  FOR 
VENTROFIXATION. 

Dr.  W.  B.  Chase  said  that  a  year 
ago  when  he  removed  the  ovaries  of 
a  patient,  he  did  a  fixation,  and  he 
now  presented  the  uterus  with  its  at- 
tached pedicle,  showing  that  what  had 
really  been  accomplished  was  a  sus- 
pension. He  made  what  he  believed 
was  a  broad  fixation,  both  as  regards 
the  area  denuded  on  the  parietal  peri- 
toneum and  on  the  fundus  of  the 
uterus.  From  the  history  of  the  case 
he  believed  there  was  a  fixation  for 
a  period  of  three  or  four  months ;  at 
least  the  uterus  seemed  to  be  in  good 
position,  but  in  lifting  one  day  the 
patient  felt  the  giving  away  of  some- 
thing, and  on  examination  subse- 
quently he  found  the  uterus  was  low 
in  the  pelvis.  The  attachment  to  the 
abdominal  wall  was  about  two  inches ; 
the  length  of  the  pedicle  was  nearly 
three,  showing  that  all  that  had  been 
accomplished  was  merely  a  suspension. 

He  removed  the  uterus  because  of 
the  extensive  adhesions  and  believed 
it  better  out  as  it  had  undergone  in- 
volution. 

In  reply  to  a  question,  the  speaker 
said  that  his  method  of  making  fixa- 
tion in  this  particular  case  was  by 
scratching  with  the  scalpel  the  parietal 
peritoneum  for  such  an  area  as  he 
wished  adhesion  to  take  place  and 
doing  the  same  thing  on  the  fundus 


of  the  uterus,  but  not  on  the  posterior 
wall  of  the  uterus  as  is  sometimes 
done.  The  sutures  used  were  chromi- 
cized  catgut,  introduced  on  either 
side,  carried  down  through  the 
transversalis  fascia  and  peritoneum 
through  the  uterus  and  tying  them 
above  the  transversalis  fascia. 

Dr.  Polak  wanted  to  know  if  Dr. 
Chase  expected  to  get  fixation  by 
bringing  peritoneum  to  peritoneum. 

This  case,  he  said,  was  particularly 
interesting,  because  he  had  been  work- 
ing up  the  subject  of  fixation  and  sus- 
pension and  their  relation  to  preg- 
nancy, and  in  the  reports  he  had  been 
able  to  observe  and  in  his  own  per- 
sonal experience,  which  consisted  of 
thirty-three  re-operations  on  cases  that 
had  been  suspended ;  in  all  these  cases 
the  ligaments  have  varied  from  2  to 
6  cm.  in  length.  All  of  these  cases 
peritoneum  to  peritoneum  have  been 
brought  together  with  the  idea  of  sus- 
pension. In  only  one  case  was  fixa- 
tion down,  and  that  woman  subse- 
quently had  a  hysterectomy  done  for 
fibroid.  Her  first  operation  was  a 
myomectomy  in  conjunction  with  a 
suspension  for  retro-displacement.  In 
that  case  there  was  a  very  broad  ad- 
hesion ;  the  peritoneum  was  not  folded 
in,  peritoneal  to  peritoneal  surface, 
but  the  raw  edge  to  the  stump,  and 
with  this  large  myomectomy  wound  it 
had  become  adherent  to  the  abdomen. 
There  was  a  firm  fixation  for  an  ex- 
tent of  over  an  inch  with  the  omentum 
in  the  mass.  Whether  the  omentum 
had  much  to  do  with  it  or  not  he  could 
not  say,  and  yet  in  the  other  thirty- 
two  cases  the  ligament  had  varied 
from  2  to  6  c.  m.  in  length.  He  had 
never  seen  the  double  ligaments  Kelly 
pictures  in  his  book. 

He  thought  the  reason  of  the  re- 
lapse in  Dr.  Chase's  case  was  that  the 
operation  was  not  followed  by  the  use 
of  a  pessary.  The  uterus  has  to  be 
supported  for  three  or  four  months 
in  order  that  the  ligament  may  not  be 
attenuated  as  happened  in  Dr.  Chase's 
case.  In  twenty  of  the  speaker's  cases 
where  he  did  not  use  a  pessary,  the 
ligaments  were  longer  than  in  the  ones 
where  he  had  used  a  pessary. 
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Dr.  G.  McNaughton  thought  if 
one  was  going  to  do  a  fixation,  it 
would  be  necessary  to  bring  muscle  to 
muscle.  If  you  have  peritoneum  to 
peritoneum,  you  must  get  a  ligament 
formed  only  of  peritoneum. 

In  a  case  of  prolapse  he  thought  it 
quite  necessary  to  grasp  the  fundus 
pretty  low  down,  so  as  to  be  certain 
the  cervix  is  pointing  back,  because  if 
you  have  a  long  cervix  and  it  rides 
forward,  you  have  a  leader  which  will 
result  finally  in  a  prolapse  again.  This 
ligament  will  stretch  and  the  uterus 
drop  back.  It  is  necessary  to  bring 
the  uterus  well  forward  in  order  to 
get  the  direction  of  the  uterus  proper 
for  its  support. 

His  objection  to  a  pessary  is  it  is 
necessary  to  introduce  a  pretty  good 
sized  pessary,  and  you  probably  will 
have  operated  on  a  perineum,  and  you 
are  liable  to  do  injury  to  the  perineum, 
if  you  use  a  pessary  of  sufficient  size 
to  hold  it.  Therefore,  he  thought  it 
better  to  keep  patients  in  bed  a  longer 
time.  He  had  a  case  who  got  up  early 
of  her  own  accord  and  got  a  return  of 
the  prolapse. 

VAGINAL    CESAREAN    SECTION  FOR 
ECLAMPSIA. 

Dr.  A.  A.  Hussey  reported  a  case. 

The  speaker  said  he  presented  this 
history,  because  it  seemed  to  him  the 
case  at  that  period  demanded  imme- 
diate delivery.  The  cervix  could  not 
be  dilated  with  the  bags  or  instru- 
mentally,  and  it  seemed  to  him  this 
was  the  right  operation  to  do.  It  was 
not  an  easy  operation.  Still  he  did 
not  think  there  was  as  much  shock  to 
the  patient  as  two  or  three  hours' 
anesthesia  with  manual  dilatations  and 
lacerations.  He  thought  it  more  con- 
servative surgery  than  attempts  at  de- 
livery through  an  undilated  cervix. 

Discussion. 
Dr.  J.  O.  Polak  said  this  was  the 
fourth  case  of  vaginal  Cesarean 
section  reported  here  in  four  months. 
All  the  mothers  had  recovered,  and 
the  doctor's  ca^c  was  an  extremely  se- 
vere case  of  eclampsia ;  Dr.  Hump- 
stone's  case  likewise.    The  two  cases 


he  operated  on  were  also  very  far  ad- 
vanced. To  his  mind  this  was  an  im- 
provement on  the  procedures  we  have 
done  previously,  and  he  wanted  to 
emphasize  what  Dr.  Hussey  said,  that 
in  that  class  of  cases  from  five  and 
one-half  to  eight  and  one-half  months, 
where  the  pelvis  is  roomy,  where  we 
have  a  long  primiparous  cervix,  that 
this  cutting  operation  with  some  modi- 
fication, is  a  far  safer  procedure  to  any 
method  of  dilation  he  had  yet  used. 
The  doctor  in  his  case  made  the  an- 
terior and  posterior  incision.  In  the 
first  of  the  speaker's  cases  he  made 
both  and  found  he  gained  nothing  by 
the  posterior  incison,  in  the  other  case 
he  made  the  anterior  incision  alone 
and  there  was  not  so  much  trauma.  In 
long  cervices  when  we  make  the  pos- 
terior incision  we  have  to  get  into  the 
peritoneal  cavity.  This  is  a  disadvan- 
tage, but  we  do  not  gain  room  enough 
unless  you  get  into  the  peritoneal 
cavity. 

Newell,  of  Boston,  speaking  of 
Diihrrsen's  incisions,  says  that  the 
anterior  incision  rips  further  up  the 
anterior  wall  of  the  uterus  than  is  in- 
tended. It  had  not  happened  in  his 
case,  but  is  a  possibility. 

Dr.  A.  A.  Hussey  said  he  made  the 
mistake  of  not  making  a  T-shaped 
incision  in  the  vagina.  He  made  a 
transverse  incision  in  the  narrowest 
part  of  the  cervix,  and  when  he  at- 
tempted to  deliver  the  head,  the  pre- 
vaginal  structures  apparently  caught 
the  head,  and  if  it  had  been  a  living 
child  it  would  have  been  a  very  serious 
mistake.  He  did  not  get  as  much 
room  as  he  expected  to  get.  He  did 
not  size  up  the  head  properly,  and 
thought  that  probably  is  a  mistake  a 
man  is  liable  to  make,  not  to  get  room 
enough.  It  would  be  better  to  go  an 
inch  further  and  get  a  living  baby. 
If  he  was  doing  it  again  he  would  put 
traction  sutures  in  either  part  of  the 
cervix  to  identify  the  edges  of  the  in- 
cision, because  it  took  him  several 
minutes  to  find  the  landmarks  when 
he  wanted  to  sew  up.  These  traction 
sutures  could  afterwards  be  used  to 
pull  the  surfaces  together. 
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TREATMENT  OF  ECTOPIC 
GESTATION. 

A  paper  with  the  above  title  was 
read  by  Henry  C.  Keenan,  M.D. 

Dr.  G.  McNaughton  said  he 
thought  we  might  understand  the  de- 
creased blood  pressure  in  hemorrhage 
simply  because  there  is  an  open 
mouthed  vessel,  and  as  soon  as  that 
has  been  ligated  the  pressure  will  in- 
crease, whether  there  has  been  an  in- 
creased amount  of  fluid  put  in  the 
blood  vessels  or  not. 

Most  men  have  not  got  the  pluck 
to  stand  aside  if  they  believe  that  the 
patient  has  an  open  vessel  in  the  pelvis 
and  wait  for  that  patient  to  react.  As 
soon  as  the  patient  reacts  a  little,  the 
plug  formed  by  the  slowed  blood  cur- 
rent will  be  forced  out  and  the  bleed- 
ing return  as  soon  as  the  blood  pres- 
sure rises.  If  you  know  your  patient 
is  bleeding  in  the  free  peritoneum,  the 
only  thing  to  do  is  to  go  in  and  ligate 
the  vessel  and  stop  the  bleeding  and 
use  the  infusion  to  a  small  amount. 
The  speaker  thought  too  much  infu- 
sion is  introduced  into  the  circulation. 
It  is  only  necessary  to  estimate  and  re- 
place the  volume  of  blood  that  has 
been  lost. 

A  good  many  practitioners  if  the 
patient  is  in  collapse  will  proceed  to 
administer  stimulants,  which  is  pre- 
cisely the  thing  that  ought  not  to  be 
done,  because  safety  depends  on  de- 
creased blood  pressure.  It  would  be 
more  in  keeping  with  the  conditions 
of  things  to  give  aconite  than  to  give 
strychnine. 

As  regards  the  treatment  of  these 
cases  and  removing  blood  at  this  time, 
he  never  bothers  to  remove  blood  ex- 
cept such  clots  as  appear.  If  clots  ap- 
Dear  in  the  wound  he  scoops  them  out, 
but  does  not  know  that  that  is  neces- 
sary. You  may  wash  for  an  hour  and 
there  will  be  found  clots  remaining, 
as  we  never  succeed  in  getting  all  the 
clots  out. 

If  the  hemorrhage  is  beneath  the 
broad  ligament  and  is  restrained 
there,  which  you  can  easily  demon- 
strate by  feeling  a  distinct  tumor,  he 
did  not  think  haste  in  operating  is  so 
necessary;  possibly  it  would  be  better 


to  wait  then  than  to  operate  at  once. 
He  had  one  experience  in  early  opera- 
tion in  subligamentous  hemorrhage,  in 
which  he  had  to  go  above  at  a  subse- 
quent time  and  tie  the  vessels  through 
the  peritoneum. 

The  speaker  said  he  would  empha- 
size the  fact  that  when  saline  is  used, 
and  he  is  inclined  to  use  if  he  has  got 
the  vessel  stopped  bleeding,  he  be- 
lieves it  hastens  the  convalescence  and 
is  of  great  value.  It  seemed  to  him 
we  would  have  to  turn  down  the  evi- 
dences of  sight  and  feeling,  as  far  as 
the  patient  is  concerned,  if  we  decried 
it.  Perhaps  it  does  not  save  life,  but 
it  certainly  aids  convalescence  and 
they  make  a  quicker  recovery. 

He  believed  the  best  drug  we  have 
at  the  present  time  in  treating  hemor- 
rhage of  that  sort  is  opium.  That 
physiologically  fills  the  bill  in  these 
cases. 

He  did  not  have  the  pluck  to  stand 
aside  and  watch  a  patient  anemic  from 
the  loss  of  blood  if  he  believed  there 
was  an  open  vessel.  He  thought  he 
must  have  misunderstood  the  doctor 
that  some  men  to  the  number  of 
twenty  wait  and  treat  the  cases  ex- 
pectantly and  that  all  recover.  He 
had  seen  a  few  cases  where  operations 
had  been  refused  and  where  he  be- 
lieved there  was  a  ruptured  ectopic 
and  each  recovered.  They  wait  in 
England  quite  often  and  very  often 
they  lose  the  patient.  It  was  so  in 
Germany  until  two  or  three  vears  ago. 
Now  they  are  operating  as  the  Ameri- 
cans. 

Dr.  W.  Maddren  said  that  in  his 
younger  days  he  had  the  misfortune 
to  make  six  autopsies  on  cases  of 
ectopic  that  had  perished.  He  remem- 
bered two  of  these  patients  had  died 
partly  from  hemorrhage  and  the  baby 
was  in  situ,  three  to  five  weeks.  After 
vou  have  seen  half  a  dozen  people  die 
from  internal  hemorrhage,  he  said, 
from  ectopic,  he  felt  he  would  like  to 
set  in  and  stop  the  bleeding  before 
they  die,  and  he  thought  it  takes  a 
eood  deal  of  courage  to  wait  under 
these  circumstances.  He  was  wonder- 
ing how  the  authors  stated  treated 
these  cases  under  the  expectant  plan. 
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\s  far  as  removing-  the  clots  was 
concerned,  sometimes  we  have  little 
choice.  He  remembered  one  case,  a 
large,  fnll-blooded  German  woman. 
She  had  an  internal  hemorrhage  and 
was  so  exsanguinated  when  he  saw 
her,  that  he  hastened  to  operate  then 
and  there.  There  was  an  enormous 
quantity  of  blood,  and  they  only  took 
out  what  floated  out.  They  arrested 
the  hemorrhage  and  sewed  up  the 
wound  under  these  conditions  and  she 
made  a  good  recovery,  and  he  thought 
sometimes  it  is  best  to  remove  the 
clots.  In  this  case  if  they  removed 
all  the  clots  the  woman  would  have 
died  on  the  table. 

A.s  far  as  progressive  hemorrhage 
was  concerned,  he  had  seen  several 
cases  where  the  blood  was  bright  red 
at  the  time  of  opening  the  abdomen. 

Dr.  W.  B.  Ctiase  thought  one  se- 
rious mistake  that  had  been  made  in 
certain  cases  is  when  a  case  is  found, 
absolute  rest  on  the  part  of  the  pa- 
tient is  not  maintained.  He  believed 
there  is  a  danger  of  too  great  hurry 
in  these  cases  to  the  hospital.  He 
thought  every  case  would  have  to  be 
a  rule  unto  itself.  If  we  see  a  patient 
where  we  are  satisfied  bleeding  is 
going  on  and  there  is  profound  shock, 
he  thought  we  were  justified  in  doing 
immediate  operation,  because,  as  a 
rule,  the  bleeding  point  can  be  readily 
found  and  the  bleeding  arrested,  but 
mi  the  other  hand  the  principle  is  con- 
clusive, that  cases  kept  quiet  and  given 
opium  and  allowed  to  tgo  on  for  a 
week  or  two  recover,  and  then  a 
choice  of  time  can  be  taken  when  to 
1  operate. 

Me  thought  a  median  course  as  to 
the  removal  of  blood  clots  should  be 
observed,  lie  considered  it  expedient 
lo  remove  the  blood  clots  which  can 
be  easily  removed,  and  if  we  took  time 
t<.  gel  rid  of  all  the  clots  that  we 
would  patients  a  vast  amount  of  in- 
jury and  diminish  the  chances  of  their 
rec(  >very. 

\-  regards  the  question  of  infusion, 
the  speakd  -aid  we  know  it  lias  not 
as  broad  a  field  of  application  as  we 
had  believed.  In  the  first  place  any 
effort   to  stimulate  the  heart  in  the 


presence  of  hemorrhage  is  deleterious, 
and  under  these  conditions  in  the  in- 
jection of  saline  in  the  blood  produces 
an  undesired  result.  In  one  condition 
he  believed  infusion  of  the  utmost  im- 
portance. When  you  operate  and  you 
rind  the  abdomen  distended  with  blood 
and  the  patient  is  so  completely  ex- 
sanguinated that  the  heart  is  unable 
to  act,  if  you  put  ten  to  twenty  ounces 
of  saline  in  the  veins  direct,  he  had 
seen  the  heart  come  up  and  the  pa- 
tient rally. 

Dr.  J.  O.  Polak  stated  that  one  of 
the  three  points  Dr.  Keenan  made  in 
regard  to  the  treatment  of  ectopic, 
when  shall  we  operate,  will  have  to  be 
settled  by  the  individual  operator. 

For  the  last  three  years  he  had 
modified  his  treatment  of  ectopics. 
He  had  always  believed  it  necessary 
to  immediately  open  and  the  losses 
that  he  had  had,  had  been  in  the  early 
years.  Whether  it  was  because  of  the 
defect  in  his  procedure  or  the  length 
of  his  procedure  or  whether  it  was  the 
immediate  operation,  he  could  not  tell, 
but  his  mortality  in  his  early  experi- 
ence had  been  much  greater  than  in 
his  later.  He  thoug'ht  with  Dr.  Mac- 
Evitt  that  if  patients  were  going-  to 
bleed  to  death,  they  would  be  dead 
before  we  saw  them.  He  had  not  hur- 
ried in  any  but  two  cases  during  the 
last  four  years.  One  case  he  did  not 
think  he  would  have  hurried  if  he  had 
not  been  going  to  operate  that  after- 
noon and  the  patient  was  brought  in 
on  the  ambulance.  The  other  case  he 
saw  last  summer  and  she  would  have 
done  as  well  if  she  had  gone  to  morn- 
ing-, because  he  had  never  seen,  with 
one  single  exception,  a  vessel  actively 
bleeding  at  the  time  of  operation,  and 
that  was  a  case  of  double  ectopic  with 
double  rupture  (one  rupture  occurred 
six  hours  after  the  other")  and  the  two 
ruptures  in  this  case  were  very  close 
to  the  uterus.  Tn  that  patient  the 
hemorrhage  was  active  at  the  time  of 
operation.  He  believed  these  cases 
are  as  well  taken  care  of,  if  we  can 
have  them  in  the  hospital,  and  have 
the  foot  of  the  bed  elevated  and  com- 
pression made  on  the  abdomen  and 
use  good  doses  of  opium  and  watch 
what  reaction  we  get  for  a  few  hours. 
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The  point  is  that  these  cases  must 
be  closely  watched,  that  they  must  be 
extremely  inverted,  that  they  must 
have  sumcient  opium  to  keep  them  ab- 
solutely quiet,  a  half  grain  of  mor- 
phine, if  necessary,  and  in  these  cases, 
if  the  pulse  improves  they  are  better 
left  for  a  day  or  so,  and  if  the  im- 
provement continues  they  may  be  kept 
longer. 

The  speaker  said  we  bring  on  the 
hemorrhage  and  refresh  it  by  the  ten- 
dency to  examine  to  make  a  diagnosis. 
It  is  needless  in  the  face  of  the  clini- 
cal history  to  make  this  careful  diag- 
nosis by  vaginal  examination,  as  by 
so  doing  we  frequently  freshen  up 
hemorrhage. 

In  regard  to  the  toilet  of  the  peri- 
toneal cavity,  he  did  not  think  it  neces- 
sary to  go  the  extremes  the  doctor 
quoted  in  his  paper,  and  did  not  think 
it  necessary  to  wash  the  abdomen  to 
the  degree  Drs.  MacEvitt  and  Keenan 
have  been  doing  in  St.  Mary's.  It 
seemed  to  him  that  the  large  elots 
which  are  in  the  way  may  be  mopped 
out;  the  point  is,  get  your  patient  out 
of  the  anesthetic  and  off  the  table  in 
the  quickest  time  possible.  It  is  per- 
fectly surprising  to  see  what  Nature 
will  do  in  the  absorption  of  clots  and 
leave  the  peritoneum  clean  of  adhe- 
sions. In  one  case  he  operated  on  the 
abdomen  was  full  of  blood,  the  large 
clots  were  ladled  out  with  the  hands 
and  the  pelvis  mopped  out  with  the 
ordinary  gauze  roll.  That  case  was 
subsequently  reoperated  and  there  was 
not  an  adhesion  found  anywhere  save 
a  tail  of  the  omentum  adherent  to  the 
stump  of  the  tube. 

In  regard  to  saline  solution,  there 
is  no  question  we  have  killed  patients 
in  our  over  anxiety  to  fill  them  up.  In 
a  woman  who  has  lost  blood  we  have 
got  to  remember  that  we  dilute  the 
blood,  that  by  diluting  the  blood  we 


diminish  the  coagulability,  and  he  did 
not  think  we  need  the  quantities  of 
saline  that  we  have  heretofore  used. 
W  hen  we  tie  the  blood  vessels  we  in- 
crease the  pressure,  and  if  we  need 
saline,  if  we  use  it  by  the  rectum,  the 
patient  will  take  up  what  she  needs 
and  she  will  handle  it  better  than  by 
direct  infusion. 

Dr.  H.  C.  Keenan  said  we  can  see 
how  different  the  treatment  of  ectopic 
is  as  given  in  the  modern  text  books 
and  as  mentioned  in  the  magazines  of 
the  last  few  years.  The  student  would 
get  the  idea  of  immediate  operation. 

As  to  temperature,  Sargent,  of  the 
British  Medical  Journal,  six  months 
ago,  examined  the  blood  and  found 
the  staphylococcus  albus  present.  He 
believes  the  temperature  is  due  to  that 
germ. 

In  regard  to  saline,  the  paper 
showed  the  entire  subject  is  in  an 
unsettled  state.  It  shows  a  large 
number  of  these  patients  will  get  well 
anyhow,  whether  operated  on  in 
shock  or  not ;  it  likewise  shows  the 
capacity  of  the  body  to  bear  a  lot  of 
good  and  also  bad  treatment. 

Rosso  shows  in  his  paper  it  is  a 
necessary  thing  for  the  solution  to  re- 
main between  0.7  per  cent,  and  0.9 
per  cent.  If  the  percentage  is  lower 
the  corpuscles  swell  up,  and  if  there 
is  a  higher  percentage  the  corpuscles 
frequently  break  down  and  cause 
jaundice,  so  that  it  is  necessary  to 
keep  close  to  this  percentage. 

As  to  the  value  of  saline,  all  agree 
that  the  immediate  effects  of  saline, 
even  in  the  worse  cases,  are  often  sur- 
prising— a  patient  with  a  heart  found 
imperceptible  will  become  flushed,  but 
this  stimulation  is  only  temporary,  and 
in  those  cases  of  severe  hemorrhage 
the  only  thing  we  can  do  is  to  trans- 
fuse blood  in  order  to  put  in  the  vital 
constituents  that  are  lacking. 
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of  684  pages.  Philadelphia  and 
London :  W.  B.  Saunders  Com- 
pany, 1908.  Cloth,  $4.00  net;  half 
morocco,  $5.50  net. 

The  material  for  the  present  volume 
was  selected  from  the  State  Board 
Questions  asked  during  the  past  four 
years,  the  preference  being  given  to 
those  asked  in  the  larger  and  more 
representative  states.  The  purpose 
of  the  book  is  to  provide  a  convenient 
compend  for  the  use  of  those  who 
wish  to  prepare  themselves  for  State 
Board  examinations,  and  a  certain 
order  has  been  adopted  in  the  arrange- 
ment of  the  questions.  The  answers 
to  each  question  are  given  in  a  con- 
densed form,  and  although  in  any 
given  examination  it  is  the  tendency  of 
the  student  to  elaborate  his  knowl- 
edge, still  it  is  better  to  be  as  concise 
as  possible  in  his  answers.  The  book 
will  be  found  especially  useful  to 
those  who  have  not  had  an  opportu- 
nity of  attending  lectures  in  recent 
years  and  yet  wish  to  pass  the  State 
Board  examination  in  some  other 
state. 
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For  the  use  of  advanced  students 
and  practitioners.  By  Henry  W. 
Stelwagon,  M.D.,  Ph.D.,  Profes- 
sor of  Dermatology,  Jefferson  Med- 
ical College,  Philadelphia.  Fifth 
edition,  revised.  Handsome  octavo 
of  1,150  pages,  with  267  text-illus- 
trations, and  34  full-page  colored 
and  half-tone  plates.  Philadelphia 
and  London:  W.  B.  Saunders  Com- 
pany. 1907.  Cloth,  $6.00  net ;  half 
morocco,  $7.50  net. 

The  present  fifth  edition  represents 
a   revision    from   the   standpoint  of 


elision  of  unnecessary  or  obsolete  ma- 
terial and  addition  of  new  matter  re- 
flected in  investigations  and  literature 
since  the  appearance  of  the  last  edi- 
tion. The  volume  has  not  been  per- 
ceptibly increased  in  size.  The  arti- 
cles on  frambesia  and  oriental  sore 
have  been  rewritten,  and  those  on  ve- 
ruga  peruana  and  tinea  imbricata 
have  been  changed.  The  subject  of 
dhobie  itch  and  uncinarial  dermatitis 
have  been  added.  The  eruptions  of 
leukemia  are  discussed.  The  subject 
of  diseases  of  the  skin  has  been  pre- 
sented entirely  from  the  practical  side 
in  as  far  as  any  book  which  is  not  an 
atlas  can  do  so.  The  finer  lenses 
which  permit  of  more  accurate  pho- 
tographs being  taken  give  better  ideas 
of  the  skin  lesions  than  was  formerly 
possible.  As  a  rule,  colored  plates  are 
net  nearly  so  instructive  as  the  photo- 
graphs, and  that  is  true  of  this  book 
as  well.  The  author  has  gone  care- 
fully into  the  subject  of  general  path- 
ology and  symptomatology,  and  dis- 
cusses carefully  from  a  diagnostic 
standpoint  the  type  of  eruption  as  a 
diagnostic  factor,  which  is  a  most  in- 
teresting and  instructive  section  of  the 
book.  There  follow  general  remarks 
on  treatment,  including  the  use  of 
general  tonics,  aperients,  gastrointes- 
tinal antiseptics,  diuretics,  general  al- 
teratives, animal  extracts,  germicides, 
etc.  The  next  section  presents  the 
subject  of  local  treatment,  the  various 
sub-divisions  of  which  are  too  numer- 
ous to  mention.  There  is  considerable 
space  given  to  the  use  of  radiotherapy 
and  actinotherapy.  The  various 
forms  of  skin  disease  are  gathered  to- 
gether into  nine  great  classes,  and 
each  subject  is  presented  under  its 
appropriate  title.  The  book  has  long 
been  one  of  the  standard  works  on 
skin  diseases  and  its  teachings  are 
thoroughly  up  to  date  and  clearly 
stated. 


466 


